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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  coun 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
: plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 

! the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
he  cautioned  against  engaging  in 
tzardous  occupations  requiring 
aplete  mental  alertness,  such 
:ving  or  operating  machinery. 

I GBS  67S 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sfeep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
h.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Iftant  Note  This  drug  is  not  a simple  analgesic  Do 
• minister  casually  Carefully  evaluate  patients  be- 
1,  arting  treatment  and  keep  them  under  close  su- 
f ion  Obtain  a detailed  history,  and  complete 
a al  and  laboratory  examination  (complete  hemo- 
■ urinalysis,  etc  ) before  prescribing  and  at  fre- 
llintervals  thereafter  Carefully  select  patients, 

Ing  those  responsive  to  routine  measures,  contra- 
cted patients  or  those  who  cannot  be  observed  fre- 
€ y Warn  patients  not  to  exceed  recommended 

Ie  Short-term  relief  of  severe  symptoms  with  the 
st  possible  dosage  is  the  goal  of  therapy  Dosage 
I be  taken  with  meals  or  a full  glass  of  milk.  Sub- 
alka  capsules  for  tablets  if  dyspeptic  symptoms 
Patients  should  discontinue  the  drug  and  report 
fiately  any  sign  of  fever,  sore  throat,  oral  lesions 
itoms  of  blood  dyscrasia).  dyspepsia,  epigastric 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
ice  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
is.  significant  weight  gain  or  edema  A one-week 
sriod  is  adequate  Discontinue  in  the  absence  of  a 
ible  response  Restrict  treatment  periods  to  one 
n patients  over  sixty 

lions:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
latoid  spondylitis 

vindications  Children  14  years  or  less;  senile  pa- 
history  or  symptoms  of  G I inflammation  or  ul- 
5n  including  severe,  recurrent  or  persistent  dys- 
i,  history  or  presence  of  drug  allergy,  blood 
isias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
ision;  thyroid  disease;  systemic  edema, 
titis  and  salivary  gland  enlargement  due  to  the 
polymyalgia  rheumatica  and  temporal  arteritis; 
ts  receiving  other  potent  chemotherapeutic 
or  long-term  anticoagulant  therapy 
ngs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
s of  concomitant  diseases,  and  concurrent  potent 
itherapy  affect  incidence  of  toxic  reactions  Care- 
■struct  and  observe  the  individual  patient,  espe- 
he  aging  (forty  years  and  over)  who  have 
sed  susceptibility  to  the  toxicity  of  the  drug  Use 
effective  dosage  Weigh  initially  unpredictable 
s against  potential  risk  of  severe,  even  fatal,  re- 
> The  disease  condition  itself  is  unaltered  by  the 
Jse  with  caution  in  first  trimester  of  pregnancy 
nursing  mothers  Drug  may  appear  in  cord  blood 
east  milk  Serious,  even  fatal,  blood  dyscrasias. 


ButazolkJin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred. 

The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination.  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia,  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug’s  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information  cp 
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He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 
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STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


BROWN  UNIVERSITY 
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Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Saturday,  February  10,  1973 


MECHANISM  OF  ORAL  HYPOGLYCEMIC  AGENTS 
Frank  Fisher  Davidoff,  M.D. 

Assistant  Professor  of  Medicine,  Harvard  Medical 
School,  Director,  Diabetes  Unit,  Beth  Israel  Hospital 


Rhode  Island  Hospital 

George  Bldg.  Auditorium 
10:00  a.m. 


Wednesday,  February  14,  1973 


INDICATIONS  FOR  USE  OF  DIFFERENT  MODALITIES  IN 
PHYSICAL  MEDICINE 

Cairbre  B.  McCann,  M.D. 

Director  of  Rehabilitation  Medicine,  Rhode  Island 
Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1:00  p.m. 


Friday,  February  16,  1973 


CYCLIC  AMP,  PROTEIN  KINASES,  AND  NEUROTRANSMISSION 
Dr.  Paul  Greengard 

Department  of  Pharmacology,  Yale  University 
New  Haven,  Connecticut. 


Brown  University 
Barus  & Holley  1 68 
4:00  p.m. 


Saturday,  February  17,  1973 


HORMONAL  ASPECTS  OF  CALCIUM  HOMEOSTASIS  Rhode  Island  Hospital 

Louis  M.  Sherwood,  M.D.  George  Bldg.  Auditorium 

Professor  of  Medicine,  The  University  of  Chicago;  10:00  a.m. 
Physician-in-Chief  and  Chairman,  Department  of  Medi- 
cine, Michael  Reese  Hospital,  Chicago,  Illinois 


Wednesday,  February  21,  1973 


LOCAL  & NERVE  BLOCK  ANESTHESIA  IN  ORTHOPEDICS 
Charles  V.  Cox,  M.D. 

Anesthesia  Staff,  Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. 


MEDICAL  EVENTS  CALENDAR 


Saturday,  February  24,  1973 


BURN  WOUND  SEPSIS 

Thomas  J.  Krizek,  M.D. 

Associate  Professor  of  Surgery  (Plastic),  Yale  Univer- 
sity School  of  Medicine,  Chief,  Division  of  Plastic 
Surgery,  Yale  New  Haven  Medical  Center. 


Tuesday,  February  27,  1973 

REVIEW  OF  ARTICLES  PRESENTED  AT  AAA  MEETING 
Division  of  Allergy,  Rhode  Island  Hospital 


Wednesday,  February  28,  1973 

VASCULAR  PROBLEMS  OF  LOWER  EXTREMITIES 
William  P.  Corvese,  M.D. 

Surgical  Staff,  Rhode  Island  Hospital 


Saturday,  March  3,  1973 

SHOCK  AND  SEPSIS  IN  SURGICAL  PRACTICE 
Lloyd  D.  MacLean,  M.D. 

Professor  of  Surgery,  McGill  University;  Surgeon-in- 
Chief,  Royal  Victoria  Hospital,  Montreal,  Quebec 


Wednesday,  March  7,  1973 

ANATOMY  OF  MENISCI  & LIGAMENTS  OF  THE  KNEE  JOINTS 
A.  A.  Savastano,  M.D. 

Surgeon-in-Chief,  Department  of  Orthopedic  Surgery 
and  Fractures,  Rhode  Island  Hospital 


Saturday,  March  10,  1973 

HEPATIC  TRAUMA  AND  TUMORS 
Seymour  I.  Schwartz,  M.D. 

Professor  of  Surgery,  The  University  of  Rochester, 
School  of  Medicine  and  Dentistry 


t t 


% 


Rhode  Island  Hospital 

George  Bldg.  Auditorium 
1 0:00  a.m. 


Rhode  Island  Hospital 

Potter  I Conference  Room 
8:30  p.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 -.00  p.m. 


Rhode  Island  Hospital 
George  Bldg.  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 : 0 0 p.m. 


Rhode  Island  Hospital 
George  Bldg.  Auditorium 
10:00  a.m. 
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CASE  HISTORIES  OF  TEN  NEW  MEDICAL  SCHOOLS* 


In  the  decade  from  1961  to  1971,  twenty-two 
new  medical  schools  enrolled  their  first  class, 
bringing  the  total  number  of  schools  in  operation 
in  the  United  States  to  108.  This  quantum  jump 
is  even  more  impressive  when  contrasted  with  the 
previous  period.  During  the  four  decades  between 
1920  and  1960,  there  was  no  concerted  effort  to 
increase  the  number  of  medical  schools:  eighty-six 
were  in  operation  at  the  beginning  of  that  period, 
and  the  same  number  prevailed  at  the  end.  (How- 
ever, sixteen  schools  had  been  closed  and  replaced 
by  more  viable  institutions.) 

The  turning  point  was  the  publication  in  1959 
of  the  report  of  a Surgeon  General's  Consultant 
Group  on  Medical  Education  “Physicians  for  a 
Growing  America”.  This  report  brought  forcefully 
to  the  attention  of  the  public  and  legislators  the 
critical  need  for  an  increased  production  of  physi- 
cians. From  1920  to  1960,  the  number  of  American 
graduates  had  risen,  through  expanding  enrollment 
in  existing  schools,  from  3,000  to  about  7.000.  The 
1959  report  estimated  that  in  order  to  maintain 
?.  constant  physician-population  ratio,  the  number 
of  graduates  per  year  would  have  to  be  increased 
by  3,000  before  1975.  For  that  purpose  it  sug- 
gested the  annual  admission  of  12,000  students  by 
the  fall  of  1971. 

These  projections  have  proven  essentially  cor- 
rect. In  fact  enrollment  in  American  medical 
schools  is  now  5 to  10  per  cent  ahead  of  the  1959 
target.  The  increased  opportunities  for  medical 
education  in  the  sixties  have  been  provided  about 
equally  by  the  expansion  of  existing  schools  and 
the  development  of  new  schools.  Further  increase 

*Vernon  W.  Lippard  and  Elizabeth  Purcell:  Case 
Histories  of  Ten  New  Medical  Schools.  The  Josiah 
Macy,  Jr.  Foundation,  277  Park  Avenue,  New  York, 
N.Y.  10017  (December,  1972) 


in  the  seventies  is  likely  to  come  from  the  new 
schools,  since  many  of  the  established  ones  have 
now  reached  the  limit  of  their  clinical  facilities. 

Vernon  W.  Lippard,  former  Dean  of  the  Yale 
Medical  School  (and  before  that  Dean  at  Colum- 
bia, Louisiana  State  and  Virginia)  has  edited,  on 
behalf  of  the  Macy  Foundation,  the  “Case  His- 
tories of  Ten  New  Medical  Schools”.  To  illustrate 
the  multicolored  crop  of  the  sixties,  he  has  selected 
schools  fertilized  by  a large,  preexisting  university 
system  (California  at  San  Diego,  New  York  at 
Stony  Brook,  Texas  at  San  Antonio)  and  schools 
which  had  to  till  their  own  soil  (Arizona,  Con- 
necticut, Hershey,  Toledo);  schools  which  bloomed 
on  a strong  hospital  ground  (Mount  Sinai  in  New 
York)  and  schools  which  germinated  in  the  parent 
university  (Brown  and  Michigan  State).  The  Macy 
Foundation  invited  the  Deans  of  these  ten  new 
schools  to  record  their  experience.  The  ten  reports 
that  comprise  this  volume  represent  as  many  in- 
dividual approaches  to  the  challenge  of  starting 
a medical  school  from  scratch,  and  the  opportunity 
for  initiating  significant  innovations  in  curriculum, 
departmental  structure,  physical  plants,  university 
affiliation,  and  control  of  the  teaching  hospital.  The 
Deans  were  asked  to  cover  touchy  topics,  including 
local  pressures  that  stimulated  interest  in  the  de- 
(Continued  on  next  page) 

The  Editors  of  the  Journal  offer  their 
congratulations  to  Pierre  M.  Galletti,  M.D. 
Ph.D.  on  his  recent  promotion  to  Vice  Presi- 
dent (Biology  and  Medicine)  at  Brown  Uni- 
versity. A member  of  the  editorial  board 
of  this  Journal,  Doctor  Galletti  has  also 
ably  led  the  Division  of  Biological  and 
Medical  Sciences  at  Brown  since  1968.  The 
editors  wish  the  new  vice  president  good 
luck  in  his  new  position. 
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velopment  of  a medical  school;  foci  of  encourage- 
ment, opposition,  or  inertia;  the  dream  of  cur- 
ricular planning,  versus  the  reality  of  implementa- 
tion; the  relationship  of  the  school  to  other  divi- 
sions of  the  university,  to  organized  medicine,  to 
local  politics,  and  to  government  agencies;  the 
major  financial  turnaround  of  our  society  as  “pub- 
lic enthusiasm  for  research  as  the  prime  key  to 
human  health  fell  off  in  favor  of  more  immediate 
approaches”. 

The  stresses  and  strains  associated  with  the  re- 
alignment of  national  priorities  in  the  late  sixties 
bore  most  heavily  on  the  new  medical  schools.  As 
Vernon  Lippard  points  out,  “operation  of  medical 
schools  is  expensive  and  universities  wrere  reluctant 
to  invade  their  limited  resources;  taxpayers,  foun- 
dations and  private  donors  were  called  upon  to 


divert  funds  from  other  worthy  programs.  Aware 
of  the  commercial  advantages  and  prestige  asso- 
ciated with  university  medical  centers,  cities  cam- 
paigned for  them  vigorously.  Local  medical  so- 
cieties in  some  instances  felt  threatened  at  the  out- 
set but  were  generally  supportive.  Few  schools 
were  established  without  controversy”. 

This  volume  is  fascinating  reading  for  those 
concerned  with  the  education  of  physicians,  and 
the  balance  of  health  care  delivery  in  the  years  to 
come.  It  relates  a chapter  of  our  local  history,  and 
inserts  in  the  framewTork  of  similar  developments 
in  other  communities.  For  better  or  worse,  the 
problems  are  pretty  much  the  same  everywhere. 

Pierre  M.  Galletti,  m.d.,  ph.d. 
Vice  President 
( Biology  and  Medicine) 


This  column  is  intended  as  a channel  for  information  in  medical  education 
that  may  affect  the  practicing  professional  community  of  Rhode  Island  and  as  a 
place  to  describe  current  and  future  plans  for  the  Brown  Program  of  Medical 
Education.  The  Editors. 


DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  M.D. 


At  left,  a nodule,  slightly  darker  than  the  surrounding  skin,  congenital,  in  a 14  year  old  girl. 
At  right,  a ring  shaped  tumor,  of  two  years  duration,  with  a broken  down  center. 


Answer  on  Page  35 


4 


Rhode  Island  Medical  Journal 


Rhode  Island  Medical  Society  Necrology-1972 


ROCCO  ABBATE,  M.D. 

Rocoo  Abbate,  M.D.,  the  oldest  practicing  phy- 
sician in  Warwick,  died  August  8,  1972.  He  was 
79  years  old. 

Born  in  Italy,  he  attended  local  schools  in  Provi- 
dence and  was  a member  of  the  first  class  to  enter 
Providence  College. 

He  graduated  from  Tufts  Medical  School  and 
interned  at  Holy  Family  Hospital  in  Brooklyn, 
N.Y.,  and  the  Charles  V.  Chapin  Hospital  in  Provi- 
dence. 

Doctor  Abbate,  who  was  one  of  the  founders  of 
the  Rhode  Island  Blue  Shield,  was  practicing  medi- 
cine up  until  the  time  he  entered  the  hospital. 

He  was  a member  of  the  Kent  County  Medical 
Society,  the  Rhode  Island  Medical  Society,  and 
the  American  Medical  Association,  and  he  was  the 
Kent  County  medical  examiner  for  30  years.  Doc- 
tor Abbate  was  on  the  staffs  of  Rhode  Island,  St. 
Joseph’s,  Roger  Williams,  Providence  Lying-In 
and  Kent  County  Memorial  Hospitals. 

▲ ▲ ▲ 

LEWIS  ABRAMSON,  M.D. 

Lewis  Abramson,  M.D.,  a Newport  physician, 
died  January  9,  1972.  He  was  61  years  of  age. 

Born  in  Woonsocket,  he  was  graduated  from 
Brown  University  in  1933  and  Tufts  University 
School  of  Medicine  in  1937. 

Doctor  Abramson  ran  unsuccessfully  for  the 
Newport  City  Council  in  1955.  At  the  time  of  his 
death,  he  was  a member  of  the  Aquidneck  Island 
Regional  Disposal  Authority.  He  was  also  a di- 
rector of  the  Newport  Chamber  of  Commerce,  and 
a director  of  the  Old  Stone  Bank,  and  he  was  ac- 
tive in  many  Newport  organizations. 

Doctor  Abramson  was  a past  president  of  the 
Newport  Hospital  Staff  Association,  a past  presi- 
dent of  the  Newport  County  Medical  Society,  and 
a member  of  the  Rhode  Island  Medical  Society 
and  American  Medical  Association,  and  secretary- 
treasurer  of  the  Pelagos  Pediatric  Society. 

AAA 

JOHN  H.  ARNOLD,  M.D. 

John  H.  Arnold,  M.D.,  associate  clinical  profes- 
sor of  Pediatrics  at  Brown  LTniversity,  died  April 
14,  1972.  He  was  50  years  old. 

Born  in  Port  Arthur,  Texas,  he  was  graduated 


from  the  Lniversity  of  Texas  and  Tulane  Univer- 
sity Medical  School. 

During  World  War  II,  he  was  a captain  in  the 
Air  Force,  flying  with  the  9th  Division  which 
served  the  Air  Offensive  Detachment  in  Europe. 
For  one  year  he  was  a prisoner  of  war  in  Germany. 
He  was  the  recipient  of  the  Distinguished  Flying 
Cross,  the  Distinguished  Unit  Badge,  Bronze  Star 
and  Purple  Heart. 

As  a research  fellow  of  pediatric  infectious  dis- 
eases, he  worked  with  Dr.  John  Enders,  the  Nobel 
Prize  winner,  at  Children’s  Hospital  in  Boston. 

His  teaching  career  began  at  Tulane,  and  he 
also  had  been  on  the  faculty  of  the  University  of 
North  Carolina  before  coming  to  Brown. 

His  professional  affiliations  included  the  Diplo- 
mate  American  Board  of  Pediatrics,  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  the 
American  Association  for  the  Advancement  of 
Medical  Science,  and  the  Society  of  Sigma  Chi 
Pediatric  Research. 

AAA 

ERNEST  A.  BURROWS,  M.D. 

Ernest  A.  Burrows,  M.D.,  a former  Providence 
neuropsychiatrist,  died  October  17,  1972.  He  was 
77  years  old. 

Born  in  North  Attleboro,  he  was  graduated  from 
the  University  of  Maryland  Medical  School.  He 
interned  at  Rhode  Island  Hospital. 

While  in  the  Army  he  served  in  France  during 
World  War  I. 

He  was  a member  of  the  staff  at  Rhode  Island 
Hospital,  and  was  a visiting  physician  at  both 
Charles  V.  Chapin  and  St.  Joseph’s  Hospitals.  He 
retired  six  years  ago. 

Doctor  Burrows  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  the 
American  Psychiatric  Association,  the  Boston  So- 
ciety of  Psychiatry  and  Neurology,  and  the  Joshua 
K.  Broadhead  American  Legion  Post  of  North 
Providence. 

AAA 

PAUL  C.  COOK,  M.D. 

Paul  C.  Cook,  M.D.,  a retired  physician,  died 
July  23,  1972.  He  was  82  years  of  age. 

(Continued  on  rext  page) 
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Born  in  Northfield,  Massachusetts,  he  was  grad- 
uated from  Williams  College  in  1911  and  Cornell 
Medical  School  in  1915.  He  interned  at  the  Rhode 
Island  and  Lying-In  Hospitals. 

Doctor  Cook  served  in  the  Navy  with  the  Rhode 
fsland  Hospital  unit  at  Queenstown,  Ireland,  dur- 
ing World  War  I.  He  started  his  practice  in  Rhode 
Island  in  1915  and  began  a private  practice  in 
1919.  He  was  staff  physician  for  St.  Elizabeth’s 
Home  and  the  home  for  the  aged  on  Broad  Street, 
Providence,  from  1932  until  retiring. 

Doctor  Cook  was  physician  and  consultant  at 
Rhode  Island  Hospital,  Providence  Lying-In  Hos- 
pital and  the  Charles  V.  Chapin  Hospital.  His 
memberships  included  the  American  Medical  As- 
sociation, the  Rhode  Island  Medical  Society,  the 
Providence  Medical  Association,  of  which  he  was 
past  president;  Alpha  Omega  Alpha,  the  Friday 
Night  Club,  the  Triton  Club  of  Quebec,  and  past 
president  of  the  Mount  Tom  Club.  He  was  a for- 
mer member  of  the  Edgewood  Congregational 
Church  and  an  attendant  at  Hope  Valley  Baptist 
Church. 

AAA 

PALMINO  Dl  PIPPO,  M.D. 

Palmino  DiPippo,  M.D.,  a Providence  physician 
for  more  than  40  years,  died  May  28,  1972  at  the 
age  of  65  years. 

Born  in  Providence,  he  was  graduated  from 
Providence  College  in  1927  and  he  received  his 
medical  degree  from  Tufts  Medical  College  in 
1931. 

He  served  his  internship  at  St.  Josephs  Hos- 
pital and  Boston  City  Hospital. 

He  served  in  the  LT.S.  Army  from  1940  to  1945 
with  the  54th  Medical  Battalion  in  Africa,  Sicily 
and  Italy  and  was  awarded  the  Bronze  Star.  He 
was  discharged  as  a Lieutenant  Colonel. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
the  American  Medical  Association,  and  the  Mal- 
pighi Medical  Society  of  Rhode  Island. 

AAA 

LEO  H.  DUQUETTE,  M.D. 

Leo  H.  Duquette,  M.D.,  a native  of  West  War- 
wick, and  a practicing  physician  in  that  com- 
munity, died  April  6,  1972.  He  was  62  years  old. 

Educated  at  La  Salle  Academy  and  Providence 
College,  Doctor  Duquette  received  his  Doctorate 
in  Medicine  from  Long  Island  College  of  Medicine 
in  1936. 

He  interned  at  Greenpoint  Hospital.  Brooklyn. 
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New  York.  He  was  on  the  courtesy  staff  at  St. 
Joseph’s  Hospital. 

He  was  a member  of  the  Kent  County  Medical 
Society  and  the  Rhode  Island  Medical  Society. 

AAA 

ARTHUR  E.  HARDY,  M.D. 

Arthur  E.  Hardy,  M.D.,  President  of  the  Rhode 
Island  Medical  Society  in  1962-63,  died  on  May 
15,  1972  at  the  age  of  66  years. 

A native  of  Warwick,  he  spent  all  his  active 
life  in  the  area.  He  was  graduated  from  Warwick 
High  School,  and  then  from  Brown  University  in 
1925.  He  taught  at  Brown  L’niversity  as  a post 
graduate  student  for  one  year  and  then  entered 
Harvard  Medical  School  where  he  received  his 
medical  degree  in  1930. 

Doctor  Hardy  served  his  internship  at  Charles 
V.  Chapin  and  Rhode  Island  Hospitals,  received 
his  state  medical  license  in  1933  and  he  was  a 
resident  at  the  State  Infirmary  until  1936  when 
he  began  his  private  practice  in  Warwick. 

In  his  early  practice  he  was  chief  of  the  medical 
advisory  board  of  Local  Draft  Board  No.  2 in 
Warwick.  In  1958  he  was  chairman  of  the  Rhode 
Island  Joint  Commission  on  the  Care  of  the 
Patient. 

Doctor  Hardy  lived  in  Warwick  all  his  life.  He 
was  a,  past  president  of  the  Kent  County  Medical 
Society  and  for  years  he  was  chief  of  surgery  at 
Kent  County  Memorial  Hospital  and  he  was  on 
the  staffs  of  Rhode  Island  and  St.  Joseph’s  Hos- 
pitals. 

As  president  of  the  State  Medical  Society  in 
1963.  he  was  chairman  of  the  Rhode  Island  Oral 
Polio  Foundation,  which  conducted  a massive 
Sabin  vaccine  immunization  campaign. 

He  was  a member  of  the  American  College  of 
Surgeons  and  of  the  American  Medical  Associa- 
tion for  nine  years  and  was  delegate  or  alternate 
delegate  of  the  Rhode  Island  society  to  the  AMA. 

AAA 

CLIFFORD  S.  HATHAWAY,  M.D. 

Clifford  S.  Hathaway,  M.D.,  a physician  in 
South  County  for  43  years,  died  June  9,  1972  at 
the  age  of  78  years. 

Born  in  South  Kingstown,  he  was  graduated 
from  Brown  University  in  1915  and  he  served  as 
a professor  of  chemistry  there  before  entering  Har- 
vard University  Medical  School  where  he  gradu- 
ated in  1927.  In  his  third  year  at  Harvard,  he  was 
elected  president  of  his  class. 

He  interned  at  Rhode  Island  Hospital. 
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He  was  a member  of  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  and 
he  was  a former  president  of  the  Washington 
County  Medical  Society. 

AAA 

HARMON  P.  B.  JORDAN,  M.D. 

Harmon  P.  B.  Jordan,  M.D.,  superintendent  of 
Providence  Lying-In  Hospital  from  1926  until 
1959,  died  May  31,  1972.  He  was  82  years  old. 

Born  in  Lincoln,  he  was  graduated  from  Brown 
University  and  Tufts  Medical  School  in  1912. 

The  first  year  he  worked  as  a doctor  was  in 
Providence  in  1912.  In  that  year,  as  a young  grad- 
uate of  Tufts  Medical  School,  he  joined  the  staff 
of  the  Providence  City  Hospital  — now  the  Charles 
V.  Chapin  Hospital.  He  became  one  of  an  out- 
standing corps  of  public  health  physicians  whose 
effect  on  modern  medical  practice  throughout  the 
country  became  nationally  known. 

There,  he  was  among  the  first  physicians  in  the 
country  to  successfully  use  a serum  to  control 
measles,  which  at  that  time  caused  large  numbers 
of  deaths. 

The  same  year  that  he  joined  the  Providence 
City  Hospital  as  a staff  physician,  he  became  its 
assistant  superintendent,  a post  he  held,  except 
for  two  years  of  military  service  during  World  War 
I,  until  he  became  superintendent  at  Lying-In  in 
1926. 

He  was  a member  of  the  Officers  Reserve  Corps 
during  World  War  I,  where  he  commanded  the 
334th  Ambulance  Company  of  the  309th  Sanitary 
Train  in  the  84th  Division  in  France.  Then  he  was 
made  director  of  a field  hospital  in  France. 

During  Doctor  Jordan’s  33  years  as  superin- 
tendent of  Lying-In  Hospital  it  became  the  fifth 
largest  maternity  hospital  in  the  United  States  and 
it  achieved  what  was  believed  to  be  the  best  record 
for  low  infant  and  maternal  deaths  in  any  major 
institution  in  the  country,  and  perhaps  the  world. 

Doctor  Jordan  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical  So- 
ciety, the  American  Medical  Association,  the  Amer- 
ican College  of  Hospital  Administrations  and  the 
Hospital  Association  of  Rhode  Island. 

AAA 

HOWARD  G.  LASKEY,  M.D. 

Howard  G.  Laskey,  M.D.,  a Carolina  physician 
and  a pioneer  in  organic  farming,  died  March  3, 
1972.  He  was  68  years  of  age. 

Born  in  Boston.  Doctor  Laskey  was  a graduate 


of  Boston  and  Harvard  Universities  and  had  served 
as  a lieutenant  in  the  Army.  In  1960  he  received 
a master’s  degree  in  English  from  the  University 
of  Rhode  Island  and  he  was  elected  a member  of 
the  honor  society,  Phi  Kappa  Phi. 

A true  country  doctor,  he  lived  in  Carolina  for 
35  years,  and  served  for  much  of  that  time  as  town 
health  officer  in  Richmond  and  Charlestown.  In 
195£  he  was  named  medical  examiner  for  Wash- 
ington County. 

Doctor  Laskey  also  ran  the  Black  Acre  Farm  in 
Carolina,  and  was  among  the  first  Rhode  Island 
farmers  to  use  the  "bio-dynamic”  method  of  farm- 
ing — or  more  popularly  known  as  ‘‘organic  farm- 
ing”. 

He  was  a member  of  the  Rhode  Island  Medical 
Society  and  the  American  Medical  Association. 

AAA 

edward  a.  McLaughlin,  m.d. 

Edward  A.  McLaughlin,  a Providence  physician 
for  more  than  50  years,  died  July  30,  1972  at  the 
age  of  78  years. 

Born  in  Providence,  he  was  graduated  from 
Brown  University  in  1914  and  Harvard  Medical 
School  in  1918.  He  interned  at  Rhode  Island  and 
Providence  Lying-In  Hospitals. 

A director  of  health  under  five  Democratic  gov- 
ernors, he  was  first  named  to  that  office  when  state 
health  agencies  were  consolidated  into  a single  de- 
partment under  the  Governmental  Reorganization 
Act  of  1935. 

At  the  time  of  his  appointment  by  Gov.  Theodore 
Francis  Green  in  1935  as  state  d: rector  of  public 
health,  he  had  been  for  10  years  a school  physician 
and  a deputy  police  surgeon  in  this  city. 

As  state  director  of  health.  Doctor  McLaughlin 
had  been  for  1 8 years  an  ex-officio  member  of  the 
board  of  Blue  Cross  directors  and  he  continued  as 
a member  of  that  insurance  plan’s  corporation  after 
leaving  public  office  in  1959. 

He  had  served  as  president  of  the  Rhode  Island 
Infantile  Paralysis  Foundation  continuously  since 
1935  and  he  was  one  of  its  incorporators.  On  many 
occasions  he  had  headed  the  annual  March  of 
Dimes  drive  in  the  state. 

In  1934  he  was  elected  president  of  the  Friendly 
Sons  of  St.  Patrick.  He  also  was  a member  of  the 
Sons  of  Irish  Kings,  the  Harvard  and  Brown  Clubs 
of  Rhode  Island,  the  Providence  Lodge  of  Elks  and 
was  a Fourth  Degree  Knight  of  Columbus. 

(Continued  on  Next  Page) 
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In  addition  to  being  a member  of  the  Providence 
Medical  Association,  he  also  belonged  to  the  Rhode 
Island  Medical  Society  and  the  American  Medical 
Association  and  he  was  a charter  member  of  the 
American  Board  of  Preventive  Medicine  and  Pub- 
lic Health. 

▲ ▲ ▲ 

JOHN  MOCHNACKY,  M.D. 

John  Mochnacky,  M.D.,  a Providence  physician 
for  many  years,  died  April  30,  1972  at  the  age 
of  62. 

Born  in  Cumberland,  he  was  a graduate  of 
Brown  University  class  of  1939,  Tufts  Medical 
School  1943,  and  he  served  his  internship  at  Rhode 
Island  Hospital.  He  served  as  a captain  in  the 
Army  Medical  Corps  during  World  War  II.  Doctor 
Mochnacky  was  on  the  staff  of  St.  Joseph’s  Hos- 
pital and  he  was  in  private  practice  at  67  Broad 
Street,  Providence,  for  many  years. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society  and 
the  American  Medical  Association. 

AAA 

SAMUEL  H.  NATHANS,  M.D. 

Samuel  H.  Nathans,  M.D.,  of  Westerly,  died 
May  20,  1972.  He  was  65  years  old. 

Born  in  Boston,  he  was  graduated  from  Har- 
vard University,  and  Tufts  University  where  he 
received  his  medical  degree  in  1933. 

After  interning  at  Fall  River  General  Hospital, 
he  became  a general  practitioner  in  Providence  in 
1934  where  he  was  an  anesthetist  visitor  in  the 
medical  outpatient  departments  of  the  Miriam  and 
Rhode  Island  Hosoitals. 

Doctor  Nathans  served  in  the  Army  in  World 
War  II  as  a medical  officer  and  he  later  opened 
an  office  in  Hope  Valley  before  being  named  head 
of  anesthesia  at  Westerly  Hospital. 

He  was  a charter  member  and  past  secretary  of 
the  Rhode  Island  Society  of  Anesthesiologists  and 
was  the  Rhode  Island-Connecticut  director  for  the 
American  Society  of  Anesthesiologists  from  1956 
to  1962. 

He  served  as  Vice  President  of  the  Rhode  Island 
Medical  Society  in  1963-64. 

AAA 

THOMAS  L.  O'CONNELL,  M.D. 

Dr.  Thomas  L.  O’Connell,  a Providence  eve, 
ear,  nose  and  throat  specialist,  died  October  29. 
1972  at  the  age  of  65  years. 

Born  in  Woburn,  Massachusetts,  he  was  gradu- 
ated from  Boston  College  and  he  attended  Harvard 
University  and  he  was  later  graduated  from  Bos- 
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ton  University  Medical  School. 

He  interned  at  the  Carney  Hospital  and  Boston 
City  Hospital. 

Doctor  O’Connell  served  with  the  Army  Civilian 
Conservation  Corps  in  Waterbury,  Vermont  as 
medical  officer  and  was  a lieutenant  commander 
in  the  Navy  from  1943-45,  serving  in  the  Atlantic 
and  Pacific  Theaters.  He  was  awarded  the  Distin- 
guished Service  Cross  upon  his  discharge. 

He  was  chief  of  ear,  nose  and  throat  service  at 
St.  Joseph's  in  the  mid  1960s. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  a fellow  of  the  American  College  of  Ophthal- 
mology and  Otolaryngology. 

AAA 

ROBERT  R.  ROCKLIN,  M.D. 

Robert  R.  Rocklin,  M.D.,  a Providence  physi- 
cian, died  April  21,  1972.  He  was  51  years  old. 

Born  in  Massachusetts,  he  was  graduated  from 
the  University  of  California  at  Los  Angeles  in  1945 
and  Tufts  Medical  School  in  1948. 

He  interned  at  Goldwater  Memorial  Hospital  in 
New  York  and  Los  Angeles  General  Hospital. 

He  was  a member  of  the  Providence  Medical 
Association  and  the  Rhode  Island  Medical  Society. 

He  served  in  the  U.S.  Army  during  World 
War  II. 

AAA 

KURT  E.  ROSE,  M.D. 

Kurt  E.  Rose,  M.D.,  a physician  in  Barrington, 
died  August  30,  1972  at  the  age  of  62  years. 

Born  in  Germany,  he  was  graduated  from  the 
University  of  Zurich.  He  came  to  the  United  States 
in  1935  and  completed  his  medical  internship  at 
Holy  Cross  Hospital,  Salt  Lake  City,  LTah. 

He  served  as  a major  in  the  Army  Air  Corps 
in  World  War  II. 

Before  he  began  practicing  in  Rhode  Island, 
Doctor  Rose  was  a staff  member  of  the  Judge 
Baker  Clinic,  the  Douglas  Thom  Clinic  and  the 
Children’s  Hospital,  all  of  Boston.  He  was  also  a 
former  staff  member  at  the  Bradley  Hospital,  East 
Providence. 

He  was  a consultant  at  the  Portsmouth  school 
system,  St.  Mary’s  Home,  North  Providence,  St. 
Alovsius  Home,  Greenville,  and  the  Rhode  Island 
Medical  Center. 

Doctor  Rose  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  the  American  Medical  Association,  and  the 
American  Psychiatric  Association. 

AAA 
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CHARLES  L.  SOUTHEY,  M.D. 

Charles  L.  Southey,  M.D.,  a practicing  physician 
in  Cranston  since  1938,  died  December  1,  1972. 
He  was  75  years  of  age. 

Doctor  Southey  served  for  a short  period  in  the 
Navy  during  World  War  I.  An  alumnus  of  Bates 
College,  he  graduated  from  the  University  of 
Louisville  Medical  School  in  1928.  He  also  studied 
at  Yale  and  Brown  universities. 

Doctor  Southey  served  28  years  as  Cranston's 
superintendent  of  health.  He  also  served  as  an 
examining  physician  for  the  Cranston  Draft  Board 
and  he  was  a member  of  the  city’s  Tuberculosis 
and  Health,  and  District  Nursing  Associations. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  the  American  Medical  Association. 

AAA 

RALPH  V.  SULLIVAN,  M.D. 

Ralph  V.  Sullivan,  M.D.,  a practicing  physician 
in  Providence  since  1937,  died  December  1,  1972. 
He  was  64  years  of  age. 

Born  in  Providence,  Doctor  Sullivan  was  gradu- 
ated from  Providence  College  in  1931  and  from 
the  Georgetown  Medical  School  in  1936.  He  did 
postgraduate  work  at  Harvard  Medical  School. 

Doctor  Sullivan  served  his  internship  in  Gal- 
lagher Hospital,  Washington.  D.C. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  the  American  Medical  Association. 

AAA 

WILLIAM  H.  TULLY,  JR.,  M.D. 

William  H.  Tully,  Jr.,  M.D.,  a physician  in 
Wakefield,  died  September  4,  1972.  He  was  55 
years  old. 

Born  in  South  Kingstown,  he  was  graduated 
from  Providence  College  in  1938  and  from  George- 
town University  Medical  School  in  1942. 

After  his  graduation  from  medical  school,  Doc- 


tor Tully  was  commissioned  an  ensign  in  the  Naval 
Reserve  and  interned  at  St.  Joseph’s  Hospital, 
Providence.  He  served  33  months  on  active  duty 
and  was  released  in  1946  as  a lieutenant.  During 
his  active  duty,  Doctor  Tully  served  24  months  as 
medical  officer  for  the  destroyer  Wadleigh. 

After  his  release  from  active  duty  he  returned 
to  private  practice  and  was  one  of  five  doctors  who 
set  up  a medical  center  in  Wakefield.  He  retired 
from  the  Naval  Reserve  in  1969  as  a lieutenant 
commander. 

He  was  a member  of  the  Rhode  Island  Medical 
Society  and  the  American  Medical  Association. 

AAA 

EDWARD  J.  WEST,  M.D. 

Edward  J.  West,  M.D.,  superintendent  of  the 
Charles  V.  Chapin  Hospital  for  more  than  two 
decades  until  its  operation  passed  from  city  to 
state  control  six  years  ago,  died  December  3,  1972 
at  his  home.  He  was  70  years  old. 

Born  in  Providence,  Doctor  West  was  a gradu- 
ate of  Brown  Lbiiversitv  in  1924  and  Harvard 
Medical  School  in  1929. 

Doctor  West  had  seen  the  hospital  undergoing 
an  unusual  transition  during  his  term.  Primarily  a 
hospital  for  contagious  cases,  the  invention  of  the 
Salk  vaccine  and  a sharp  drop  in  polio  cases 
changed  its  character. 

This  transition  was  more  abrupt  than  the  one 
that  had  been  taking  place  for  years  as  fewer  con- 
tagious disease  cases  were  available  and  beds  at 
the  hospital  emptied.  Doctor  West  adapted  to  the 
changes  and  he  helped  mold  the  new  look  of  Charles 
V.  Chapin  Hospital. 

In  his  last  years  as  superintendent  the  hospital 
was  turning  toward  psychiatric  care,  often  in  the 
field  of  alcoholism. 

Doctor  West  was  a member  of  the  Providence 
Medical  and  Rhode  Island  Medical  Societies  and 
the  American  Medical  Association. 
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In  serious  gram-negative  infections 


Simplified. 


dosage  guidelines 


Usual  adult  dosage  - - I.M.  and  I.V.  - - in  patients  with 

normal  renal  function 

132  lbs.  or  less  Over  132  lbs. 


1.5cc.  (60  mg.) 
every  8 hours 


2 cc.  (80  mg.) 
every  8 hours 


Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 
3 mg. /kg  /day  administered  in  three  equal 
doses  every  8 hours. 

Life-Threatening  Infections:  Dosages  of 
up  to  5 mg./kg./day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg  /kg. /day  as 
soon  as  clinically  indicated. 


Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg./kg./day  in  three  equal  doses 
every  8 hours. 
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WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  of  of 


icity  requires  dosage  adjustments  or  ■ 


iluj 


Hot' 


continuance  of  the  drug. 

In  event  of  overdose  or  toxic  react|(»' 
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in  removal  of  gentamicin  from  the  b 
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Garamycm 

gentamicin  I injectable 


gentamicin 

sulfate 


LM./LU 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


1,  neomycin,  kanamycin,  cephaloridine, 
rein,  polymyxin  B,  and  polymyxin  E 
itin),  should  be  avoided. 

3 concurrent  use  of  gentamicin  with  po- 
, iuretics  should  beavoided,  since  certain 
tics  by  themselves  may  cause  ototoxic- 
,i  i addition,  when  administered  intrave- 
,(  y,  diuretics  maycauseariseingentami- 
„ i-rum  level  and  potentiate  neurotoxicity. 
,i,  i!E  IN  PREGNANCY  Safety  for  use 
,i  rgnancy  has  not  been  established. 


Duration  of 
therapy-I.M.  and  I.V. 

The  usual  duration  of  treatment  is  7 to  1 0 days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 

V 

. . 

Instructions  for  I.V.  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 

In  adults  with 
impaired  renal  function 

The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X8  = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 


See  Clinical  Considerations  section  which  follows . . . 


Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 


WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and 
prolonged  concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  vio- 
mycin,  polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity. 
In  addition,  when  administered  intravenously,  diuretics  may  cause 
a rise  in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
Warning  Box.  In  the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  See  Warning  Box. 

PRECAU1  IONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg./kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 


organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  in- 
clude increased  serum  transaminase  (SGOT,  SGPT),  increased  serum  bili- 
rubin, transient  hepatomegaly,  decreased  serum  calcium;  splenomegaly, 
anemia,  increased  and  decreased  reticulocyte  counts,  granulocytopenia, 
thrombocytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized 
burning,  joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased 
salivation,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibro- 
sis, hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given 
intramuscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  pa- 
tients with  serious  infections  and  normal  renal  function  is  3 mg./kg. /day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less, 
the  usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg./kg ./ 
day  may  be  administered  in  three  or  four  equal  doses.  This  dosage  should 
be  reduced  to  3 mg./kg./day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe 
burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033.  slr  192 
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Book  Review 

A SYNOPSIS  OF  CONTEMPORARY  PSYCHIA- 
TRY by  George  A.  Ulett,  Fifth  Edition.  The 

C.  V.  Mosby  Company,  St.  Louis,  1972.  $10.90. 

To  attempt  to  present  a brief  condensation  of 
the  vast  and  complex  field  of  psychiatry,  contem- 
porary or  otherwise,  is  especially  difficult,  because 
only  the  “cream”  of  the  many  and  various  aspects 
of  the  subject  must  be  dug  out  and  yet  presented 
in  a meaningful,  coherent,  and  helpful  manner.  To 
review  such  a work  seems  to  present  similar  diffi- 
culties. In  the  author’s  own  words,  “As  much  as 
possible,  this  book  will  be  organized  as  are  other 
medical  synopses  to  serve  as  a convenient,  easy 
reference.  It  is  divided  into  three  sections:  Diag- 
nostic Procedures,  Major  Disease  Entities,  and 
Therapeutics” . In  the  Introduction  the  author 
states,  “we  would  like  to  emphasize  the  great  need 
for  application  of  the  scientific  method  to  collec- 
tion and  analysis  of  psychiatric  data  — to  correct 
a failure  which  is  almost  universal  in  reports  in 
the  field  of  clinical  psychiatry  and  which  fills  our 
literature  with  much  confusing  misinformation”. 
Later,  “In  view  of  the  above,  it  is  with  consider- 
able trepidation  that  one  writes  a text  in  this  field 
— • especially  a brief  text  — where  lack  of  space 
for  giving  alternative  theories  forces  a somewhat 
dogmatic  presentation.  We  feel,  however,  with  the 
current  trend  toward  detailed  encyclopedic  com- 
pilations which  attempt  to  cover  the  total  mush- 
nooming  field  of  psychiatric  schools,  philosophies, 
and  theories,  that  the  need  is  now  greater  than 
ever  before,  for  a brief,  factual  and  eclectic  intro- 
duction to  the  increasingly  complex  field  of  psy- 
chiatry”. Bouyed  up  by  such  quotations,  a re- 
viewer “with  considerable  trepidation”  accepts  the 
task  which  lies  ahead.  To  approach  a review  of 
this  nature  simply  with  broad  sweeping  generaliza- 
tions — hardly  possible  from  both  an  objective 
as  well  as  subjective  point  of  view  — would  amount 
to  not  more  than  the  reviewer’s  synopsis  of  psy- 
chiatry rather  than  the  author’s. 

The  book  itself  measures  approximately  7^4 
by  5 inches  and  weighs  around  1 pound,  suitable 
for  a coat  pocket  or  handbag.  In  the  Preface  the 
author  presents  a self-explanatory  statement:  “To- 
day patient  care  moves  steadily  into  the  com- 
munity, while  at  the  same  time  admissions  to  hos- 
pital inpatient  services  continue  to  rise.  Ever 
greater  numbers  of  persons  are  becoming  involved 
(Continued  on  next  page) 
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in  the  treatment  and  rehabilitation  of  the  mentally 
ill.  Thus,  more  than  ever  before,  there  is  need  for 
a brief  eclectic  textbook  to  present  the  facts  about 
mental  illness  simply  and  to  serve  as  an  introduc- 
tion to  this  complex  field  for  the  beginning  medi- 
cal student,  nurse,  or  mental  health  worker.  Previ- 
ous editions  of  this  small  book  have  also  found 
use  as  a review  for  professional  examinations  and 
as  a concise  pocket  compendium  for  busy  general 
physicians  ’.  There  are  approximately  six  pages 
covering  the  History  oj  Psychiatry,  dating  back  to 
Hippocrates  (c  460  B.C.)  and  Galen  (200  A.D.) 
followed  by  an  “interval  of  fifteen  centuries  of 
primitive  attitudes  of  fear’-.  There  are  at  least  26 
names  of  outstanding  contributors  to  psychiatry 
during  the  eighteenth  and  nineteenth  centuries  and 
another  35  names  beginning  the  20th  century,  in- 
cluding French.  English,  American,  and  German 
workers.  It  is  remarkable  that  the  author  can  pre- 
sent the  gist  of  each  contributor  in  only  a few 
sentences  and  in  such  areas  as  nosology,  disease 
classification,  hypnosis,  theories,  psvchodynamics, 
diagnostic  psychologic  testing,  and  therapy. 

Part  1 deals  with  Diagnostic  Procedures.  This 
considers  examination  of  the  psychiatric  patient, 
including  not  only  a mental  status  examination,  but 
also  a longitudinal  case  history.  There  is  a state- 
ment on  the  general  and  neurological  examinations 
and  an  excellent  quick  outline  of  an  examination 
of  the  nervous  system  which  includes  all  the  cranial 
nerves,  the  cerebellum,  and  the  sensory  and  motor 
systems. 

Next,  a chapter  on  Aphasia,  Apraxia  and  Ag- 
nosia, including  a diagram  of  the  cortex  of  the 
brain.  This  chapter  indicates  some  of  the  newer 
concepts  on  speech  and  language.  There  are  helpful 
suggested  tests  for  Agnosia  (recognition) , Apraxia 
(motor  disturbances),  and  Aphasia  (speech).  One 
doubt  occurs  here,  namely  that  the  thinking  process 
can  validly  be  viewed  entirely  in  terms  of  brain 
anatomy,  physiology,  and  chemistry.  The  chapter 
on  FJectroencephalography  with  its  description  of 
terms  is  excellent  for  beginners.  It  covers  about 
five  pages  and  figure  2 gives  illustrations  of  various 
tracings.  Next,  Psychological  Examination.  Intelli- 
gence tests,  projective  tests,  inventory  tests,  and 
others  are  listed  and  described  with  suggestions 
as  to  what  is  actually  measured.  There  is  an  ex- 
cellent review  of  the  Rorschach,  including  ques- 
tions as  what  is  seen  (in  the  test),  where  it  is 
seen,  why  seen,  and  so  forth.  There  are  two  ex- 
cellent diagrams  to  help  understand  the  fuller 
(Continued  on  Page  38) 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  prepa  rat  ion,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical  " patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepied 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives.  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  bv  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treaiment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  ^>ld  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  he  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize'  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de; 
of  money.  I wish  we  coul 
agree  on  a “grandfathe 
clause’’  approach  to  prep; 
rations  thai  have  been  in  us 
for  a number  of  years  ar 
that  have  an  apparent! 
satisfactory  track  record 

For  example.  I thin 
some  of  the  antibiotic  con 
binations  that  were  take 
off  the  market  by  the  FD 
performed  quite  well.  I ai 
thinking  particularly  ( 
penicillin  - streptomyci 
combinations  that  patien 
— especially  surgical  p; 
tients  — were  given  in  or 
injection.  This  made  f( 
less  discomfort  for  the  pi 
tient,  less  demand  o 
nurses’  time,  and  fewt 
opportunities  for  dosag 
errors.  To  take  such 
preparation  off  the  mark' 
doesn't  seem  to  be  goc 
medicine,  unless  actual  u 
age  showed  a great  deal 
harm  from  the  injectioi 
(rather  than  the  prop* 
use)  of  the  combination. 

The  point  that  should  1 
emphasized  is  that  the: 
are  both  rational  and  irr 
tional  combinations.  TI 
real  question  is,  who  shou! 
determine  which  is  whicl 
Obviously,  the  FDA  mu 
play  a major  role  in  mal 
ing  this  determination.  1 
fact,  I don’t  think  it  ca 
avoid  taking  the  ultima 
responsibility,  but  it  shoul 
enlist  the  help  of  outsic 
physicians  and  experts  i 
assessing  the  evidence  ar 
in  making  the  ultimate  d< 
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If  two  medications  are 
ted  effectively  to  treat  a 
<rtain  condition,  and  it  is 
l|own  that  they  are  com- 
I tible,  it  clearly  is  useful 
<d  convenient  to  provide 
lem  in  one  dosage  form. 
] would  make  no  sense,  in 
l:t  it  would  be  pedantic, 
t insist  they  always  be 
l escribed  separately.  To 
£oid  the  appearance  of 
idantry,  the  “expert”  de- 
c es  the  combination  be- 
cuse  it  is  a fixed  dosage 
f'm.  When  the  “expert” 
i /okes  the  concept  of  fixed 
rsage  form  he  obscures 
t;  fact  that  single-ingre- 
:>nt  pharmaceutical  prep- 
aations  are  also  fixed 
: ^age  forms.  By  a singular 
snantic  exercise  he  im- 
(es  a pejorative  meaning 
t the  term  “fixed  dose” 
sly  when  he  uses  it  with 
r;pect  to  combinations, 
iiat  is  ignored  is  the  sim- 
fact  that  only  in  the 
rrest  of  circumstances 
3 as  any  physician  attempt 
titrate  an  exact  thera- 


:jtic  response  in  his  pa- 
iint.  It  is  quite  possible 
d it  some  aches  and  pains 
'!  respond  to  500  mg.  of 
nirin  yet  that  fact  does 
i:  militate  against  the  us - 
T dose  being  650  mg. 

The  other  semantic  ploy 
ken  called  into  play  is  to 
l;cribe  a combination 
’•duct  as  rational  or  irra- 
:hal. 


Take  antibiotic  mixtures, 
3 source  of  much  of  the 
: deism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 
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Normal  Pressure  Hydrocephalus:  A Five  Year 
Experience  At  Rhode  Island  Hospital 


While  Results  Are  ISot  Wholly  Predict- 
able. Seemingly  Hopeless  Cases  Have 
Been  Restored  To  Health 


By  John  A.  Roque,  M.D. 

Most  of  us  who  practice  medicine  have  probably 
come  to  accept  with  resignation  the  therapeutic 
vacuum  associated  with  such  clinical  manifesta- 
tions as  dementia  in  the  elderly  patient.  As  any 
clinician  knows,  the  state  hospital  wards  and  con- 
valescent homes  house  many  such  unfortunate 
persons,  and  the  outlook  for  any  improvement  is 
indeed  bleak.  Such  cases  have  been  primarily  prob- 
lems for  institutional  care.  Consequently,  when 
Adams,  Hakim  et  al.1  first  described  the  possibility 
of  surgical  intervention  and  cure,  intense  interest 
was  generated  in  medical  circles  throughout  the 
world. 

NEW  SYNDROME  DESCRIBED 

In  1965  a newly  recognized  clinical  entity  was 
described,  and  somewhat  erroneously  termed  normal 
pressure  hydrocephalus  or.  more  familiarly,  XPH. 
This  syndrome  was  characterized  by  dementia,  in- 
continence of  urine,  and  gait  disturbance.  A shunt 
procedure  from  the  enlarged  lateral  ventricles  of 
the  brain  to  the  jugular  vein  (or  the  pleural  space) 
effected  in  many  in  stances  restoration  to  normal 
function  in  all  three  spheres.  Thus  a hopeless  situ- 
ation was  found  to  be  amenable  to  surgical  therapy. 
Various  criteria  were  established  in  an  effort  to  de- 
lineate those  who  would  lend  themselves  to  this 
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curative  procedure.  Spinal  fluid  pressure  was  with- 
in normal  limits,  and  such  signs  of  increased  inter- 
cranial  pressure  as  papilledema  were  lacking.  In 
addition  to  the  clinical  triad  previously  noted 
pneumoencephalography  revealed  enlarged  lateral 
ventricles  (Fig.  1)  with  absence  of  air  over  the 
cortical  surfaces. 

More  recently  radioisotope  cisternography,  as 
described  by  DiChiro  et  al.,2  has  been  employed 
This  presented  a relatively  simple  technique  and 
has  been  widely  used  to  screen  suspected  patients 
prior  to  the  more  formidable  pneumoencephalo- 
graphy. The  procedure  involved  the  injection  of  a 
small  quantity  of  radio-iodinated  serum  albumin 
(RISA)  into  the  spinal  canal,  followed  by  the 
usual  sctnning  technique.  In  cases  of  normal  pres- 
sure hydro  cephalus  a distinct  pattern  wras  noted 
with  localization  of  the  isotope  in  the  lateral  ven- 
tricles and  its  persistence  in  this  location  for  more 
than  24  hours  before  spreading  over  to  the  remain- 
der of  the  cerebral  surface.  In  contrast,  the  normtl 
picture  showed  no  ventricular  concentration  of  the 
isotope  and  spread  to  the  cerebral  surface  in  a 
few  hours  (Fig.  2). 

As  is  often  the  case,  however,  following  the 
initial  flush  of  success  numerous  shunts  were  per- 
formed for  a variety  of  clinical  pictures.  For  ex- 
ample. operative  procedures  of  this  type  were  car- 
ried out  for  schizophrenia  and  depressed  states. 

(■Continued  on  next  page) 
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Figures  la  and  b,  (right)  Note  enlarged  lateral  ventricles  with  absence  of  air  over  cortical  surface 


as  well  as  for  many  cases  of  simple  brain  atrophy 
thought  to  be  due  to  XPH.  Such  a wide  clinical 
spectrum  was  embraced  in  the  diagnosis  that,  al- 
though some  success  was  realized,  many  failures 
were  reported.  One  was  reminded  of  the  era  of  the 
Goldblatt  kidney  and  how,  after  a rash  of  nephrec- 
tomies to  cure  hypertension  thought  to  be  due  to 
unilateral  renal  disease,  this  procedure  fell  into 
disrepute. 

Benson  et  al.3  in  an  excellent  review  reported 
results  of  shunts  in  14  patients  out  of  52  studied 
for  XPH.  Of  these,  9 were  improved  with  results 
ranging  from  slight  to  dramatic.  In  twelve  of  the 
14  patients  both  pneumoencephalograms  and  cis- 
ternograms  were  consistent  with  XPH,  while  two 
had  positive  results  in  one  procedure,  but  inde- 
terminate results  in  the  other. 

Heinz4  reported  a series  of  150  cases.  126  had 
negative  cisternograms.  Five  had  shunts  and  all 
had  poor  results.  Twelve  patients  showed  positive 
cisternograms,  all  were  shunted,  and  seven  had 
good  results. 

Staab5  reported  150  patients  in  whom  44  shunts 
were  performed.  Of  these  26  (59  per  cent)  were 
improved,  13  (29  per  cent)  showed  no  change, 
and  5 (12  per  cent)  were  worse. 

AUTHOR'S  SERIES 

Since  others  had  reported  varying  degrees  of 
success,  it  was  decided  to  review  the  Rhode  Island 
Hospital  experience.  All  cases  of  XTH  treated  at 


Rhode  Island  Hospital  during  the  5 year  period 
1965  through  1969  were  studied  in  detail.  During 
this  interval  22  shunt  procedures  for  XPH  were 
carried  out.  Unfortunately,  considerable  difficulty 
was  encountered  in  assessing  results,  mostly  be- 
cause of  the  time  lapse,  but  also  because  patients 
were  both  clinic  and  private,  rendering  follow-up 
at  times  somewhat  unsatisfactory.  The  assessment 
of  improvement  was  based  on  discussion  with  the 
attending  physician  and  occasionally  by  contact 
with  the  patient's  family.  Three  cases  were  lost 
to  follow-up  despite  our  best  efforts.  Xot  enough 
information  was  available  in  these  cases  to  give 
an  accurate  opinion  as  to  results.  The  outcome  was 
classified  as  good  to  excellent  in  7 of  the  remaining 
19  cases  and  fair  to  poor  in  12.  The  criteria  for 
this  classification  were  improvement  in  gait,  im- 
provement in  mentation,  and  recovery  of  urinary 
continence.  Fair  to  poor  results  were  characterized 
by  little  improvement  in  these  functions  and  no 
apparent  benefit  from  surgery,  with  death  occurring 
in  several. 

Of  the  7 cases  that  were  improved,  age  appeared 
not  to  be  a factor,  since  two  were  as  young  as  45 
years  of  age  while  the  oldest  was  76.  For  some 
reason  cisternography  was  not  done  in  any  of 
these  cases  and  therefore  was  of  no  help  in  selec- 
tion. This  may  be  due  partly  to  the  fact  that  the 
procedure  was  not  as  commonly  employed  then  as 
now.  although  one  of  the  cases  was  studied  in  1970 
and  two  in  1969.  Pneumoencephalography  was  per- 
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A and  B (right)  Normal  cisternogram  showing 


/ 


C and  D (right).  Picture  of  NPH  with  concentration 

formed  in  each  case  and  showed  dilated  lateral 
ventricles  with  little  or  no  air  over  the  cerebral 
hemispheres.  The  clinical  picture  was  characterized 
by  difficulty  in  walking,  and  mental  confusion  and 
disorientation  in  practically  all  cases.  Most  of  the 


ead  of  radio  nuclide  throughout  cranial  structures 


of  nuclide  in  ventricle  even  after  24  hours 

cases  had  previously  suffered  a cerebral  hemor- 
rhage, one  of  which  was  associated  with  an  aneu- 
rysm of  the  vertebral  artery  and  another  with  a 
fractured  skull. 

(Continued  on  next  page) 
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In  the  cases  that  showed  little  or  no  improve- 
ment, again  no  common  denominator  was  noted 
that  would  help  predict  the  outcome.  In  these  cases 
the  age  range  was  46  to  81.  Pneumoencephalography 
was  carried  out  in  all  but  2 cases.  In  these  2 cases 
cisternography  also  was  not  performed.  One  of 
these  2 cases  was  a 61  year  old  male  whose  prin- 
cipal problem  was  loss  of  vision  associated  with 
an  apparent  cerebral  thrombosis.  Arteriography 
showed  only  tortuosity  of  the  cerebral  vessels.  The 
other  was  a 46  year  old  male  who  was  confused 
and  disoriented  following  a cerebral  hemorrhage 
secondary  to  an  aneurysm.  Of  the  remaining  cases 
cisternography  was  performed  in  only  3.  In 
one  of  these  it  was  normal,  in  another  it  was  de- 
scribed as  equivocal  while  in  the  third  it  was  con- 
sidered rather  typical  for  normal  pressure  hydro- 
cephalus. Pneumoencephalography  was  normal  in 
one  case,  but  in  all  of  the  others  dilatation  of  the 
lateral  ventricles  was  described  with  little  or  no 
air  over  the  cerebral  surface.  The  clinical  picture 
ranged  from  Parkinsonism  to  probable  demyel- 
inating  disease  with  several  cases  of  cerebral  atro- 
phy and  thrombosis,  and  one  of  chronic  brain 
syndrome  with  mental  deficiency.  An  81  year 
old  man  was  also  discovered  to  have  a skull 
fracture.  All  of  these  cases  did  poorly.  Two 
patients  died  after  stormy  postoperative  courses, 
complicated  in  both  instances  by  pneumonia.  One 
of  these  cases  had  a fairly  typical  clinical  story 
for  XPH.  with  gait  disturbance  and  confusion. 
The  other  was  a 75  year  old  confused  and  blind 
lady,  who  seemed  to  have  suffered  from  cerebral 
deterioration. 

It  is  very  difficult  to  draw  conclusions  from  this 
series,  especially  from  a prognostic  viewpoint, 
since  cisternography  was  used  in  only  3 cases  of 
the  entire  group.  It  is  possible  that  it  might  have 
been  ?.  useful  criterion  if  employed  more  often. 
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Pneumoencephalography  was  not  considered  to  be  of 
value,  at  least  as  used  in  this  study.  Practically 
every  case  showed  dilated  lateral  ventricles,  and 
almost  none  had  air  over  the  cerebral  hemispheres. 
Recently  described  criteria  include  a corpus  callosal 
angle  of  120  degrees  or  less,  and  an  anterior  lat- 
eral ventricle  height  of  greater  than  30  mm.  Per- 
haps in  the  future  these  findings  will  prove  helpful. 

SOME  HOPELESS  CASES  RESTORED  TO  HEALTH 

The  clinician,  both  internist  and  neurosurgeon, 
is  thus  in  a quandary,  anxious  to  influence  favor- 
ably the  course  of  the  disease,  but  understandably 
reluctant  to  subject  a patient  to  useless  surgery. 
It  is  the  writer's  opinion  that  at  the  present  stage 
of  development  it  is  probably  not  possible  to  pre- 
dict with  confidence  which  patient  exhibiting  this 
syndrome  will  benefit  from  a shunt.  It  would  seem 
that  the  most  favorable  candidate  would  present 
the  following  clinical  criteria:  (1)  recent  trauma 
or  cerebral  hemorrhage;  and  (2)  a classical  clinical 
triad  of  urinary  incontinence,  mental  confusion, 
and  gait  disturbance,  preferably  of  abrupt  and 
recent  onset.  Cases  associated  with  cerebral 
atrophy,  cerebral  thrombosis.  Parkinsonism,  and 
blindness  should  in  general  be  excluded.  Radio- 
isotope cisternography  should  in  each  case  provide 
the  usual  criteria  as  previously  outlined.  Pneumo- 
encephalography may  prove  useful  applying 
stricter  criteria  than  merely  dilated  ventricles  and 
lack  of  air  over  the  cerebral  hemispheres,  namely 
assessment  of  the  corpus  callosal  angle  and  the 
height  of  the  anterior  portion  of  the  lateral  ven- 
tricles. It  is  hoped  that  use  of  these  criteria  over 
the  next  period  will  result  in  a more  favorable 
experience.  However,  even  under  present  circum- 
stances it  is  gratifying  that  7 patients  who  previ- 
ously would  have  been  considered  hopeless  or  suit- 
able only  for  institutional  care  have  been  restored 
to  health. 
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Choledochal  Cyst,  Use  Of  Rose  Bengal  Scan 
In  Diagnosis 


Method  Is  Useful  Because  Of  Simplicity , 
Safety , And  Rapidity  Of  Results 


By  Joseph  D.  DiMase,  M.D.,  Hee  K.  Lee,  M.D., 
and  Stephan  I.  Frater,  M.D. 

Choledochal  cyst  is  a rare1’2  hut  potentially 
lethal  entity  because  of  the  high  morbidity  and 
mortality  in  untreated  patients3.  The  preoperative 
diagnosis  has  consistently  eluded  clinicians  as 
most  of  the  reported  cases  are  diagnosed  at  sur- 
gery or  post  mortem.  Recently  Williams  et  al.4 
reported  a single  case  of  choledochal  cyst  diag- 
nosed ipreoperatively  by  hepatoscintography.  Kasai 
et  al.5  also  mentioned  the  use  of  hepatobiliary 
scanning  as  a helpful  diagnostic  tool  in  five  cases 
of  a total  of  twenty-one  in  their  series. 

Our  report  was  prompted  by  a case  clearly 
documented  before  surgery  and  is  presented  to  re- 
emphasize the  value  of  liver  scanning  in  the  dis- 
order. 

CASE  REPORT 

This  12  year  old  Caucasian  female  born  with 
congenital  deformity  of  the  right  ear  canal  was 
admitted  to  the  Rhode  Island  Hospital  for  the 
third  time  on  July  7,  1970  with  the  complaints  of 
periumbilical  pain,  nausea,  and  vomiting  and  the 
discovery  of  jaundice.  Her  history  dated  back  to 
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age  eight  when  she  experienced  her  first  attack 
of  excruciating  upper  abdominal  pain  accompanied 
by  nausea  and  vomiting.  Attacks  gradually  be- 
came more  frequent.  The  symptoms  of  pain  and 
the  development  of  jaundice  led  to  hospitalization. 
On  admission  the  liver  was  tender  and  enlarged 
10  cm  below  the  right  costal  margin  by  percus- 
sion and  8.5  cm  below  the  xiphoid.  There  was  no 
lymphadenopathy  or  splenomegaly.  Total  bilirubin 
was  4.6  mg  per  cent  and  2.1  mg  per  cent  direct, 
SGOT  107  units,  alkaline  phosphatase  45  KA 
units.  On  the  fourteenth  hospital  day  the  bilirubin 
was  3.9  mg  per  cent  total;  pain  persisted  inter- 
mittently. The  liver,  however,  decreased  in  size 
to  8 cm  below  the  right  costal  margin  in  the  mid- 
clavicular  line  and  6.5  cm  at  the  x phoid.  Sh° 
was  discharged  on  the  fifteenth  hospital  day  with 
a tentative  diagnosis  of  hepatitis.  At  home  she 
continued  to  have  episodes  of  sharp  upper  and 
mid  abdominal  pa  n with  nausea  and  vomiting, 
and  was  readmitted  eleven  days  after  her  last  dis- 
charge. 

On  examination  jaundice  had  increased.  The 
liver  was  larger,  and  on  repeated  daily  examina- 
tions a distinct  mass  was  observed  in  the  right 
epigastrium,  which  moved  with  respiration  and 
appeared  contiguous  with  the  lever  edge.  The  mass 
changed  in  size,  varying  2 to  3 cm  from  day  to 
day.  Liver  function  studies  showed  the  bilirubin 
to  be  5.2  mg  per  cent  total.  2.1  mg  per  cent  direct, 
alkaline  phosphatase  50  KA  units,  SGOT  110 
units.  A percutaneous  transcostal  biopsy  revealed 
('Continued  on  next  page) 
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Figure  1 

Oblique  view  of  G.I.  Series  demonstrating  large 
extrinsic  mass  in  the  right  upper  quadrant  displacing 
stomach  and  duodenum  anteriorly  and  to  the  left. 


Liver  scan  using  Tc-99m  Sulfa  Colloid  showing 
larsre  cold  mass  compressing  the  hilar  area. 


Figure  3a 

13,I  rose  bengal  scan  showing  large  intrahepatic 
cold  mass  compressing  the  hilar  region. 


Figure  3b 

131I  rose  bengal  scan  24  hours  following  injection, 
demonstrating  diminished  radioactivity  in  the  liver 
while  the  hilar  mass  now  shows  intense  concentra- 
tion of  radioactivity. 

Also  noted  some  of  the  activity  in  the  colon. 


infiltration  of  portal  triads  with  polymorphonu- 
clear leukocytes  and  a few  eosinophiles.  Bile  pig- 
ment was  noted  in  the  periphery  of  the  lobules. 
The  pathologist  could  not  exclude  obstructive 
jaundice.  Despite  the  elevated  bilirubin  an  intra- 
venous cholangiogram  was  attempted  but  demon- 
strated no  visualization  of  the  biliary  tract.  An 
intravenous  pyelogram  demonstrated  an  extrinsic 
mass  oompressing  the  right  renal  pelvis  and  upper 
right  ureter.  A barium  meal  revealed  a large  ex- 
trinsic mass  in  the  right  upper  portion  of  the 
abdomen  displacing  the  stomach  and  duodenum 
anteriorly  and  to  the  left  (Fig.  1).  The  findings 


were  interpreted  as  due  to  a large  soft  tissue  mass 
emerging  from  the  liver  or  neighboring  structures. 

A liver  scan  using  Tc-99m  sulfa  colloid  demon- 
strated a large  cold  mass  compressing  the  hilar 
area  (Fig.  2).  A repeat  scan  using  131I  rose  bengal 
again  demonstrated  a large  infrahepatic  cold  mass 
compressing  the  hilar  region  (Fig.  3a).  The  24 
hour  scan  showed  diminished  activity  in  the  liver, 
while  the  mass  became  intensely  radioactive.  A 
small  amount  of  the  activity  was  shown  in  the 
intestinal  tract  and  indicated  an  incomplete  ob- 
struction of  the  biliary  system  (Fig.  3b). 

Correlation  of  the  clinical,  radiologic,  and  scan 
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data  led  to  a diagnosis  of  choledochal  cyst.  On 
August  5,  1970  an  operation  confirmed  the  pres- 
ence of  a large  choledochal  cyst  which  measured 
approximately  8 cm  in  diameter.  A portion  of  the 
cyst  wall  was  resected,  reducing  the  volume  of 
the  cystic  cavity,  and  a choledochojejunostomy 
was  performed  Postoperatively  jaundice  rapidly 
subsided  and  liver  function  studies  returned  to 
normal.  Four  months  postoperatively  the  patient 
was  asymptomatic  and  the  liver  was  normal  in 
size. 

DISCUSSION 

Although  choledochal  cyst  is  a disease  entity 
most  commonly  found  in  infants  and  children,  it 
is  by  no  means  restricted  to  those  age  groups.  In 
one  review  by  Gross3,  53  of  138  patients  were  over 
20  years  of  age  when  the  diagnosis  was  estab- 
lished It  occurs  about  four  times  more  commonly 
in  females  than  in  males. 

The  etiology  is  unknown,  but  major  theories 
include:  1)  malformation  of  the  wall  of  the  com- 
mon bile  duct  resulting  in  localized  weakness  and 
dilation,  2)  congenital  or  acquired  obstruction  of 
the  sphincter  of  Oddi  or  segment  of  the  duct,  and 
3)  neuromuscular  dysfunction  of  the  sphincter  of 
Oddi  akin  to  achalasia  or  congenital  megacolon. 

It  is  interesting  that  our  patient  was  born  with 
a congenital  deformity  of  the  right  ear,  which  was 
helpful  in  guiding  us  to  consideration  of  a second 
congenital  deformity  of  the  biliary  tract. 

The  diagnosis  of  choledochal  cyst  has  been  dif- 
ficult to  establish.  In  a review  of  175  cases  by 
Shallow  et  al.6  the  preoperative  diagnosis  was 
made  or  mentioned  as  a possibility  in  22  cases  by 
other  available  methods,  including  clinical  data, 
liver  function  tests,  peritoneoscopy,  and  roent- 
genologic study.  In  Alonso-Lej’s  analysis  of  94 
cases7,  the  diagnosis  was  made  in  11  cases  and 
included  in  the  differential  diagnosis  in  17  addi- 
tional cases. 

The  triad  of  abdominal  pain,  upper  abdominal 
mass,  and  obstructive  jaundice  in  female  patients 
is  the  classic  presentation.  Tsardakas  et  al.8,  re- 
viewed 232  cases,  63.3  per  cent  of  which  demon- 
strated this  triad.  Patients  may  be  asymptomatic, 
or  their  symptoms  may  be  characterized  by  pe- 
riodicity and  chronicity.  eventually  deteriorating 
and  terminating  fatally  with  liver  failure  or  rup- 
ture of  the  cyst  with  bile  peritonitis7’ 9-  10. 

The  nature  of  the  abdominal  pain  varies  from 
sharp  epigastric  pain  accompanied  by  nausea  and 
vomiting,  to  dull  dragging  sensation  in  the  right 
upper  quadrant.  A clue  to  the  diagnosis  is  a mass 
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in  the  right  upper  abdomen,  which  varies  in 
size  from  day  to  day,  as  occurred  in  our  patient. 
Jaundice  may  also  fluctuate,  since  the  obstruction 
to  the  flow  of  bile  is  generally  not  complete. 

On  rare  occasions,  the  cyst  wall  is  calcified: 
flat  x-ray  plate  of  the  abdomen  may  then  lead 
to  a correct  diagnosis8.  Obstructive  jaundice  pre- 
cludes oral  cholangiography.  Until  the  develop- 
ment of  hepatoscintography,  intravenous  cholangio- 
graphy represented  the  most  specific  preoperative 
diagnostic  procedure1-  u,  but  this  study  also 
has  its  limitations  in  the  presence  of  biliary  ob- 
struction. 

Liver  scanning  as  a diagnostic  tool  provides  ad- 
vantages unequaled  by  other  available  methods. 
It  is  safe,  atraumatic,  easy  to  perform,  and  may- 
be repeated  without  radiation  hazard  or  morbidity 
from  the  dye.  It  is  most  useful  in  the  case  of  a 
single  discrete  lesion  and  least  useful  when  the 
pathologic  process  involves  the  entire  liver.  Hepatic 
lesions  of  greater  than  3 cm  in  diameter  are  sel- 
dom missed  by  current  methods  of  scanning14. 
Symptomatic  choledochal  cysts  are,  in  general, 
larger  than  2.5  cm2  and  should  be  clearly  defined 
by  present  techniques,  as  demonstrated  in  this  re- 
port and  by  others4,  °. 

Since  I131  rose  bengal  is  picked  up  by  hepato- 
cytes  and  excreted  into  the  biliary  tract,  liver 
scanning  with  this  material  has  been  useful  in  dif- 
ferentiating biliary  obstructions  from  hepatocellu- 
lar disease.  In  the  absence  of  obstruction  rose  ben- 
gal is  detected  in  the  upper  small  bowel  within  a 
short  time  of  administration.  In  order  to  document 
a cystic  mass  communicating  with  the  biliary  tree 
it  is  imperative  that  repeat  scanning  be  done  3 
and  6 hours  after  the  initial  scan.  A cold  area  as 
seen  on  the  first  scan  will  be  converted  to  a hot 
one  in  subsequent  scans,  as  demonstrated  in  our 
case  (Fig.  3a,  3b).  Since  other  entities  causing 
cystic  changes  in  the  liver,  such  as  polycystic  liver 
disease,  solitary  hydatid  cysts,  or  cysts  due  to  ame- 
biasis, do  not  have  a direct  communication  with 
the  biliary  tree,  subsequent  scanning  in  these  cases 
will  not  concentrate  the  radioactive  material  in 
the  initial  cold  areas.  The  diagnosis  by  scanning 
is  one  made  by  inference  and  must  be  confirmed 
at  the  surgical  table.  Utilized  in  an  appropriate 
clinical  setting,  liver  scanning  should  be  consid- 
ered as  a useful  tool  in  the  diagnostic  workup  of 
such  a case. 

SUMMARY 

A case  of  choledochal  cyst  diagnosed  preopera- 
rContinued  on  next  page) 
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tively  by  liver  scanning  using  131  rose  bengal  is 
presented,  and  a brief  review  of  the  literature  con- 
cerning the  disease  is  presented.  Although  similar 
reports  have  appeared  in  the  recent  litrature  point- 
ing to  the  value  of  liver  scanning,  further  empha- 
sis regarding  this  technique  is  warranted  because 
of  its  simplicity  and  safety,  and  the  rapidity  with 
which  it  may  lead  to  a presumptive  preoperative 
diagnosis. 
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Non-Seasonal  Allergic 


Rhinitis 


Inherited  Atopic  Disorder  Will  Yield  To 
Careful  Diagnosis  And  Management 


By  Guy  A.  Settipane,  M.D. 

Xon-seasonal  or  perennial  allergic  rhinitis  is 
characterized  by  intermittent  or  continuous  nasal 
stuffiness,  or  rhinorrhea,  or  both,  which  may  be 
associated  with  frequent  sneezing,  watery  itchy 
eyes,  post-nasal  drip,  and  signs  of  sinusitis.  These 
symptoms  are  thought  to  be  due  to  an  allergic 
mechanism  usually  involving  inhalant  allergens  but 
occasionally  associated  with  food  allergy.  Perennial 
allergic  rhinitis  as  well  as  hay  fever  and  asthma 
are  found  more  frequenty  in  certain  families  and 
are  thought  to  be  hereditary  diseases.  The  fre- 
quency of  perennial  or  non-seasonal  allergic 
rhinitis  resembles  that  of  asthma,  and  in  a recent 
oollege  population  study  of  1,836  students  was 
found  to  be  at  least  5.2  per  cent.1’ 2 There  wras  no 
significant  sex  difference.  The  mean  age  of  onset 
of  this  disorder  was  found  to  be  9.1  years,  some- 
where between  the  average  age  of  onset  of  asthma, 
6.9  years,  and  that  of  hay  fever,  10.6  years. 

GUY  A.  SETTIPAXE,  M.D.,  of  Providence, 
Clinical  Instructor,  Division  of  Biological  and 
Medical  Sciences,  Brown  University ; Physician  in 
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cine, Rhode  Island  Hospital  and  from  the  Division 
of  Infectious  Diseases  and  Allergy,  The  Miriam 
Hospital,  and  Allergy  Clinic,  St.  Joseph’s  Hospital. 


DIFFERENTIATION  FROM  OTHER  NASAL 
DISORDERS 

At  the  onset  it  is  important  to  differentiate  non- 
seasonal  or  perennial  rhinitis  from  other  condi- 
tions that  may  result  in  nasal  stuffiness  which 
may  be  easily  remedied.  Hypothyroidism,  es- 
pecially myxedema,  may  have  as  one  of  its  prom- 
inent symptoms,  a moderate  to  severe  nasal  stuffi- 
ness. Drugs  such  as  Serpasil®,  used  in  the  treat- 
ment of  hypertension,  also  may  cause  nasal  stuffi- 
ness as  one  of  their  side  effects.  A common  cause 
of  non-allergic  perennial  rhinitis  is  the  overuse 
of  nose  drops  or  sprays,  both  those  sold  “over  the 
counter”  or  those  prescribed  by  physicians.  Me- 
chanical nasal  obstruction  such. as  polyposis,  sep- 
tal deviation,  and  even  foreign  bodies  must  be 
excluded  before  the  diagnosis  of  an  allergic  etiology 
is  entertained.  Xasal  polyposis  when  found  in  chil- 
dren may  be  associated  with  muooviscidosis. 
Finally,  there  are  unknown  but  non-allergic  causes 
of  nasal  stuffiness,  some  of  which  are  disguised 
under  the  term  of  vasomotor  rhinitis  and  others 
which  are  less  common  but  still  not  adequately 
explained,  such  as  the  nasal  stuffiness  that  occa- 
sionally accompanies  pregnancy. 

(Continued  on  next  page) 
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CAUSATIVE  FACTORS 

After  ruling  out  all  possible  non-allergic  causes 
of  rhinitis,  a work-up  for  allergic  disorders  is  un- 
dertaken. A detailed  history  of  remissions  and 
exacerbations  is  most  important.  Although  the 
term  perennial  denotes  that  the  rhinitis  persists 
throughout  the  year,  it  is  important  to  determine 
if  it  is  worse  in  one  season  than  others.  A rhinitis 
that  is  worse  in  the  winter  months  may  be  aggra- 
vated by  house  dust,  mold,  feathers,  or  animal 
dander  allergy.  A rhinitis  that  is  worse  in  the 
spring  may  be  associated  with  tree  pollen  allergy. 
Worsening  in  the  summer  may  be  associated  with 
a grass  pollen  allergy,  and  in  the  fall  with  ragweed 
pollen.  Allergies  to  molds  such  as  Alternaria  and 
Hormodendrum  may  account  for  exacerbations  of 
rhinitis  extending  from  early  spring  through  the 
first  freeze,  since  these  molds  frequently  germinate 
in  the  unfrozen  and  moist  soil.  A combination  of 
trees,  grass,  and  ragweed  pollen  allergy  may  also 
account  for  an  exacerbation  from  the  early  spring 
through  the  late  fall.3 

It  is  important  to  ascertain  whether  a rhinitis 
is  worse  indoors  or  out  of  doors.  Exacerbations 
which  occur  indoors,  but  are  relieved  going  out  of 
doors  are  strongly  suspicious  of  being  caused  by 
housedust,  indoor  molds,  such  as  penicillium  and 
aspergillus,  or,  if  present,  feathers  and  animal 
danders.  Variations  in  the  severity  of  allergies  or 
exacerbations  at  various  times  of  the  day  may 
also  be  significant.  Exacerbation  of  a rhinitis  at 
night  may  be  due  not  only  to  the  effect  of  posi- 
tional changes  on  secretions,  but  also  to  the  in- 
creased proximity  of  the  allergy  shock  organ,  in 
this  case  the  nose,  to  the  offending  antigen,  such 
as  the  feather  pillow,  housedust  from  the  mattress, 
or  even  dust  from  the  bedroom  rug. 

Knowledge  of  precipitating  factors  of  allergic 
symptoms  may  furnish  clues  as  to  the  identifica- 
tion of  the  offending  allergens.  For  example,  if 
the  history  reveals  that  severe  sneezing,  watery 
itchy  eyes,  and  nasal  stuffiness  occur  upon  petting 
a dog  or  cat,  or  after  ingesting  eggs,  at  least  one 
element  in  the  diagnosis  may  be  established.  There 
may  also  be  non-specific  aggravating  factors.  Ex- 
amples are  strong  chemical  odors,  such  as  hair 
spray,  air  pollution,  such  as  cigarette  smoke,  and 
automobile  exhaust  fumes,  dampness,  rapid  change 
in  weather,  or  even  physical  exhaustion.  A detailed 
history  of  causes  of  remissions  and  exacerbations 
of  symptoms,  therefore  is  one  of  the  essential  ele- 
ments of  an  allergy  work-up. 

ELIMINATION  OF  SPECIFIC  ANTIGEN 

All  patients  with  allergic  rhinitis  should  have 


allergy  skin  tests  to  inhalants  and  to  common 
foods.  The  next  step  is  elimination  from  the  en- 
vironment if  possible  of  the  specific  allergen  as 
identified  by  the  detailed  history  and  skin  tests. 
If  the  allergen  is  cat  or  dog  dander,  pets  should 
be  removed  from  the  home.  When  the  allergen  is 
a feather  pillow,  it  may  readily  be  replaced  by  a 
foam  rubber  pillow,  or  covered  with  airtight  plas- 
tic or  rubber.  When  the  offending  allergen  is  house- 
dust, efforts  should  be  made  to  reduce  the  amount 
of  dust  in  the  home.  Plastic  or  rubber  airtight 
covers  should  be  placed  on  mattresses  and  pillows, 
rugs  should  be  removed  from  the  bedrooms,  and 
filtering  systems  of  hot  air  heating  systems  should 
be  changed  or  improved.  Careful  attention  should 
be  paid  to  the  indoor  humidity.  If  a humidifier  is 
used,  it  should  be  checked  frequently  for  mold 
contamination. 

If  symptoms  have  not  significantly  improved 
by  these  environmental  elimination  procedures, 
elimination  diets  to  rule  out  possible  food  allergies 
are  tried.  It  is  estimated  that  about  two  per  cent 
of  perennial  rhinitis  problems  may  have  a food 
allergy  component.  There  are  many  false  negative 
reactions  to  allergy  skin  tests  to  foods  and  a few 
talse  positive  reactions,  especially  when  the  scratch 
test  technique  is  employed.  Therefore,  diets  elim- 
inating certain  foods,  especially  eggs,  milk,  and 
wheat  products,  should  be  tried  for  at  least  7 to 
10  days  for  each  food  component.  To  rule  out 
pure  coincidence,  any  alleged  improvement  on  a 
specific  diet  should  be  challenged  with  the  par- 
ticular food,  followed  again  by  elimination  at  least 
three  times,  in  order  to  establish  definitely  a true 
cause-and-effect  relationship.  An  important  clue 
to  this  problem  was  reported  by  William  P.  Buf- 
fum4,  who  noted  that  children  exhibiting  many 
positive  inhalant  skin  tests  frequently  have  an 
associated  food  allergy  problem. 

TREATMENT 

Oral  antihistamines  and  local  treatment  of  the 
nasal  mucosal  membranes  may  be  needed  if  the 
rhinitis  persists.  If  one  type  of  antihistamine  fails 
to  produce  satisfactory  results,  another  with  a 
basically  different  molecular  structure  should  be 
tried.  Some  individuals,  however,  complain  of  ex- 
cessive sedation  with  even  small  doses  of  anti- 
histamines. Local  treatment  of  the  naval  mucous 
membranes  consists  of  irrigation  with  a slightly 
saline  solution  or  diluted  commercially  prepared 
soothing  solutions  such  as  Alkolol®.  Plastic  nasal 
douche  cups  are  helpful  aids  to  irrigation.  Local 
applications  to  the  nasal  mucous  membranes  of 
corticosteroid  solutions  are  at  times  helpful.  Re- 
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peated  use  of  local  vasoconstrictors  in  the  form 
of  nose  drops  or- sprays,  however,  is  to  be  condemned 
as  in  the  long  run  they  will  aggravate  the  condi- 
tion. 

When  all  of  these  procedures  fail,  hyposensiti- 
zation, although  a lengthy  treatment,  should  be 
considered  as  a last  resort.  Only  those  specific 
antigens  which  are  strongly  indicated  by  the  al- 
lergic history  and  confirmed  by  positive  skin  test 
reactions  should  be  used.  It  is  our  practice  not 
to  include  in  the  hyposensitization  program  foods 
or  animal  danders  that  can  be  eliminated  from 
the  environment.  Hyposensitization  treatment  for 
a number  of  years  may  be  required.  If  symptoms 
have  been  controlled  for  about  1J4  or  2 years, 
hyposensitization  treatment  may  be  discontinued 
on  a trial  basis.  Hyposensitization  treatment  should 
not  be  instituted  as  a means  of  preventing  asthma, 
since  asthma  developing  in  individuals  with  allergic 
rhinitis  is  not  common. 

PREVENTION 

The  basic  abnormality  in  allergic  rhinitis  ap- 
pears to  be,  according  to  some  authorities,5- 6 an 
increased  permeability  of  the  mucous  membranes 
allowing  pollens,  spores,  and  other  inhalants  to 
stimulate  the  immunological  system  into  producing 
reagin  or  skin  sensitizing  antibody.  Reagin.  which 
is  probably  responsible  for  the  allergy  symptoms, 
is  found  in  the  immunoglobulin  E7- 8 fraction  of 
serum  proteins.  It  is  extremely  specific  for  a par- 
ticular antigen  and  usually  does  not  cross  react 
with  dissimilar  antigens  or  allergens.  Most  indi- 
viduals can  be  stimulated  to  produce  reagin  under 
specific  conditions,  such  as  in  the  subcutaneous 
injection  of  certain  antigens.9-  10  Therefore,  the 
ability  to  produce  reagin  is  not  limited  to  the  atopic 
state.  However,  when  certain  antigens  are  applied 
locally  to  the  nasal  mucosal  membrane,  atopic 
individuals  develop  reagin  much  more  readily  than 
do  normal  individuals.  This  finding  has  led  to  the 
theory  that  in  atopic  individuals  there  is  a basic 
abnormality  in  the  mucous  membrane.  This  theory 
is  supported  by  a recent  study11  indicating  that 
the  frequency  of  bee  sting  allergy  is  the  same  in 
an  atopic  and  a normal  population.  Since  the  an- 
tigen of  bees  and  other  Hymenoptera  insects  is 
injected  subcutaneously  (thus  circumventing  the 
defective  mucous  membrane  in  atopic  individuals), 
it  would  follow  that  bee  sting  allergy  should  not 
be  more  prevalent  in  an  atopic  than  a normal 
population.  12- 13>- 14 

Because  this  defective  mucous  membrane  in  al- 
lergic rhinitis  predisposes  to  sensitization  to  other 


inhalant  allergens,  it  is  wise  to  eliminate  from 
the  immediate  environment  other  possible  strong 
allergens  such  as  pets  and  feather  pillows  even 
before  the  patient  demonstrates  sensitization.  Pro- 
longed exposure  of  atopic  individuals  to  high  con- 
centrations of  these  allergens  may  result  in  the 
development  of  significant  allergic  manifestations 
because  of  this  presumed  basic  abnormality  in  the 
mucous  membranes. 

CONCLUSION 

Non-seasonal  allergic  rhinitis,  like  hay  fever, 
asthma,  and  atopic  eczema,  is  believed  to  be  an 
inherited  allergic  or  atopic  disease.  A detailed  his- 
tory and  scrupulous  allergic  management  are  nec- 
essary for  prevention  and  control  of  symptoms. 
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A Case  Of  Encephalopathic,  Myelopathic,  And 
Peripheral  Nerve  Dysfunction  In  Folate  Deficient 
Megaloblastic  Anemia 


Dramatic  Response  To  Folic  Acid  Ad- 
ministration Supports  Causal  Relation- 
ship 


By  Gerhard  C.  Meier,  M.D.,  Ph.D. 


The  association  of  pernicious  anemia  and  neuro- 
myelopathy has  been  well  established.  In  recent 
years  evidence  has  been  accumulating  that  a neuro- 
logical disease  resulting  from  folic  acid  deficiency 
may  mimic  exactly  the  neuropathologic  and  hema- 
tologic manifestations  of  vitamin  B-12  deficiency. 
This  report  describes  the  course  of  such  a case 
and  the  dramatic  response  to  folic  acid  therapy. 

CASE  REPORT 

This  45-year-old  Caucasian  female  housewife 
was  hospitalized  with  a chief  complaint  of  extreme 
fatigue  and  swelling  of  both  legs  of  4 to  5 months’ 
duration.  The  patient  apparently  was  in  her  usual 
state  of  health  until  approximately  6 months  prior 
to  admission,  when  she  noticed  increased  fatiga- 
bility and  weakness  causing  her  to  be  sleepy  and 
tired  most  of  the  time.  She  also  noticed  progres- 
sive swelling  of  both  legs  and  discomfort  and  pain 
when  walking.  Over  the  same  period  of  time  she 
had  experienced  numbness  in  her  legs  and  feet 
with  occasional  tingling.  Her  weight  was  120 
pounds  one  year  prior  to  admission,  but  had  in- 
creased to  155  pounds  at  the  time  of  admission. 
The  review  of  systems,  with  particular  reference 
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to  the  gastrointestinal  tract  and  the  hematological 
system,  was  negative.  Past  and  family  history 
were  non-contributory.  She  consumed  one  pack 
of  cigarettes  per  day  and  at  least  three  highballs 
per  night,  but  possibly  and  most  likely  more.  This 
may  have  been  influenced  by  the  fact  that  her 
husband  worked  a night  shift  and  that  the  patient 
was  usually  drinking  with  her  friends  for  entire 
evenings. 

At  the  time  of  admission,  the  patient  was  pale, 
obese,  alert  but  slow  in  action,  speech,  and  thought. 
The  following  vital  signs  were  recorded:  tempera- 
ture 99.4°  F,  blood  pressure  110/70  sitting  and 
80/60  in  the  recumbent  position,  pulse  116/min 
and  regular,  respiratory  rate  20/min.  Height 
5 ’2/4”,  weight  155  pounds.  The  eyelids  were 
puffy.  There  was  minimal  neck  vein  distension.  A 
bruit  was  heard  over  the  left  carotid  artery.  The 
lungs  were  clear.  A grade  1-2/6  systolic  murmur 
was  heard  along  the  left  sternal  border.  A sharp 
liver  edge  was  felt  just  below  the  right  costal 
margin,  and  1+  presacral  edema  and  2-f-  pre- 
tibial  pitting  edema  was  present. 

Neurological  examination  revealed  a pleasant, 
cooperative,  somewhat  euphoric,  middle-aged  wo- 
man, who  was  alert  but  slowly  responsive.  She 
was  oriented  in  the  three  major  spheres.  There 
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were  no  signs  of  dysarthria,  aphasia,  or  apractog- 
nosia.  She  displayed  moderate  impairment  of  digit 
retention  and  had  difficulty  recalling  the  name  of 
the  President  of  the  United  States.  Her  overall 
fund  of  knowledge  appeared  to  correlate  well  with 
her  educational  background.  Examination  for 
cranial  nerve  defects  disclosed  no  abnormality  of 
the  extraocular  muscles  or  pupillary  responsive- 
ness. There  was  no  evidence  of  ptosis,  diplopia,  or 
nystagmus,  and  no  obvious  visual  field  disturb- 
ance to  gross  confrontation.  Fundic  examination 
was  unrevealing.  The  corneal  responses  were  brisk. 
No  facial  asymmetry  was  noted.  The  gag  reflex 
was  easily  elicited  and  the  tongue  was  protruded 
in  the  midline.  Cerebellar  and  coordination  func- 
tion was  moderately  impaired  as  evidenced  by  a 
moderate  degree  of  dysmetria  and  loss  of  finger 
dexterity. 

Muscle  strength,  tone,  and  bulk  were  deemed 
normal  in  all  groups  with  the  exception  of  the 
dorsiflexors  of  the  toes,  which  displayed  weakness. 
There  was  a considerable  hypalgesia  and  hypes- 
thesia  in  the  lower  limbs.  Proprioception  was  im- 
paired as  well.  The  vibrations  of  a 128  c.p.s.  tun- 
ing fork  were  not  discerned  by  the  patient  until  one 
ascended  above  the  mid-thigh  level.  The  position 
of  the  toes  in  space  was  not  appreciated.  The  Rom- 
berg test  was  positive  with  the  eyes  closed  and 
disclosed  only  a moderate  truncal  sway  when  vision 
was  allowed.  The  reflexes  were  hypoactive  through- 
out. The  gait  seemed  less  than  optimal,  but  high 
stepping,  slapping,  and  drifting  were  not  noted. 

Laboratory  data.  The  hemoglobin  was  4.2  g with 
a hematocrit  of  12.7  per  cent.  The  MCV  146,  MCH 
25.3,  MCHC  33.8,  and  the  WBC  3.600  with  neu- 
trophils 74,  lymphocytes  21.  basophils  1,  mye- 
locytes 1.  metamyelocytes  1,  nucleated  red  blood 
cells  1.  The  peripheral  smear  revealed  poikilocyto- 
sis  and  anisocytosis  with  macrocytosis  and  polv- 
chromasia  and  marked  hypersegmentation  of  neu- 
trophils. Occasional  schistocytes  and  tear  drops 
cell  were  noted.  The  platelet  count  was  135  000. 
The  reticulocyte  count  was  0.6  per  cent,  serum 
iron  370,  and  total  iron  binding  capacity  416. 
Bone  marrow  was  extremely  cellular  with  a normal 
number  of  megakaryocytes.  Proliferation  of  the 
erythroid  series  was  megaloblastic.  Giant  forms 
of  the  erythroid  precursors  were  seen  with  an  im- 
mature nucleus  accompanying  a definitely  more 
mature  cytoplasm.  The  cytoplasm  was  extremely 
abundant  in  these  cells.  Many  cells  of  both  series 
were  binuceate.  and  mitoses  were  prevalent.  The 


bone  marrow  clot  was  also  hvpercellular  with  an 
increase  in  stainable  iron.  The  stool  was  negative 
for  occult  blood.  The  SCOT  was  60  (normal  up 
to  40),  LDH  219  (normal  up  to  60).  Total  bili- 
rubin 1.6  per  cent;  direct  was  not  performed.  The 
the  following  studies  were  normal  or  within  normal 
limits:  prothrombin  time,  BUN,  total  protein, 
albumin,  alkaline  phosphatase,  SGPT,  thyroxin, 
stool  for  ova  and  parasites,  gastric  analysis  in- 
cluding free  acid,  sigmoidoscopy,  gastroscopy, 
barium  enema,  upper  gastrointestinal  series  and 
small  bowel  series,  chest  x-ray  examination,  and 
cultures  of  throat,  sputum,  blood,  and  urine.  Sub- 
sequently the  following  tests  were  reported:  Vita- 
min B-12  level  332  picograms/ml;  folate  level  2.0 
nanograms/ ml.  Schilling  test  was  13  per  cent  and 
repeat  was  24  per  cent.  Peripheral  venous  pressure 
22  cm  and  arm-to-tongue  circulation  time  (Decho- 
lin®)  10  seconds  at  the  time  of  admission. 

Hospital  course.  During  hospitalization  the  tem- 
perature rose  to  101.8°F  during  the  first  five  days 
and  returned  slowly  to  normal  thereafter.  The 
pulse  rate  of  116/min  on  the  day  of  admission 
decreased  to  70/min  on  the  fourteenth  day  and 
80/min  at  the  time  of  discharge  when  the  patient 
was  fully  ambulatory.  The  patient  was  kept  on 
bedrest  and  a 500  mg  sodium  diet  with  fluid  re- 
striction to  1200  ml  during  the  initial  four  days 
of  hospitalization.  The  weight  of  155  pounds  de- 
creased to  151.5  pounds  on  the  fourth  day.  Sub- 
sequently fluid  intake  was  gradually  liberalized, 
and  the  patient  was  allowed  to  ambulate.  Tn  spite 
of  the  normal  Schilling  test  (13  per  cent)  the  diag- 
nosis of  pernicious  anemia  was  maintained  on 
clinical  grounds.  The  patient  was  treated  with  vita- 
min B-12,  1000  micrograms  intramuscularly  every 
other  day  for  5 doses,  and  at  the  same  time  with 
folate  5 mg  t.i.d.  per  os  because  of  her  nutritional 
history.  Results  of  serum  folate  and  vitamin  B-12 
level  were  not  known  at  that  time.  On  this  regi- 
men there  was  gradual  but  progressive  rise  of  hema- 
tocrit with  an  accompanying  reticulocyte  response 
as  seen  in  the  subsequent  table. 


Hct 

Hgb 

Reticulocyte 
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1-07-71 

12.7 

4.2 

0.6 

1-14-71 

16.6 
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1-17-71 

22.3 
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1-24-71 

29.2 
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2-01-71 
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11.3 
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36.2 

11.1 
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On  the  eleventh  hospital  day  peripheral  venous 
pressure  was  10  cm.  and  the  Decholin®  arm  to 
tongue  time  was  11  to  12  seconds.  SGOT  59.  LDH 
104.  On  the  twelfth  hospital  day  the  patient  was 
also  started  on  thiamine  100  mg  p.o.  t.i.d.  Subse- 
quent determination  of  SGOT  and  LDH  on  Janu- 
ary 26.  1971  (nineteenth  hospital  day)  were  with- 
in normal  limits.  The  patient  was  discharged  on 
folate  5 mg  p.o.  t.i.d.  to  be  followed  in  the  hema- 
tological clinic. 

Re-examination.  When  examined  in  the  latter 
half  of  April  1971,  the  only  residua  were  minimal 
stocking  hvpalgesia.  hyporeflexia,  and  diminished 
vibratory  sensation  at  the  ankles.  The  personality 
and  mental  aberrations  as  well  as  the  objective 
neurological  signs  had  for  the  most  part  either 
completely  cleared  or  been  markedly  attentuated. 

DISCUSSION 

This  patient  was  admitted  with  diagnosis  of 
macrocytic  anemia  characterized  by  a hemoglobin 
of  4.2  g and  hematocrit  of  12.7  per  cent.  Though 
there  was  no  evidence  of  bleeding,  urgent  treat- 
ment was  indicated.  Upon  completion  of  baseline 
blood  studies,  Schilling  test,  and  bone  marrow  as- 
piration, therapy  with  vitamin  B-12  was  com- 
menced, since  no  credence  was  attached  to  the 
normal  result  of  the  first  Schilling  test  (13  per 
cent).  This  finding  was  considered  to  be  due  to 
fecal  contamination  of  the  urine  specimen.  While 
the  diagnosis  of  pernicious  anemia  was  adhered  to 
on  clinical  grounds,  folic  acid  was  added  to  the 
regimen  because  of  the  patient's  nutrit  onal  his- 
tory. The  Schilling  test  was  subsequently  repeated 
again  with  normal  results  (24  per  cent)  at  wh  ch 
the  results  of  the  gastric  analysis  were  also  known. 
The  final  diagnosis  of  a folate  deficiency  megnlo 
blastic  anemia  was  confirmed  by  a markedly  de- 
creased folate  level  in  the  face  of  a normal  vitamin 
B-12  level,  indicating  that  the  myelopathic  and 
peripheral  nerve  dysfunction  was  secondary  to 
folic  acid  deficiency. 

I-'olate.  like  vitamin  B-12,  is  an  essential  co- 
enzyme in  DXA  synthesis  for  cell  proliferation. 
Nutritional  folate  deficiency  is  not  as  rare  as  has 
been  commonly  assumed.  It  has  been  associated 
with  increased  cell  proliferation  of  physiologic 
nature  (pregnancy,  lactation,  premature  birth,  and 
infancy)  or  of  pathological  type  (hemolytic  ane- 
mia. leukemia  and  myeloproliferative  disorders,  in- 
effective ervthropoiesis,  extensive  psoriasis,  and 
others)  * 

Body  folate  stores  will  last  only  3 to  6 months 


after  cessation  of  the  supply  of  new  folate,  and 
serum  folate  levels  will  fall  in  little  over  a month.5 
^olic  acid  deficiency  is  usually  found  in  the  “dedi- 
cated” alcoholic  who  deprives  himself  of  folate 
containing  foods  by  ingesting  wine  or  whisky  to 
the  exclusion  of  food.  We  believe  that  the  case  here 
presented  fits  into  this  category.  There  is  some 
evidence  that  folic  acid  is  poorly  utilized  in  the 
presence  of  alcohol,  but  the  exact  mechanism  for 
this  effect  is  unknown.6 

The  ingestion  of  certain  drugs  may  also  be  as- 
sociated with  megaloblastic  anemia  — most  fre- 
quently barbiturates  and  anticonvulsants.  The  pre- 
cise mode  of  action  of  these  drugs  is  uncertain, 
but  according  to  some  authors  they  probably  pre- 
cipitate megaloblastic  anemia  only  when  the  pa- 
tient is  already  folate  deficient.  There  was  no 
history  of  drug  ingestion  in  our  patient. 

It  has  been  suggested  that  these  drugs  interfere 
with  the  utilization  of  folic  acid.1  Jensen  and 
Olesen  mention  several  hypotheses,  including  in- 
terference with  folate  coenzyme  formation  and 
function,  interference  with  folic  acid  absorption, 
displacement  of  folic  acid  from  its  carrier  plasma 
protein,  and  finally  mild  stress  on  folic  acid  through 
the  increased  parahydroxylation  process  due  to 
the  metabolism  of  anticonvulsant  drugs.7 

Clinical  features  of  peripheral  neuropathy,  spinal 
cord  disease,  or  both,  have  been  demonstrated  by 
Grant  et  al.2  in  seven  patients,  by  Hansen  et  al.1 
and  by  Robertson  et  al.3  with  uniformly  gratifying 
results  after  folate  therapy.  Strachan  and  Hender- 
son8 described  two  patients  with  advanced  dementia 
in  whom  marked  improvement  or  return  to  nor- 
mally ensued  after  treatment.  An  isolated  defect 
of  folic  acid  absorption  associated  with  mental  re- 
tardation and  cerebral  calcification  has  been  re- 
ported by  Lanzkowsky  et  al.9 

There  is,  in  addition,  histopathologic  evidence 
of  cerebral,  cerebellar,  and  combined  degeneration 
of  spinal  cord  and  spinal  root  pouches1, 3 asso- 
ciated with  folic  acid  deficiency. 

SUMMARY 

A case  is  reported  in  which  encephalopathic, 
myelopathic,  and  peripheral  nerve  dysfunction  as- 
sociated with  megaloblastic  anemia  dysfunction 
responded  to  folic  acid  administration.  It  supports 
evidence  in  the  literature  that  neuromyelopathy 
associated  with  megaloblastic  anemia  may  be  due 
to  folic  acid  deficiency. 

(Continued  on  Page  40) 
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Editorials 


CHARLES  P.  WILLIAMSON 


Almighty  God  we  give  thee  high  praise  and 
hearty  thanks  for  the  life  of  Charles  P.  Williamson. 
We  remember  his  zest  and  joy  in  living,  his  age- 
less enthusiasm  whether  in  handling  deftly  an  over- 
hand in  tennis  or  in  unravelling  a principle  of  law. 
We  give  thanks  for  the  sympathy  by  which  he 
bridged  all  differences  of  age.  Dear,  beyond  words, 
to  all  his  immediate  family,  to  the  larger  family  of 
four  generations  he  was  also  dear,  a companion 
and  contemporary. 

We  rejoice  in  the  gallantry  of  his  Christian  serv- 
ice whether  as  an  Army  officer  on  Anzio  Beach,  as 
a public  servant  of  his  state  and  city,  or  finally  as 
a loyal  and  informed  churchman  and  the  Chan- 
cellor of  his  diocese.  We  remember  the  gifts  of 
mind  and  personality  by  which  weighty  matters 
were  handled  without  ostentation  and  with  ap- 
parent ease.  Above  all  we  give  thanks  for  his  utter 
simplicity,  his  genuine  affection  for  people  of  every 


kind,  by  which  the  best  in  men  was  encouraged, 
differences  mitigated,  and  often  reconciled. 

We  recognize  better  what  Jesus  meant.  “By  this 
all  men  know  that  ye  are  my  disciples,  that  ye 
love  one  another”. 

Rest  eternal  grant  unto  him,  O Lord,  and  let 
light  perpetual  shine  upon  him. 

Reverend  John  Crocker 
Andover,  Massachusetts 

December  14,  1972 

sjc  sje 

Mr.  Williamson  was  legal  counsel  and  good 
friend  of  the  Rhode  Island  Medical  Society 
and  the  Providence  Medical  Association  for 
many,  many  years.  The  tribute  at  his  funeral  by 
Reverend  John  Crocker,  former  Headmaster  of 
Groton  School,  reflects  the  fine  qualities  that  en- 
deared Charlie  Williamson  to  the  physicians 
throughout  the  State. 


HEXACHLOROPHENE 


Effective  September  27,  1972  all  products  con- 
taining hexachlorophene,  (HCP)  were  banned  from 
over-the-counter  sales  in  the  United  States.  Exist- 
ing stocks  of  products  containing  less  than  0.75 
per  cent  HCP,  mostly  toilet  soaps,  may  still  be 
sold,  but  no  further  production  is  permitted.  Baby 
powders  containing  HCP  were  all  immediately  re- 
called. Controlled  use  of  HCP  available  by  pre- 
scription under  medical  supervision  is  permitted. 

HCP,  a chlorinated  phenol  derivative  has  been 
used  as  a topical  bactericidal  agent  for  the  past 
twenty  years.  It  has  two  significant  advantages 
over  related  compounds;  first,  it  is  much  less  irri- 
tating, although  sensitivity  has  been  reported;  and 
second,  it  remains  active  in  the  presence  of  soap. 

In  1952,  HCP  in  3 per  cent  emulsion  was  re- 
ported to  reduce  significantly  staphylococcal 
nursery  infections.  It  was  rapidly  introduced  for 
hand  washing  of  nursery  personnel  and  total  body 
washing  of  the  neonate.  Coincidentally,  the  epi- 
demic of  nosocomial  staphlococcal  infections  rapidly 
waned  to  its  present  relatively  low  level.  HCP  in 
lesser  concentration  was  soon  added  to  many  com- 


mercial “deodorant''  soaps  and  other  toilet  articles. 

In  1970  it  was  noted  that  rats  fed  HCP  de- 
veloped cerebral  edema  and  cystic  degeneration 
of  the  brain  and  spinal  cord.  Blood  levels,  deter- 
mined in  infants  given  daily  baths  in  3 per  cent 
HCP,  were  nearly  50  per  cent  of  those  associated 
with  neurotoxicity  in  the  rat.  In  1971  it  was  re- 
ported that  newborn  monkeys,  washed  daily  with 
one  ounce  of  3 per  cent  HCP  and  then  rinsed,  uni- 
formly developed  extensive  lesions  of  the  brain 
and  spinal  cord  after  90  days  of  washing.  The 
American  Academy  of  Pediatrics  responded  and 
recommended  that  routine  daily  bathing  with  HCP 
be  stopped.  If  an  outbreak  of  staphvlcoccal  infec- 
tion should  occur  (and  there  was  a rash  of  re- 
ports of  staphylcoccal  disease  in  the  neonatal 
period  when  the  HCP  bathing  was  stopped),  then 
a short  period  of  daily  bathing  could  be  reintro- 
duced. 

This  is  the  situation  today.  The  present  recom- 
mendations seems  reasonable.  Reevaluation  will 
be  in  order  as  further  information  is  forthcoming. 

(Continued  on  next  page) 
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AMA  - ERF 


The  Woman's  Auxiliary  of  the  Rhode  Island 
Medical  Society  has  consistently  performed  yeoman 
work  in  helping  medical  education  through  the 
American  Medical  Association  Education  and  Re- 
search Foundation.  The  Auxiliary  has  been  espe- 
cially concerned  this  year  with  two  money-raising 
projects  for  the  AMA-ERF:  funds  for  medical 
schools  and  the  student  loan  guarantee  program. 

Medical  schools  continue  to  be  in  desperate 
need  of  contributions.  The  demand  for  health  serv- 
ices far  surpasses  the  supply  of  trained  personnel. 
The  cost  of  providing  quality  medical  education, 
larger  facilities,  and  additional  equipment  amounts 
to  an  astronomical  figure.  Capable  young  people 
are  being  turned  away  because  of  inadequate  facili- 
ties to  handle  them.  The  discouraged  turn  to  other 
fields.  Even  schools  with  large  endowments  and 
federal  aid  are  facing  financial  belt-tightening  be- 
cause their  funds  are  often  earmarked  for  special 
projects.  This  is  where  ERF  comes  into  the  pic- 
ture. It  provides  flexible  financial  aid  for  use  in 
solving  the  school’s  most  pressing  financial  prob- 
lems. 

The  second  and  equally  alarming  area  of  con- 
cern is  the  financial  plight  of  the  medical  student. 
Although  the  federal  government  is  pouring  mil- 
lions of  dollars  into  loans  for  students,  the  funds 
are  not  limitless.  The  Department  of  Health,  Edu- 
cation and  Welfare  reports  that  only  a limited 
number  of  medical  students  can  receive  federal  aid 
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and  that  additional  help  must  come  from  private 
sources.  The  AMA-ERF  program  is  as  comprehen- 
sive as  the  government’s,  since  it  includes  residents 
and  interns  as  well  as  medical  students,  some  of 
whom  have  families  to  support. 

The  average  medical  student  is  not  rich.  A re- 
cent study  indicates  that  nearly  1,200  of  the  total 
medical  student  population  come  from  families 
with  a gross  annual  income  of  less  than  $12,000. 
ERF  funds  insure  loans  by  guaranteeing  repayment 
to  the  banks  involved. 

It  is  significant  that  the  AMA-ERF  Board  of 
Directors  is  also  the  Board  of  Trustees  of  the 
American  Medical  Association.  Staff  duties  are  per- 
formed by  the  various  divisions  of  the  AMA.  The 
total  amount  of  funds  collected  is  forwarded  to  the 
medical  schools  chosen  by  the  contributor  or  is 
equally  divided  among  all  medical  schools  when 
no  schools  are  specified. 

The  Woman’s  Auxiliary  in  Rhode  Island  from 
June  1,  1971  to  May  31,  1972  collected  the  re- 
spectable sum  of  $1,823.84. 

Contributions  to  this  most  worthy  project  can 
be  forwarded  to  AMA-ERF,  535  North  Dearborn 
Street,  Chicago,  Illinois,  60610.  Physicians  may 
specify  the  name  of  the  medical  school  to  be  the 
beneficiary.  Proper  acknowledgement  will  be  made 
by  the  medical  school  to  the  doctor. 

The  Woman’s  Auxiliary  deserves  full  support  in 
this  most  worthy  task. 


MANUSCRIPTS 


Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  'Rhode  Island  02903 
Manuscripts  should  be  typewritten  on  one  side 
of  the  paper  only,  double-spaced,  and  with  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  be  listed  according  to  the 
order  in  which  they  are  cited  in  the  text. 

References  should  be  based  on  the  form  used  in 
Index  Medicus  giving  author  (co-authors  up  to 
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three;  et  al.  for  more  than  three)  with  initials, 
title  of  article  omitting  all  but  first  capital,  title 
of  journal,  volume,  first  and  last  pages,  month 
(week),  year  (e.g., 

JDoe  J,  Blank  RS : New  approaches  to  . . . Rhode 
Island  Med  J 92:100-110,  Feb  80 
Journal  titles  should  be  listed  as  they  existed  at 
the  time  of  publication. 

References  to  books,  monographs,  and  pam- 
phlets should  indicate  the  author (s),  title,  pub- 
lisher’s name,  place  and  date  of  publication,  edi- 
tion, and  page  number  of  the  reference. 
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IERE 


Fractures 


herever  it  hurts, 
npirin  Compound  with 
)deine  usually  provides 
e relief  needed. 


general,  only  pain  so  severe 
at  it  requires  morphine  is 
iyond  the  scope  of 
npirin  Compound  with  Codeine. 

I prescribing  convenience: 

=*  up  to  5 refills  in  6 months, 
your  discretion  (unless 
stricted  by  state  law);  by 
ephone  order  in  many  states. 

npirin  Compound  with 
ideine  No.  3,  codeine 
losphate*  32.4  mg.  (gr.Va); 

>.  4,  codeine  phosphate* 

•8  mg.  (gr.  l).*Warning— 

3y  be  habit-forming.  Each 
nlet  also  contains:  aspirin 
3V2,  phenacetin  gr.  2V2, 
ffeinegr.  V2. 

& / Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
illcome/  North  Carolina  27709 


WHEREVER  IT 

HURTS 


EMPIRIN 

COMPOUND 


C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vz 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphen] 
late  HCI  is  theoretically  possible  at  high  dosage 
not  exceed  recommended  dosages.  Administer 
caution  to  patients  receiving  addicting  drug 
known  to  be  addiction  prone  or  having  a histo 
drug  abuse.  The  subtherapeutic  amount  of  atro 
is  added  to  discourage  deliberate  overdos 
strictly  observe  contraindications,  warnings  and 
cautions  for  atropine;  use  with  caution  in  chil 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dry 
of  skin  and  mucous  membranes,  flushing  -and 
nary  retention.  Other  side  effects  with  Lomoti 
elude  nausea,  sedation,  vomiting,  swelling  ot 
gums,  abdominal  discomfort,  respiratory  depres 
numbness  of  the  extremities,  headache,  dizzir 
depression,  malaise,  drowsiness,  coma,  leth 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


ia,  restlessness,  euphoria,  pruritus,  angioneu- 
Jema,  giant  urticaria  and  paralytic  ileus. 

3 and  administration:  Lomotil  is  contraindi- 
in  children  less  than  2 years  old.  Use  only 

1 liquid  for  children  2 to  12  years  old.  For 
to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 

2 mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
Jaily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 

(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
mg.)  q.i.d.  Maintenance  dosage  may  be  as 
one  fourth  of  the  initial  dosage.  Make  down- 
usage  adjustment  as  soon  as  initial  symptoms 
itrolled. 

sage:  Keep  the  medication  out  of  the  reach 
Iren  since  accidental  overdosage  may  cause 
even  fatal,  respiratory  depression.  Signs  of 
sage  include  flushing,  lethargy  or  coma, hypo- 
eflexes,  nystagmus,  pinpoint  pupils,  tachy- 
and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'h  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid.  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'h  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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MINOCIN  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 


Semisynthetic 

MINOCIN 

MINOCYCLINE 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


taken  9/14/71 . 

Concomitant  therapy:  None.* 


Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-pcsitive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines, Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e  g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN.  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands:  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age. disappearing  rapidly  when  drug  was  discontinued. 
Blood  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


’Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report.  Clinical  Investigation  Department.  Lederle  Laboratories 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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District  Medical  Society  Meetings 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Newport  County 
Medical  Society  was  held  on  October  25,  1972  at 
the  Pier  Restaurant,  Newport.  There  were  27  mem- 
bers and  eight  guests  in  attendance. 

Dr.  Robert  V.  Lewis,  President  of  The  Rhode 
Island  Medical  Society,  explained  RIMPAC’s  or- 
ganization, purpose,  and  function  and  its  role  in 
influencing  health  legislation  in  Rhode  Island.  He 
also  complimented  the  District  Society  on  the 
good  job  that  its  various  members  on  the  State 
Society  Committees  were  doing. 

A panel  of  speakers  then  discussed  the  “Cur- 
rent Crises  in  Medical  Malpractice”.  Dr.  Nathan 
Chaset,  Chairman  of  the  Mediation  Committee 
of  The  Rhode  Island  Medical  Society,  described 
various  approaches  used  toward  mitigating  the 
problem  of  malpractice.  Mr.  Kirk  Hansen,  attor- 
ney retained  by  the  St.  Paul  Insurance  Group 
and  other  firms  to  defend  doctors  in  malpractice 
suits  did  not  think  that  there  was  a crisis  — at 
least  in  Rhode  Island.  He  provided  the  member- 
ship several  pointers  in  reducing  the  personal  rate 
of  malpractice  suits.  He  said  that  there  were  40 
malpractice  cases  under  litigation  in  his  office  at 
present:  five  years  ago  this  number  was  15.  Of 
the  current  40,  three,  he  related,  were  clearly  lia- 
bility, seven  or  eight  were  questionable  but  pos- 
sible, the  remaining  will  probably  go  to  the  jury 
but  probably  without  result.  Atty.  Matthew  Faer- 
ber  spoke  very  briefly  as  the  devil's  advocate. 

There  was  a brief  business  meeting  following 
the  program  at  which  time  Doctors  Richard  Zuer- 
ner,  Nasser,  and  Chahmirzadi  were  voted  into  the 
Newport  County  Medical  Society. 

The  meeting  was  adjourned  at  11:30  p.m. 

Respectfully  submitted 

Howard  S.  Browne,  m.d. 

Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  jointly  with  the  Rhode  Island  Chapter, 
American  Society  of  Internal  Medicine,  at  the 
Kirkbrae  Golf  Club  in  Lincoln,  Rhode  Island  on 
Tuesday,  April  11,  1972. 

The  meeting  was  a dinner  meeting  which  was 
preceded  by  a cocktail  hour.  One  hundred  and 
twenty-eight  doctors  and  wives  attended. 


Dr.  Joseph  E.  Caruolo,  President  of  the  Asso- 
ciation, extended  greetings  to  the  membership  at 
the  formal  program  after  dinner,  and  Dr.  Donald 
P.  Fitzpatrick,  President  of  the  Internal  Medicine 
group,  introduced  the  speakers  for  the  panel  dis- 
cussion on  “New  Approaches  to  Ambulatory  Medi- 
cal Care”. 

Dr.  Martin  Posner,  Medical  Director  of  the 
Rhode  Island  Group  Health  Association,  gave  a 
brief  resume  of  the  history  of  that  organization 
and  he  discussed  its  present  operation  and  future 
plans. 

Dr.  Charles  E.  Millard,  of  Bristol,  R.  I.,  spoke 
of  the  role  of  the  Medical  Associates  of  Bristol 
County,  Inc.  in  ambulatory  medical  care  through 
its  “MediGroup"  program  which  started  on  May 
1,  1972.  He  outlined  the  plan  of  the  private  group, 
its  affiliation  with  Blue  Cross-Blue  Shield,  and  he 
then  discussed  his  views  on  issues  involving  the 
delivery  of  medical  care. 

Dr.  Joseph  A.  Chasan,  Medical  consultant  to 
the  Providence  Health  Centers,  Inc.,  reviewed  the 
work  of  that  organization  in  bringing  better  health 
(Continued  on  next  page) 

HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 
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Malpractice 
protection 
is  serious 
business! 

Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


care  to  the  people  in  the  disadvantaged  areas  in 
Providence. 

Dr.  Melvin  D.  Hoffman,  past  president  of  the 
R.  I.  Chapter,  American  Society  of  Internal  Medi- 
cine, gave  an  excellent  talk  on  the  future  patterns 
of  medical  care  and  the  importance  of  individual 
and  solo  private  practice. 

Dr.  Herbert  P.  Constantine,  Director  of  ambu- 
latory care  and  community  medicine  at  Rhode 
Island  Hospital,  discussed  possible  roles  of  the 
hospital  in  an  expanded  program  of  ambulatory 
care,  with  particular  reference  to  the  new  ambu- 
latory care  building  that  is  being  erected  at  Rhode 
Island  Hospital. 

The  presentations  were  well  received  by  the 
interested  audience. 

The  meeting  was  adjourned  at  10:15  p.m. 

Respectfully  submitted: 

John  E.  Farsell,  Sc.d. 

Executive  Secretary 
for 

George  V.  Coleman,  m.d. 

WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
County  Medical  Society  was  held  at  the  Elm  Tree 
Inn  on  April  12,  1972. 

The  meeting  was  called  to  order  by  Dr.  Gregory 
M.  Burbelo,  President,  at  11:35  a.m.  Members 
present  were  Doctors:  F.  Bruno  Agnelli,  Gregory 
M.  Burbelo.  Sylvester  A.  Capalbo,  Pasquale  J. 
Celestino,  Robert  L.  Conrad.  Richard  F.  Judkins, 
Robert  E.  Knisley,  Valentin  P.  Klymenko,  Richard 
J.  Kraemer,  Louis  LaPere.  Attilio  L.  Manganaro, 
Johanna  E.  Mohrnheim,  John  L.  Maclver,  Wil- 
lian  H.  McDermott,  James  A.  McGrath,  Louis  A. 
Morrone,  Joseph  J.  O’Neill,  Francis  M.  Palaia, 
John  D.  Pinto,  Mildred  Robinson,  Joseph  L. 
Ruisi,  Douglas  Rayner,  Ziang  Tsien  Tang,  Juliana 
R.  Tatum.  John  J.  Walsh,  John  P.  Wood,  and 
Pauline  B.  Wood. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE  /TOTAL  INSURANCE 
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COMMUNICATIONS 

Several  communications  were  read  along  with 
several  applications  which  were  turned  over  to  the 
Credential  Committee  to  be  acted  upon  in  New 
Business. 

COMMITTEE  REPORTS 

1.  Doctor  Agnelli  reported  from  the  Council 
about  various  legislation  being  discussed. 

Doctor  Agnelli  suggested  that  the  secretary 
write  to  Mr.  Farrell,  Executive  Secretary  of  the 
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Rhode  Island  Medical  Society,  about  revising  the 
list  of  members  of  the  Society. 

2.  Doctor  McDermott  gave  a financial  report 
with  a balance  of  $804.81. 

OLD  BUSINESS 

There  was  no  old  business. 

NEW  BUSINESS 

1.  The  Credentials  Committee  approved  the 
applications  of  Dr.  Richard  Bromberg  and  Dr. 
Robert  Rosen feld,  and  the  membership  acted 
favorably  on  them. 

The  Credentials  Committee  also  approved  the 
applications  of  Doctors:  Robert  O’Neil,  James 
! Murdocco,  and  George  Hambly,  pending  their  ac- 
tive residence  and  practice  in  the  county.  The 
membership  accordingly  approved  this  action. 

2.  The  membership  requested  the  secretary 
to  write  to  Mr.  Farrell  regarding  bylaws  of  other 
county  societies  so  that  an  active  bylaws  commit- 
tee can  attempt  to  write  a new  set  of  bylaws  for 
our  Society. 

3.  Doctor  Tatum  reported  that  the  new  build- 
ing of  the  Mental  Health  Clinic  was  ready  to  open, 
and  an  Open  House  would  be  held.  All  members 
were  invited  to  attend  and  view  the  facilities. 

The  meeting  was  adjourned  at  12:30  p.m. 

Dr.  Johannes  Virks  discussed  the  Tri-State  Re- 
gional Medical  program  being  carried  on  under  his 
direction. 

Respectfully  submitted: 

Francis  M.  Palaia,  M.n. 

Secretary 

& 

DERMAQUIZ  ANSWER 

(See  Page  4) 

Left,  a common  benign  mole,  in  an  unusual  location. 

Right,  a basal  cell  carcinoma. 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


- Hop  tins 

Profile  "20" 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


JdophinS  Ifl^leclical  <jCal oratory 
335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 
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Peripatetics 


Members  are  urged  to  notify  the  executive  office  of  items  of  professional 
or  personal  interest  for  publication  in  this  column. 


LOUIS  A.  LEONE,  director  of  cancer  research, 
was  elected  President  of  the  Rhode  Island  Division 
of  the  American  Cancer  Society  at  the  division's 
recent  annual  business  meeting.  THOMAS  PERRY 
JR.  was  named  Vice-President.  PAUL  CALA- 
BRESI,  director  of  medicine  at  Roger  Williams 
Hospital  who  is  chairman  of  the  professional  edu- 
cation committee  for  "cancer  dialogue”  held  earlier 
this  year,  was  presented  an  award. 

* * * 

ROBERT  P.  SARXI  was  installed  recently  as 
president  of  the  medical  staff  association  of  St. 
Joseph's  Hospital.  Doctor  Sarni  succeeds  Leland 
W.  Jones  who  was  the  association's  first  president 
after  the  merger  of  St.  Joseph's  and  Our  Lady  of 
Fatima  Hospitals. 

Installed  as  president-elect  was  ALLAN  A.  De- 
SIMOXE,  secretary.  RICHARD  TESTA;  treas- 
urer, ANTHONY  MERLIXO. 

Members  at  large  elected  to  the  staff's  execu- 
tive committee  were  ROBERT  INDEGLIA  and 
ANTHONY  GUGLIELMI. 


CEDAR  CREST 
NURSING  CENTRE 


125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


/ lew  clnalan  L fU»i  CMC  / vu 

WJ«  roved.  ^Ixtended  (La re 

.3 acilitu 


Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 


For  Information  — Call  944-8500 


SUMNER  I.  R.APHAEL  has  been  elected  presi- 
dent of  the  Medical  Staff  Association  at  Providence 
Lying-in  Hospital.  Other  officers  elected  were 
HERBERT  EBNER,  vice-president;  MARIO 
VIGLIANI,  secretary;  and  STANLEY  T.  GRZE- 
BIEX,  treasurer. 

* * * 

PATRICIA  WOLD  is  the  President  of  the 
Rhode  Island  District  Branch,  American  Psychi- 
atric Association.  HUGO  TAUSSIG  is  President- 
elect. DORIS  E.  BERGER  is  Secretary-Treasurer. 
The  councillors  are  CHARLES  C.  GOODMAN, 
FRANK  W.  SULLIVAN,  and  JACQUES  MIONI; 
delegates  are  HECTOR  JASO  and  HUGO  TAUS- 
SIG. Editor  is  LOUIS  V.  SORRENTINO. 

5fc 

RUDOLPH  W.  PEARSON  has  been  re-elected 
President  of  the  Rhode  Island  Otolaryngological 
Society;  THOMAS  R.  LITTLETON,  was  renamed 
vice-president;  and  MARY  D.  LEKAS,  secretary- 
treasurer.  Doctors  Pearson  and  Lekas  were  elected 
to  serve  for  their  third  consecutive  terms. 

* * * 

New  officers  of  the  Rhode  Island  Section  of  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists are  SUMNER  I.  RAPHAEL  of  Providence, 
Chairman,  and  GEORGE  W.  ANDERSON  of 
Providence,  Vice  Chairman.  They  were  elected  to 
three  year  terms. 

* * * 

ORLANDO  M.  ARMADA  was  recently  elected 
president  of  the  medical  staff  of  Roger  Williams 
General  Hospital.  Doctor  Armada  replaces  Dr. 
Leroy  Chapnick.  Other  officers  elected  were:  WIL- 
LIAM S.  KLUTZ,  vice  president;  A.  VINCENT 
DeROBBIO,  secretary;  and  JOSEPH  P.  PESARE, 
as  a member  of  the  executive  committee. 

* * * 

The  following  physicians  were  elected  to  the 
active  staff  at  Rhode  Island  Hospital:  SUBHASH 
C.  BAJAJ,  Division  of  Gastroenterology,  Depart- 
ment of  Medicine;  JOSEPH  P.  LOMBARDOZZI, 
Medicine;  ANTHONY  R.  MAXOCCHIO,  Gvne- 
cology;  E.  UXG  CHOI,  Gynecology;  HAROLD 
A.  FALCONER,  Pediatrics;  WILLIAM  H.  Mc- 
DERMOTT,  Pediatrics;  CHARLES  J.  ASH- 
WORTH, JR.,  Surgery;  and  ROBERT  J.  CA- 
PONE, Medicine.  Appointed  to  the  courtesy  staff 
was  RONALD  J.  CAVANAGH,  Psychiatry. 
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A Reminder  About  Blue  Shield  Fee  Changes 


The  Professional  Advisory  Committee  of  Rhode  Island  Blue  Shield  has  asked  that  each  phy- 
sician be  reminded  of  the  appropriate  methods  for  accomplishing  fee  changes  for  both  Federal 
Medicare  and  Blue  Shield  Programs. 

FEDERAL  MEDICARE 


Medicare  regulations  require  that  revisions  in  usual  charges  be  developed  from,  and  supported 
by,  actual  charges  reported  on  Medicare  claim  forms  (1490’s)  over  a period  of  time. 

Therefore,  it  is  important  that  a physician  who  makes  a change  in  his  charges  to  all  patients 
(not  just  Medicare  patients)  reflects  these  revised  charges  on  all  claims  submitted  (both  Medicare 
and  Blue  Shield)  as  soon  as  the  changes  are  effective.  It  is  important  to  restate  that  a physician 
should  always  record  what  his  actual  usual  charges  are  for  a given  service  or  procedure.  What 
Medicare  (or  Blue  Shield)  pays,  and  what  a physician  agrees  to  accept  (by  assignment  under 
Medicare  or  participation  in  Blue  Shield)  should  have  no  bearing  on  the  recordation  by  a phy- 
sician of  the  actual  usual  charges  he  is  making. 

Stated  simply,  under  Medicare,  usual  charges  are  developed  from  charge  data  reported  on 
claims,  and  are  not  affected  by  what  is  paid  to  or  accepted  by  the  physician.  Of  course,  inaccurate 
reporting  of  actual  usual  charges  or  the  reporting  of  charges  that  indicate  substantial  increases 
over  previous  charges  will  tend  to  invalidate  the  reported  data,  and  indeed,  the  entire  system  of 
developing  “reasonable”  charge  criteria. 

BLUE  SHIELD 


Whenever  you  feel  that  a fee  change  is  necessary,  you  should  write  to  the  Professional  Advisory 
Committee  at  Blue  Shield  giving  the  following  information: 

1)  The  services  or  procedures  affected  by  the  charge,  identified  by  the  Physicians’ 
Services  Index  (P.S.I.)  code  number. 

2)  The  charges  presently  listed  on  your  individual  profile. 

3 ) The  new  charge  for  each  service. 

Whenever  these  charges  become  effective  for  non-Blue  Shield  patients,  you  should  also 
reflect  the  new  charges  on  all  Blue  Shield  claim  forms,  even  though  Blue  Shield  will  not  imme- 
diately begin  paying  the  new  charges. 

Approximately  ninety  days  before  an  annual  rate  review,  all  such  requests  on  file  will  be 
reviewed  and  used  to  recalculate  the  prevailing  levels  of  charges  for  Rhode  Island.  Those  re- 
quests which  fall  within  the  recalculated  prevailing  levels  will  then  be  made  part  of  the  next 
rate  filing  for  Blue  Shield.  Approved  changes  will  be  effective  at  the  beginning  of  the  subse- 
quent rating  year. 

Should  you  have  any  additional  questions  on  this  matter,  please  feel  free  to  call  the  Profes- 
sional Relations  Department  at  Rhode  Island  Blue  Shield. 


UNIVERSITY  OF  RHODE  ISLAND 
DIVISION  OF  UNIVERSITY  EXTENSION 

Promenade  and  Gaspee  Streets 
Providence,  Rhode  Island  02908 


LAW  FOR  THE  PHYSICIAN 


Course  Description: 

A very  comprehensive  course  designed  ex- 
clusively for  the  practicing  physician.  This 
course  will  study  the  areas  of  alpractice  and 
all  the  legal  ramifications  coinected  with  mal- 
practice suits.  The  legal  rights,  duties,  and  li- 
abilities of  the  physician  will  be  examined  in 


detail.  In  addition  to  the  above,  this  course 
will  include  an  in-depth  study  of  the  taxation 
problems  of  the  physician  and  the  steps  that 
physicians  can  take  to  save  tax  dollars. 

Of  special  interest  and  designed  and  cre- 
ated only  for  physicians. 


INSTRUCTOR: 

Louis  J.  Vallone,  Attorney  at  Law 
Vallone  & Vallone 
10  weeks,  Tuesdays,  $100.00 
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BOOK  REVIEWS 

(Continued  from  Page  12) 

meanings  and  interpretations.  Table  2,  which  de- 
scribes psychological  test  characteristics  of  psy- 
chiatric patients,  is  remarkable.  At  least  seven 
illnesses  or  conditions  are  listed  and  for  each  are 
described  various  characteristics  with  reference  to 
the  various  tests  including  the  Wechsler,  the 
Rorschach,  the  TAT  and  the  MMPI.  The  chapter 
on  Psychodynamics  presents  a table  which  can  be 
used  for  quick  reference,  correlating  age  with  stage 
development  and  what  the  author  calls  “issues”, 
meaning  behavior  characteristics.  There  are  21 
mechanisms  of  defense  listed  and  described  which 
could  prove  extremely  helpful  to  the  inexperienced. 
In  the  following  chapter  the  author  describes,  in 
general  terms,  symptoms  of  psychiatric  disorders 
and  again,  allowing  for  brevity,  the  clarity  in  de- 
fining such  concepts,  broadly,  is  truly  remarkable. 
Again  this  is  excellent  for  frequent  reference. 
Part  11  deals  with  Clinical  Syndromes.  First  the 
author  speaks  of  the  problem  of  classification.  After 
listing  the  usual  ten  broad  categories  of  the  cur- 
rent American  Psychiatric  Association  Standard 
Nomenclature,  the  author  makes  a highly  accurate 
statement,  “The  exact  categorization  of  an  indi- 
vidual case  is  so  fraught  with  difficulty  as  to  ap- 

New  Nursing  Consultant  Service 
Available  To  Physicians 

OUR  SERVICES  PROVIDE: 

1.  Nursing  consultation  and  assessment; 

2.  Specific  nursing  care  plan  for  patient/family  to 
follow; 

3.  Follow-up  visits  into  the  home  to  see  that  the  nursing 
plan  is  being  properly  implemented; 

4.  Teaching  pre-op  and  post-op  care  to  be  done  at 
home; 

5.  Teaching  member  of  patient's  family  to  care  for  ill 
member  when  the  family  is  unable  to  hire  or  afford 
a professional  or  lay  person  to  assist  in  nursing 
care  at  home; 

6.  Nursing  consultation  on  any  nursing  problem; 

7.  Assistance  to  physician  by  helping  his  patient  to 
cope  with  his  health  problem. 

Call  or  write:  Nursing  Consultant's,  Inc. 

154  Waterman  Street 
Providence,  R.l.  02906 
274-2050  or  272-2051 

Office  hours;  Mon.-Fri.  9 a.m.  to  5 p.m. 

by  appointment  only 

We  are  completely  covered  by  Corporate  Nursing 
Malpractice  Insurance 

Rita  E.  Rafferty,  R.N.,  B.S.,  M.A 

President  and  Treasurer 

Jean  Phillips  Corner,  R.N. 

Vice  President  and  Secretary 


pear  impossible.  If  followed  over  a period  of  time 
the  patient  may  seem  to  pass  from  one  diagnostic 
category  into  another”.  Nevertheless,  “ — how- 
ever, categorization  of  mental  disorder  proves  use- 
ful in  estimating  the  types  of  risks  and  problems 
likely  to  be  encountered  in  planning  therapy  and 
in  judging  prognosis”.  All  this  is  done  in  il/2 
pages.  The  next  ten  chapters,  which  essentially 
are  all  of  Part  II,  contain  detailed  descriptions  of 
the  various  disease  entities  of  all  ten  categories. 
The  group  of  Organic  Brain  Syndromes,  psychotic 
or  non-psychotic,  appears  to  be  increasingly  im- 
portant today.  The  three  pages  on  Neurosyphilis 
are  quite  elucidating.  I might  have  expected  a 
statement  on  Psychosis  with  epidemic  or  unspeci- 
fied encephalitis  which  has  been  seen  and  mis- 
diagnosed as  schizophrenia.  The  author’s  com- 
ments on  Psychosis  with  Epilepsy  pertain  to  the 
epileptic  personality,  where  schizophrenia  may 
occur.  Psychosis  with  degenerative  disease  of  the 
central  nervous  system  includes  Huntington’s 
chorea,  Wilson's  disease,  multiple  sclerosis,  and 
others.  Quite  worthwhile  are  the  two  paragraphs 
on  brain  trauma,  discussing  what  the  author  means 
by  “concussion”,  and,  particularly  the  second  para- 
graph. Psychosis  with  pernicious  anemia,  Parkin- 
son’s, pellagra,  and  porphyria  are  mentioned.  The 
statements  on  barbiturate  intoxication  have  per- 
have  special  relevance  today,  especially  in  the 
management  of  overdose.  I personally  disagree 
with  the  placing  of  Psychosis  with  Childbirth  in 
the  category  of  Psychosis  Associated  with  Other 
Physical  Disorders,  especially  since  it  is  acknowl- 
edged that  of  the  specific  reactions,  30  per  cent 
are  schizophrenic,  20  to  25  per  cent  are  schizo- 
affective, 20  per  cent  manic,  50  per  cent  depres- 
sive, and  10  per  cent  “toxic”.  Even  by  these  fig- 
ures most  are  likely  “functional”.  The  author, 
however  acknowledges  the  stress  of  responsibilities 
in  psychosis  surrounding  childbirth.  In  the  non- 
psychotic  organic  brain  syndrome  the  author  omits 
much,  quite  understandably,  except  for  an  excel- 
lent discussion  of  “the  epilepsies”  or  “convulsive 
disorders”.  Forty  per  cent  of  all  persons  with 
grand-mal  seizures  have  relatively  normal  EEG’s 
during  interseizure” . The  treatment  of  the  epilep- 
sies is  excellent. 

The  next  large  group  is  Psychoses  Not  Attri- 
buted to  Known  Physical  Conditions.  The  implica- 
tion here  is  that  these  conditions  are  nevertheless 
somehow  organically  caused.  On  this  point  there 
is  an  opposing  view,  which  conceptualizes  these 
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disorders  as  “functional”,  a term  which  as  used 
would  seek  to  connote,  among  other  things,  non- 
organicity.  The  main  groups  included  here  are  the 
major  affective  disorders  such  as  involutional  mel- 
ancholia, the  manic-depressive  illnesses,  psychotic 
depression  and,  of  course,  all  of  the  schizophrenias 
and  the  paranoid  states.  The  author  points  out 
that  the  likely  causes  of  these  psychoses  involve 
constitutional  (physiological,  biochemical)  and 
psychosocial  factors.  It  is  interesting  that  he  does 
not  speak  of  “intrapsychic”  factors.  He  makes  the 
point  that  the  so-called  “affective”  as  well  as 
“thinking  disorders”  both  have  really  “meaning- 
ful related  disturbances  of  both  affect  and  cogni- 
tion”. In  discussing  the  “affective  disorders”,  the 
author  does  a superb  job  of  describing  clinical 
symptoms,  clinical  course,  prognosis,  and  treatment. 
He  is  quite  liberal  with  the  use  of  electroshock 
treatment,  as  well  as  anti-depressant  drugs.  With 
regard  to  the  schizophrenias  the  author  devotes 
fourteen  pages  to  this  group.  He  notes  that  25 
per  cent  of  all  hospital  beds  are  occupied  by  this 
condition.  His  presentation  of  the  “cream”  of  all 
types  of  schizophrenias,  as  well  as  examination, 
prognosis,  and  treatment,  is  masterly. 

With  regard  to  the  Neuroses,  the  theory  that 
anxiety  (the  basis  of  neurosis)  originates  from 
early  sexual  events  such  as  “observing  parents  in 
the  sexual  act”  or  that  “girls  lack  a penis”  is  really 
only  a theory  and  not  necessarily  correct.  The 
author  discusses  eight  neuroses  concisely  and  help- 
fully. He  treats  the  hysterias  very  well.  I doubt 
that  all  would  agree  with  the  assertion  that  elec- 
troshock is  not  indicated  (at  times)  in  the  ob- 
sessive-compulsive neuroses.  He  notes  that  suicide 
can  occur  in  neurotic  depressions!  Depersonaliza- 
tion neurosis  appears  to  be  a vague  concept,  and, 
although  depersonalizations  do  occur,  it  is  diffi- 
cult to  judge  whether  neurotic  or  psychotic  mech- 
anisms underly  them.  The  description  (as  is  the 
condition)  of  hypochondriacal  neurosis  appears 
vague. 

Under  Personality  Disorders  and  Certain  Other 
N on-Psychotic  Mental  Disorders,  the  author  con- 
cisely describes  ten  abnormal  personalities  in  about 
two  pages,  again  excellent  for  reference.  One  should 
note  that  these  conditions  consist  of  “relatively 
fixed  habitual  attitudes  and  reaction  (behavior) 
patterns”.  It  is  again  interesting  that  sexual  devia- 
tions (approximately  16  types)  are  defined  in 
about  one  page  and,  further,  together  with  alco- 
holism and  drug  addiction  are  all  classified  in  this 
category.  Two  pages  are  devoted  to  alcoholism 


and  seven  pages  to  drug  dependency.  Here  again 
the  author  gives  the  “cream”  of  the  subject  in 
concise  and  easy  reference  manner.  His  definitions 
of  dependence,  habituation,  addiction,  and  toler- 
ance, as  well  as  the  “colorful”  terms  which  addicts 
use,  is  extremely  useful. 

In  the  section  on  Psycho  physiological  Disorders 
eleven  pages  are  devoted  to  the  various  systems 
including  skin,  musculoskeletal,  respiratory,  car- 
diovascular, hemic  and  lymphatic,  gastrointestinal, 
genito-urinary,  endocrine,  and  special  sense  sys- 
tems. The  Transient  Situational  Disturbances  are 
described  as  “adjustment  reactions”  to  overwhelm- 
ing environmental  stress  occurring  in  psychologi- 
cally healthy  persons,  and  symptoms  usually  recede 
as  the  stress  diminishes.  I would  quote  two  very 
important  observations  here:  “A  proper  prepara- 
tion for  dealing  with  strong  emotions  and  health 
matters  is  a responsibility  of  home  and  school  as 
is  the  development  of  a personal  supporting  life 
philosophy.  The  balance  of  adequate  support  with- 
out the  development  of  too  much  protection  and 
dependence  is  a difficult  parental  task”.  Under  this 
heading  are  described  adjustment  reactions  of  in- 
fancy, childhood,  adolescence,  adult  life,  and  later 
life. 

(Continued  on  next  page) 
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The  next  group.  Behavior  Disorders  of  Child- 
hood and  Adolescence,  comprises  essentially  child 
psychiatry.  Parental  rejection,  overprotection, 
overstimulation,  overpermissiveness,  overindul- 
gence, and  overcontrol  are  all  contributory  factors. 
The  important  conditions  here  include  hyperkin- 
etic, withdrawal,  overanxious,  runaway,  and  un- 
socialized-aggressive  and  (finally)  group  delin- 
quent reactions.  The  final  group  of  disorders  is 
mental  retardation.  This  field  is  a specialty  of  its 
own.  There  are  listed  at  least  60  different  types. 

Finally,  in  Part  III,  the  book  takes  up  the  dis- 
cussion of  therapy.  Here  the  therapeutic  team  con- 
sisting of  psychiatrist,  collaborating  physician,  so- 
cial worker,  psychologist,  nurse,  occupational 
therapist,  and  pastoral  counselor  is  described.  In 
general,  the  section  on  therapy  includes  individual 
psychotherapy,  group  therapy,  the  various  physical 
therapies,  psychosurgery,  and  chemotherapy.  In- 
dividual psychotherapy  includes  interview,  goals, 
and  techniques.  An  important  observation  relates 
to  the  therapist  seeking  to  help  the  patient  arrive 
at  and  actually  see  his  own  meanings  and  under- 
standings, and  of  course  to  make  his  own  deci- 
sions. The  doctor-patient  relationship  utilizes  vari- 
ous theoretical  orientations  i.e.  psychoanalytical, 
psychobiological,  Rogerian,  Jungian,  Adlerian. 
Rank,  Horney.  learning  theory,  hypnosis,  recipro- 
cal inhibition,  and  finally  “brief”  psychotherapy. 
Group  therapy  consists  of  various  types.  Under 
Physical  Therapies  the  main  ones  to  be  noted  in- 
clude electroshock,  insulin,  and  electrosleep.  There 
are  others  of  lesser  importance.  Psychosurgery, 
which  seems  to  be  making  a (heatedly  controver- 
sial) comeback,  is  discussed.  Chemotherapy  of 
course  is  discussed  with  several  helpful  tables  de- 
scribing the  various  main  groups  of  drugs  such  as 
tranquilizers,  antidepressants,  and  others.  In  con- 
cluding the  book  there  is  a brief  statement  on  such 
problems  as  Management  of  Suicidal  Patients, 
Military  Psychiatry,  Forensic  Psychiatry  and  fi- 
nally Community  Psychiatry.  Certainly,  by  and 
large  these  statements  are  handy  and  helpful.  It 
should  be  noted  that  the  so-called  Durham  test 
of  insanity  is  outdated,  as  of  very  recently.  There 
are  here  a number  of  views  which  are  at  least  con- 
troversial. 

In  conclusion,  in  spite  of  the  fact  that  changes 
are  occurring  in  psychiatry  as  in  other  fields  and 
institutions  today,  there  is  no  doubt  that  this 
synopsis  is  an  accurate  presentation  of  the  pre- 
dominant. generally  accepted  view  of  modern  con- 
temporary Psychiatry.  Xaturally  the  changing 


views  — some  quite  radical  — are  necessarily  not 
treated  in  this  book,  but  in  no  way  does  this  de- 
tract from  it  particularly,  because  such  views  are 
apparently  in  the  minority  and,  further,  are  likely 
to  prove  invalid.  I have  in  mind,  quickly,  certain 
views  regarding  sexual  deviations  and  other  views 
regarding  suicide,  a subject  one  hears  about  with 
increasing  frequency  today.  The  book  is  entirely 
worthwhile,  although  it  does  not  pretend  to  be  a 
substitute  for  a standard  unabridged  modern  text- 
book of  psychiatry,  which  quite  naturally  elabo- 
rates on  all  of  these  various  topics  in  much  greater 
(and  interesting)  detail.  It  can  be  highly  recom- 
mended for  that  large  group  of  professionals,  medi- 
cal and  non-medical,  who  want  to  know  or  review 
quickly  what  psychiatry  is  all  about. 

Dominic  L.  Coppolino,  m.d. 


A CASE  OF  ENCEPHALOPATHIC 
MYLEOPATHIC,  AND  PERIPHERAL 
NERVE  DYSFUNCTION  IN  FOLATE 
DEFICIENT  MEGALOBLASTIC 
ANEMIA 

(Concluded  from  Page  30) 
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Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

- Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  generail 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
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patients  and  hyperactive  aggressive  chil- 
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ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  rever^ 
ble  in  most  instances  by  proper  dosage 
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served  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reportel 
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extrapyramidal  symptoms,  increased  ar 
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fast  activity)  may  appear  during  and  aft 
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agranulocytosis),  jaundice  and  hepatic 
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ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  prc|| 
tracted  therapy. 
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as  excessive  psychic  tension  per- 
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plished its  therapeutic  task.  In 
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tolerated  (see  Dosage).  For  con- 
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be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 
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Before  preseribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  ot  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
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Contraindicated:  Known  hypersensitivity  to  the  drug. 
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Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
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seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
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disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
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jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
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tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients : 2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valiuirr 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
lsulin  which  is  lipogenic  and  helps  transport 
iucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
ave  normal  or  high  levels  of  endogenous  insulin, 
hy  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


BI*  phenformin  HCI 
iblets  of  25  mg. 

BI-TD^  phenformin  HCI 
med-Disintegration 
ipsules  of  50  and  100  mg. 
diculions:  Stable  adult  diabetes 
ellitus;  sulfonylurea  failures, 
imary  and  secondary;  adjunct  .to 
lsulin  therapy  of  unstable  diabetes 
ellitus. 

ontraindications:  Diabetes  mellitus 
! at  can  be  regulated  by  diet  alone; 

' venile  diabetes  mellitus  that  is 
icomplicated  and  well  regulated  on 
lsulin;  acute  complications  of 
abetes  mellitus  (metabolic  acidosis, 
>ma,  infection,  gangrene);  during 
immediately  after  surgery  where 
jsulin  is  indispensable;  severe 
patic  disease;  renal  disease  with 
emia;  cardiovascular  collapse 
•hock);  after  disease  states 
isociated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally' 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 

information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GE1GY  Corporation 
Ardsley,  New  York  10502 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipatinq 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  March  7,  1973 

ANATOMY  OF  MENISCI  AND  LIGAMENTS  OF  THE  KNEE  Rhode  Island  Hospital 

A.  A.  Savastano,  M.D.  8th  Floor  Conference  Room 

Surgeon-in-Chief,  1:00  p.m. 

Department  of  Orthopedic  Surgery  and  Fractures 
Rhode  Island  Hospital 

Friday,  March  9,  1973 

STUDIES  LEADING  TO  THE  DETECTION  OF  TWO  ONCO 
GENIC  HERPESVIRUSES  OF  MONKIES 
Dr.  Ronald  Hunt 

New  England  Regional  Primate  Research  Lab 
Southborough,  Massachusetts 

Saturday,  March  10,  1973 

HEPATIC  TRAUMA  AND  TUMORS 
Seymour  I.  Swartz,  M.D. 

Professor  of  Surgery 

University  of  Rochester  School  of  Medicine  and 
Dentistry 

Rochester,  New  York 

Monday,  March  12,  1973 

K1VEN  ORATION  - THE  ARTERY  WALL  CELLS  AND  THE 
PATHOGENESIS  OF  ATHEROSCLEROSIS 
Robert  W.  Wissler,  M.D.,  Ph.D. 

Donald  N.  Pritzker 

Professor,  Department  of  Pathology 
The  University  of  Chicago 

Friday,  March  16,  1973 

ACTOMYOSINS  AND  CYTOPLASTIC  STREAMING 
Dr.  Vivian  M.  Nachmias 
Haverford  College 
Haverford,  Pennsylvania 


Brown  University 

Barus  and  Holly  168 
4:00  p.m. 


The  Miriam  Hospital 
Sopkin  Auditorium 
8:15  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Brown  University 
Wilson  Hall,  102 
4:00  p.m. 


MEDICAL  EVENTS  CALENDAR 


Saturday,  March  17,  1973 

DIAGNOSTIC  CONSIDERATIONS  IN  THE  HYPERTENSIVE 
PATIENT 

Aram  V.  Chobanian,  M.D. 

Professor  of  Medicine 
Boston  University  School  of  Medicine 
Boston  City  Hospital 
Boston,  Massachusetts 


Saturday,  March  24,  1973 

TREATMENT  OF  CANCER  OF  THE  RECTUM  BY 
ELECTROCOAGULATION 
John  L.  Madden,  M.D. 

Director  of  Surgery 

St.  Clare's  Hospital  and  Health  Center 

New  York,  New  York 


Friday,  March  30,  1973 


LECTURE  SERIES 

Dr.  S.  Kalter 
Director 

Southwest  Foundation  for  Research  and  Education 
San  Antonio,  Texas 


Saturday,  March  31,  1973 

RECENT  TRENDS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF 
ACROMEGALY 

Hannibal  Hamlin,  M.D. 

Chief,  Neurosurgical  Clinic 
Massachusetts  General  Hospital, 

Associate  Neurosurgeon, 

Beth  Israel  Hospital 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Brown  University 
Wilson  Hall  102 
4:00  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 
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AMERICANS  STUDYING  MEDICINE  ABROAD 


For  over  half  a century  American  medical  schools 
have  been  unable  to  accommodate  all  qualified  appli- 
cants. At  least  since  the  end  of  World  War  II  they 
have  additionally  failed  to  provide  this  country 
with  the  number  of  physicians  it  needs.  A major 
effort  to  offset  this  deficit  started  in  the  late  1950’s. 
As  a result,  in  September  1972,  close  to  13,000 
first  year  medical  students  were  admitted  to  114 
United  States  medical  schools,  a 60  per  cent  in- 
crease in  enrollment  over  the  decade  of  1962-72. 
However,  this  still  appears  insufficient  since,  during 
the  same  period  of  time,  the  number  of  foreign 
medical  graduatees  attracted  every  year  into  the 
United  States  medical  pool  rose  from  1,500  to 
about  4,500. 

Such  considerations  have  long  been  a part  of  life 
in  our  own  Rhode  Island  microcosm.  On  the  one 
side,  throughout  the  sixties  we  have  depended  on 
foreign  medical  schools  to  train  almost  one  half  of 
the  newly  licensed  physicians  in  this  state.  On  the 
other  side,  our  young  premedical  students  have 
been  very  much  aware  of  the  fact  that  the  route  to 
an  M.D.  degree  must  often  pass  through  the  univer- 
sity facilities  of  Bologna,  Padua,  Montpellier,  Lou- 
vain, or  Guadalajara. 

Organized  medicine  and  organized  medical  edu- 
cation have  not  yet  faced  this  issue  squarely.  In 
spite  of  their  recent  efforts,  the  problem  seems  to 
grow  worse  rather  than  better  since,  according  to 
the  above  statistics,  the  United  States  currently 
“imports”  physicians  equivalent  to  the  production 
of  40  average  medical  schools. 

Figures  are  not  available  as  to  the  exact  number 
of  Rhode  Islanders  currently  studying  abroad.  In- 
formal estimates  place  it  between  30  and  50.  At- 
trition is  probably  high,  since  there  is  evidence  to 


show  that  only  half  of  the  American  students  who 
enter  a foreign  medical  school  actually  do  graduate 
with  an  M.D.  degree.  The  period  of  study  is  long, 
typically  five  years  beyond  the  .American  bachelor’s 
degree.  This  does  not  include  the  year  of  “extern- 
ship”  or  “hospital  service”  which  schools  in  France, 
Italy,  and  Mexico  now  increasingly  require  either 
to  improve  the  student’s  clinical  preparation,  or  to 
obtain  some  social  benefit  from  the  investment  they 
make  in  American  students.  Moreover,  it  seems 
reasonable  to  expect  that  the  entry  of  foreign  medi- 
cal graduates  into  the  mainstream  of  United  States 
medicine  will  be  made  quite  difficult  by  1975  when 
accreditation  criteria  for  house  officer  programs 
become  more  stringent.  It  is,  therefore,  appropriate 
that  members  of  the  medical  profession  consider 
these  factors  carefully  when  called  upon  by  friends, 
patients,  and  acquaintances  to  offer  opinions  on  the 
advisability  of  entering  a foreign  medical  school. 
It  may  be  in  the  best  interest  of  some  of  these 
students  to  spend  a year  or  two  in  some  individually 
designed  post-baccalaureate  premedical  program  in 
a university  in  this  country  to  justify  another  at- 
tempt to  enter  a United  States  medical  school. 

What  can  the  Brown  program  in  Medical  Educa- 
tion do  to  alleviate  this  situation?  In  the  immediate 
future,  unfortunately,  little  more  than  give  every 
possible  consideration  to  qualified  Rhode  Islanders 
who  apply  for  admission  to  Brown  as  college  fresh- 
men or  as  first  year  medical  students.  The  joint 
AMA-AAMC  Liaison  Committee  on  Medical  Edu- 
cation has  recommended  that  the  new  Brown  pro- 
gram refrain  from  admitting  transfer  students  from 
foreign  medical  schools  until  it  has  graduated  its 
first  M.D.  class,  i.e.,  1975.  Our  Liaison  Committee 
(Continued  on  next  page) 
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with  the  Rhode  Island  Medical  Society  has  ex- 
pressed the  view  that  inadequate  clinical  prepara- 
tion in  medical  schools  abroad  presents  the  most 
serious  obstacle  to  transfer  in  advanced  standing. 
The  AMA  has  suggested  that  American  medical 
schools  organize  a year  of  supervised  clinical  train- 
ing for  foreign  medical  graduates.  This  leaves  open 
the  problem  of  financing  (who  should  pay  for  such 
training?,  the  student?  the  hospital?  the  federal 
government?),  as  well  as  legal  considerations 
(which  institution  will  award  which  degree?  what 
is  the  accreditation  status  of  such  programs?  will 
state  boards  recognize  their  existence?). 


The  facts  are  unaltered  that  presently  there  are 
inadequate  numbers  of  physicians  being  graduated 
from  U.S.  medical  schools  and.  with  the  impressive 
number  of  U.S.  residents  seeking  a medical  educa- 
tion abroad,  we  can  not  simply  hide  our  heads  in 
the  sand  and  hope  that  the  problem  will  resolve 
itself  painlessly.  Those  American  students  who 
“survive"’  the  first  three  years  of  medical  school 
abroad  are  likely  to  graduate  and  return  to  practice 
in  the  States.  It  is  in  the  best  interests  of  our  com- 
munity to  provide  them  with  appropriate  training 
opportunities,  and  thus  to  enhance  the  quality  of 
their  future  practice.  PIERRE  M galletti.  m.d.,  Ph.D. 

Vice  President  (Biology  and  Medicine) 


This  column  is  intended  as  a channel  for  information  in  medical  education 
that  may  affect  the  practicing  professional  community  of  Rhode  Island  and  as  a 
place  to  describe  current  and  future  plans  for  the  Brown  Program  of  Medical 
Education.  The  Editors. 
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SYMPOSIUM  OIV  INSULIN 
MARCH  17,  1973 

Sponsored  by  the 

Clinical  Diabetes  Association  of  Rhode  Island 

8:30  A.M.  TO  NOON 

Barus  and  Holley  Auditorium 
Room  168.  Brown  Nniversity 

Physicians,  residents,  and  medical  students  invited 
The  program  includes: 

M AR  I IN  RODBELL,  Ph.D. — Insulin  Effects  on  Carbohydrate  Me- 
tabolism; Hormone  Receptors  and  Cyclic  AMP. 

OSCAR  B.  CROFfORD.  M.D. — Chemical  Effects  of  Insulin  on 
Carbohydrates. 

JOSEPH  LARNER.  M.D.,  Ph.D. — The  Effects  of  Insulin  on  Glyco- 
gen Metabolism. 

ROBER  ! BRAD  LEA",  31. D. — Integration  of  Insulin  Action  front 
the  Human  Cell  to  the  Fully  Active  Man. 
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Book  Reviews 


MEDICINE  IN  A CHANGING  SOCIETY  by 
Lawrence  Corey,  Steven  E.  Saltman,  and  Mi- 
chael F.  Epstein.  St.  Louis,  The  C.  V.  Mosby 
Company,  1972.  $6.50. 

This  is  another  of  the  spate  of  books  on  the 
delivery  of  health  and  medical  care  which  has 
flooded  the  book  market  in  recent  months.  Its 
title  would  be  appropriate  for  most  of  them.  Its 
origin  is  unique  and  an  interesting  commentary 
on  the  national  scene.  In  1969  the  second  year 
class  at  the  University  of  Michigan  Medical 
School  became  disenchanted  with  the  curriculum 
and  more  particularly  with  its  inadequacy  in  meet- 
ing the  needs  of  medical  students  who  would  be 
practicing  in  a society  undergoing  rapid  change. 
Discussions  between  the  students  and  faculty  re- 
sulted in  a series  of  exercises  jointly  sponsored  by 
the  medical  school  and  the  School  of  Public  Health. 
This  series  of  essays  by  17  contributors  is  based 
on  material  presented  in  this  course.  The  three 
editors  at  the  time  of  publication  (August  1972) 
were  interns,  two  at  the  University  of  Michigan 
Medical  Center  and  the  other  at  The  Massachu- 
setts General  Hospital.  The  panel  of  writers  in- 
cludes such  old  hands  as  Brian  Abel-Smith  of  the 
London  School  of  Economics,  Bertram  L.  Brown, 
Wilbur  J.  Cohen,  H.  Jack  Geiger,  Melvin  Glasser, 
Edward  M.  Kennedy,  and  the  late  Walter  P. 
Reuther.  The  credentials  of  most  of  the  academic 
contributors  are  highly  respectable,  while  those 
with  political  axes  to  grind  are  adequate  to  their 
polemical  orientation. 

The  text,  while  well  written  for  the  most  part, 
covers  ground  which  at  this  juncture  has  been  well 
ploughed  by  many  others.  The  chapter  titles  are 
familiar  — • such  as  “The  Hospital  and  Society” 
and  “Changing  the  Face  of  American  Health”. 
This  reviewer  found  very  few  pearls  or  provocative 
ideas.  The  relentless  progression  of  events  has  al- 
ready dated  some  of  the  text.  The  92nd  Congress 
was  still  in  session  at  the  time  of  publication. 

Some  of  the  questions  raised  are  constructive. 
How  can  the  hospital  more  effectively  contribute 
to  a comprehensive  medical  care  delivery  system? 
How  can  we  establish  methods  and  criteria  for  the 
evaluation  of  office  care?  How  can  the  gaps  in 
Medicare  be  plugged?  What  can  be  done  to  over- 
come the  uneven  protection  and  uncertainty  of 
Medicaid?  How  can  the  qualifications  of  practicing 
physicians  and  surgeons  be  assured?  What  is  the 


future  of  a Health  Science  Corps?  What  is  the 
role  of  the  physician’s  assistant? 

Beyond  these  and  a few  other  concerns,  we  find 
the  same  old  saws  and  hackneyed  phrases.  Walter 
Reuther  drags  out  his  model  T Ford.  There  are 
the  tired  arguments  for  prepaid  group  practice  and 
a paean  of  praise  for  Kaiser-Permanente.  Senator 
Edward  M.  Kennedy  promotes  his  familiar  views 
with  this  unfounded  hyperbole:  “Americans  of  vir- 
tually every  political  persuasion  agree  that  the 
nation  is  now  facing  a crisis  in  health  care.”  One 
author  comes  out  strongly  for  the  elimination  of 
direct  billing  and  non-assignment  of  claims  under 
Medicare  Part  B. 

Wilbur  J.  Cohen,  the  old  pro,  analyzes  the  cur- 
rent situation  with  considerable  objectivity.  He 
states:  “It  is  clear  that  no  one  has  yet  devised  a 
foolproof  method  to  control  the  charges,  costs, 
and  incomes  of  hospitals,  physicians,  and  other 
providers  of  health  care.  There  is  a general  ‘con- 
ventional wisdom’,  which  holds  that  if  physicians 
were  to  practice  in  groups,  rather  than  as  indi- 
viduals, the  quality  of  medical  care  would  be  im- 
( Continued  on  next  page) 


New  Nursing  Consultant  Service 
Available  To  Physicians 

OUR  SERVICES  PROVIDE: 

1.  Nursing  consultation  and  assessment; 

2.  Specific  nursing  care  plan  for  patient/family  to 
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3.  Follow-up  visits  into  the  home  to  see  that  the  nursing 
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4.  Teaching  pre-op  and  post-op  care  to  be  done  at 
home; 

5.  Teaching  member  of  patient's  family  to  care  for  ill 
member  when  the  family  is  unable  to  hire  or  afford 
a professional  or  lay  person  to  assist  in  nursing 
care  at  home; 

6.  Nursing  consultation  on  any  nursing  problem; 

7.  Assistance  to  physician  by  helping  his  patient  to 
cope  with  his  health  problem. 
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154  Waterman  Street 
Providence,  R.l.  02906 
274-2050  or  272-2051 
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by  appointment  only 
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proved,  more  services  would  be  available,  and 
costs  could  be  kept  down.  He  is  not  at  all  sure 
that  the  problem  is  that  simple.  He  concludes: 
•‘It  is  doubtful  whether  it  is  desirable  or  even 
possible  for  a unilateral  decision,  either  of  govern- 
ment or  physicians,  or  hospitals,  to  resolve  these 
vexing  problems.  That  is  one  of  the  lessons  learned 
from  Medicare.” 

The  most  telling  comment  in  the  book  is  a quo- 
tation from  the  writings  of  Hannah  Arendt,  not 
one  of  the  authors.  Mrs.  Arendt,  with  character- 
istic astringency,  observes:  “The  disintegration 
process,  which  has  become  so  manifest  in  recent 
years,  the  decay  of  many  public  services,  of  schools 
and  police,  of  mail  delivery  and  transportation,  the 
death  rate  on  the  highways  and  the  traffic  prob- 
lems in  the  cities  — concern  everything  designed 
to  serve  mass  society.  Bigness  is  afflicted  with  vul- 
nerability, and  while  no  one  can  say  with  assur- 
ance where  and  when  the  breaking  point  has  been 
reached,  we  can  observe,  almost  to  the  point  of 
measuring  it,  how  strength  and  resiliency  are  in- 
sidiously destroyed,  leaking  as  it  were  drop  by 
drop  from  our  institutions.” 

Seebert  J.  Goldowsky,  m.d. 

* * * 

EXERCISES  IN  DIAGNOSTIC  RADIOLOGY. 

Volume  3 — BOXE,  by  Lucy  Frank  Squire, 

William  M.  Colaiace,  and  Natalie  Strutynsky. 

Philadelphia,  W.  B.  Saunders  Company,  1972. 

$4.95 

The  authors  in  this  volume  continue  their  x-ray 
teaching  series  of  “Exercises  In  Diagnostic  Radi- 
ology” following  the  pattern  set  in  their  similar 
previous  volumes  of  exercises  in  chest  and  abdomen 
with  this  third  volume  relating  to  bone. 

The  book  “Fundamental  of  Roentgenology”  by 
Luck  Frank  Squire,  one  of  the  authors  of  these 
exercises,  is  used  as  an  introduction  to  the  material 
in  this  workbook. 

The  problem-answer  format  on  page  spreads  is 
again  used,  and  this  helps  keep  the  student  in- 
terested in  the  material  presented. 

The  volume  is  divided  into  four  parts:  Part  I — 
A series  of  page  spreads  of  problems  with  clinical 
data.  These  problems  are  answered,  and  comparable 
normals  are  shown:  Part  II  — Shows  multiple 
problems  of  one  particular  area;  e.g.  spine,  to 
indicate  the  wide  range  of  disease  that  can  be 
found  in  one  area;  Part  III  — A didactic  consid- 
eration of  bone  growth  along  with  problems  relating 
to  bone  growth;  and  Part  IV  — A series  of  un- 
related problems  which  might  be  seen  in  ordinary 
daily  practice. 
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The  authors  readily  recognize  and  acknowledge 
that  the  volume  does  not  intend  to  be  “even  an 
abbreviated  survey  of  bone  disease”,  “but  the 
material  has  been  chosen  to  indicate  principles.” 

On  the  whole,  this  volume  as  well  as  the  pre- 
ceding volumes  of  exercises  provide  an  interesting 
format  for  student  participation  in  the  teaching 
process. 

Manuel  Horwitz,  m.d. 

* * * 

CONFESSIONS  OF  A GYNECOLOGIST  by 

Anonymous,  M.D.  Garden  City,  New  York, 

Doubleday  & Company,  Inc.  1972.  $7.95 

This  is  an  account  written  with  humor  and 
frankness  by  an  anonymous  obstetrician  and  gyne- 
cologist. As  a woman’s  doctor  he  has  encountered 
many  conditions,  such  as  wanted  and  unwanted 
pregnancies,  various  marriage  problems,  and  meno- 
pausal difficulties.  He  shows  in  actual  instances 
how  he  handles  these  and  other  situations  e.g.  “a 
sexy  patient”  or  a case  of  ‘‘husbanditis”. 

He  emphasizes  that  each  woman  is  a special  in- 
dividual and  must  be  treated  as  such  with  under- 
standing. There  should  be  no  feeling  of  embarrass- 
ment nor  any  blame  inferred.  Each  person  and  each 
problem  is  different. 

The  author  is  a real  admirer  of  women,  feeling 
that  they  face  reality  in  many  situations  better 
than  men. 

He  takes  note  of  new  advances  in  monitoring 
the  condition  of  mother  and  unborn  child  during 
labor,  the  present  (but  not  perfect)  methods  of 
birth  control  in  order  to  limit  the  population  ex- 
plosion. 

In  an  interesting  chapter  near  the  end  of  the 
book  he  tells  of  his  own  experience  in  becoming 
a Woman's  Doctor.  It  was  not  easy! 

In  closing  he  states  that  National  Health  In- 
surance will  not  solve  lack  of  sanitation,  the  poor 
nutrition,  or  the  crowded  rat-infested  housing  in 
the  slums.  There  are  many  things  to  be  done  before 
good  health  of  all  our  people  can  be  assured. 

Merle  M.  Potter,  m.d. 


PHOTO  CREDIT 

Through  an  oversight  credit  was  not  given 
in  the  January,  1973  issue  of  this  Journal  for 
the  four  illustrations  on  page  19  in  the  paper 
titled,  "Normal  Pressure  Hydrocephalus:  A 
Five  Year  Experience  at  Rhode  Island  Hospi- 
tal." Credit  for  these  illustrations  should  have 
been  given  to  the  Department  of  Nuclear 
Medicine  of  St.  Joseph's  Hospital.  We  regret 
this  oversight. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 
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PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/ or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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House  Of  Delegates  Of  The  Rhode  Island 
Medical  Society 


Report  Of  The  Meeting  Of  September 

20 , 1972 

A regular  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library,  Providence,  on  Wednesday,  Sep- 
tember 20,  1972.  The  meeting  was  called  to  order 
by  the  Speaker  of  the  House,  Dr.  John  Ham,  at 
8:06  p.m. 

Members  in  attendance  were:  Drs.  John  C.  Ham, 
Thomas  F.  Head,  David  Newhall,  Carl  V.  Ander- 
son, John  C.  Osenkowski,  Charles  S.  Dotterer, 
Richard  G.  Bertini,  David  R.  Hallmann,  Philip  J. 
Lappin,  Thomas  J.  Martin,  A.  John  Elliot,  James 
A.  McGrath,  Leonard  S.  Staudinger,  Robert  V. 
Lewis,  John  A.  Dillon,  Edmund  T.  Hackman, 
Stephen  J.  Hoye.  John  P.  Grady,  William  J.  Mac- 
Donald, Bertram  H.  Buxton,  Jr.,  Joseph  E.  Caru- 
olo,  George  V.  Coleman,  Dominic  L.  Coppolino, 
Martin  E.  Felder,  Martin  Feldman,  Constantine 
S.  Georas,  Frank  Giunta,  Herbert  F.  Hager,  Milton 
W.  Hamolskv,  Abraham  Horvitz,  Henry  M.  Litch- 
man,  Vincent  I.  MacAndrew,  Peter  Mathieu,  Jr., 
Raul  Nodarse,  Robert  P.  Sarni,  Guy  A.  Settipane, 
Richard  P.  Sexton,  William  R.  Thompson,  Wilson 

F.  Utter,  Elihu  S.  Wing,  Jr.,  Seebert  J.  Goldowsky, 
and  Arnold  Porter. 

Also  present  were:  Dr.  Hugo  Taussig,  Chairman 
of  the  Mental  Health  Committee  and  Dr.  Ken- 
neth Liffmann,  Chairman  of  the  Medical  Economics 
Committee,  Mr.  John  E.  Farrell,  Executive  Sec- 
retary, and  Mr.  Edward  J.  Lynch,  Assistant 
Executive  Secretary. 

Members  absent  were:  Drs.  Robert  E.  Baute, 
William  J.  O'Rourke,  Charles  B.  Round,  Joseph 
E.  Wittig,  Frederick  Peirce,  Jr.,  Paul  J.  M.  Healey, 
Joseph  L.  C.  Ruisi,  Erwin  Siegmund,  Francis  L. 
Scarpaci,  J.  Gerald  Lamoureux,  John  T.  Barrett, 
Nathan  Chaset,  Joseph  D.  DiMase,  Joseph  L. 
Dowling,  Jr.,  Herbert  Ebner,  Donald  P.  Fitzpat- 
rick, David  Freedman,  Edward  J.  Gauthier,  Alvin 

G.  Gendreau,  John  B.  Lawlor,  Ralph  F.  Pike, 
James  A.  Reeves,  George  H.  Taft,  Armand  D.  Ver- 
saci,  and  Joseph  E.  Cannon. 

APPROVAL  OF  MINUTES  OF  PREVIOUS 
MEETING 

The  Speaker  noted  that  the  minutes  of  the 
March  meeting  of  the  House  had  been  printed  and 
distributed  bv  the  Secretary. 


Action : A motion  was  made,  seconded  and 
voted  that  the  minutes  of  the  March  8,  1972 
meeting  of  the  House  of  Delegates  be  approved 
as  presented. 

REPORT  OF  THE  SECRETARY 

The  Secretary  read  his  report  which  was  in- 
cluded in  the  handbook. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Secretary  be  ap- 
proved and  placed  on  record. 

REPORT  OF  THE  TREASURER 
Dr.  John  P.  Grady,  Treasurer,  noted  that  his 
report  was  included  in  the  handbook  for  the  meet- 
ing. He  read  parts  of  the  report. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Treasurer  be  ap- 
proved and  placed  on  record. 

RECOMMENDATIONS  FROM  THE  COUNCIL 
Dr.  Stephen  J.  Hoye,  Secretary,  presented  recom- 
mendations from  the  Council,  and  the  following 
actions  were  taken: 

1.  Benevolence  Fund  Trustee 
The  House  elected  Dr.  David  Freedman  of 
(Continued  on  next  page) 
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Profile  "20" 


Results  in 

Lowering  Medical  Costs 
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Ph..  D B.S.  M.T.  (ASCP) 


Providence  for  a three-year  term,  until  1975  as 
a trustee  of  the  Benevolence  Fund. 

2.  Budget  and  Dues  for  1973 

The  House  approved  the  proposed  budget  for 
1973,  and  voted  that  the  annual  dues  for  active 
members  in  practice  more  than  a year  be  $100  in 
1973,  and  for  members  in  the  first  year  of  prac- 
tice, $50. 

3.  AM  A Delegate  and  Alternate  Delegate 
The  House  elected  Dr.  William  J.  MacDonald 

of  Providence  for  a two-year  term  until  1975  as 
delegate  to  the  American  Medical  Association  and 
Dr.  John  J.  Cunningham  of  Pawtucket  for  a two- 
year  term  until  1975  as  an  alternate  delegate. 

Dr.  Robert  V.  Lewis,  President  of  the  Society, 
commended  Dr.  Edmund  T.  Hackman  of  War- 
wick, outgoing  delegate,  and  Dr.  Seebert  J.  Gold- 
owsky  of  Providence,  outgoing  alternate  delegate, 
for  their  excellent  performance  during  their  terms 
in  office.  The  House  accorded  Doctors  Hackman 
and  Goldowskv  a round  of  applause. 

RESOLUTIONS 

The  Secretary  presented  two  resolutions  as  sub- 
mitted to  the  House  in  the  handbook  for  the  meet- 
ing, one  from  the  President  of  the  Society,  Dr. 
Robert  V.  Lewis,  and  one  offered  by  Dudley  .As- 
sociates, of  Providence. 

Action : A motion  was  made,  seconded  and 
voted  that  the  House  of  Delegates  approve  of  the 
resolution  from  Doctor  Lewis  supporting  the 
position  that  the  chiefs  of  services  should  clear- 
ly indicate  on  intern  and  'or  resident  contracts 
the  right  to,  or  not  to  engage  in  work  anywhere 
as  practicing  physicians  on  his  or  her  free  time, 
as  follows: 

RESOLUTION  ON  INTERNS  AND  RESIDENTS 
EXTRA  CURRICULAR  ACTIVITIES 

Whereas  the  Rhode  Island  Medical  Society  be- 
lieves that  intern  and  resident  programs  are  pri- 
marily educational,  and 

Whereas  any  permissible  extra  curricular  activ- 
ity of  an  intern  or  resident  should  in  no  way 
interfere  with  his  or  her  performance  in  the  pri- 
mary assignment,  therefore 

Be  It  Resolved  that  the  hospital  chiefs  of  serv- 
ices should  clearly  indicate  on  intern  and  'or  resi- 
dent contracts  the  right  to,  or  not  to,  engage  in 
work  anywhere  as  practicing  physicians  on  his 
or  her  free  time. 

Action : A motion  was  made  seconded  and 
voted  that  the  House  refer  for  further  clarifica- 
tion to  Dudley  Associates  its  resolution  that  the 
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House  endorse  the  concept  of  free  standing  am- 
bulatory operating  facilities  under  such  regula- 
tions as  proposed  by  the  Council  on  Medical 
Service  of  the  American  Medical  Association, 
and  that  it  request  the  Department  of  Health 
to  adopt  regulations  for  ambulatory  facilities 
in  esablishing  applicable  licensure  requirements. 

LONG  RANGE  PLANNING  REPORT 
Doctor  Lewis  noted  that  the  report  of  the  Long 
Range  Planning  Committee  was  included  in  the 
handbook.  The  House  discussed  various  sections 
of  the  report. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Long  Range  Plan- 
ning Committee  be  approved,  and  submitted  to 
the  membership  at  the  annual  meeting. 

REPORT  OF  THE  AMA  DELEGATES 
The  Speaker  pointed  out  that  the  report  of  the 
delegate  and  alternate  delegate  to  the  American 
Medical  Associaion  was  included  in  the  handbook. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  delegates  to  the 
American  Medical  Association  be  approved. 
COMMITTEE  REPORTS 

DELIVERY  OF  MEDICAL  CARE  COMMITTEE 
Dr.  Joseph  E.  Caruolo,  Chairman  of  the  Com- 
mittee on  the  Delivery  of  Medical  Care,  outlined 
the  work  of  his  committee  concerning  a question- 
naire which  will  be  forwarded  to  each  member  of 
the  Society  seeking  his  views  pertaining  to  the 
future  delivery  of  medical  care.  He  also  reported 
on  a recent  sampling  of  1 per  cent  of  the  state’s 
population  by  SEARCH  concerning  the  delivery 
of  medical  care,  and  on  a recent  proposal  of  Blue 
Shield  presented  to  the  committee  concerning  a 
prepaid  capitation  program  within  a Foundation 
concept. 

MEDICAL  ECONOMICS  COMMITTEE 

Dr.  Kenneth  A.  Liffmann  addressed  the  House 
concerning  a recent  meeting  of  his  committee  at 
which  representatives  of  the  St.  Paul  Fire  & 
Marine  (which  insures  approximately  50  per  cent 
of  the  membership  of  the  Society)  reported  that 
the  company  would  seek  a professional  liability 
premium  rate  increase.  Doctor  Liffmann  pointed 
out  that  the  current  Rhode  Island  rate  is  among 
the  lowest  in  the  country. 

He  also  explained  that  the  Blue  Cross-Blue 
Shield  premium  for  Society  members  would  be 
increased  for  the  next  fiscal  year,  November  1. 
1972-October  31,  1973  because  of  the  high  ex- 
perience factor  with  the  group  plan.  Doctor  Liff- 
( Continued  on  page  51) 
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protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 
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The  Department  of  Surgery  of  the  Roger  Williams  General  Hospital 

Presents 

The  Second  Annual 

Robert  H.  Whitmarsh  Oration 

MAY  9 and  10,  1973 


Bernard  Fisher , M.D.,  Surgeon-In-Chief , Pro  Tempore 

Professor  of  Surgery 
University  of  Pittsburgh 
School  of  Medicine 

WEDNESDAY,  MAY  9,  1973: 

7:30  A.M. — Surgical  Staff  Conference 

12:00  Noon— WHITMARSH  ORATION  — Bernard  Fisher , M.D. 

“Biological  Considerations  in  the  Management  of 
Primary  Breast  Cancer.” 

2:00  P.M. — Surgical  Staff  Presentations 

THURSDAY,  MAY  10,  1973: 

10:30  A.M.  — Papers  By  Staff  Surgeons 

12:00  Noon— CLINICOPATHOLOGICAL  CONFERENCE  — Ber- 
nard Fisher , M.D. 

All  Meetings  Will  be  Held  in  Kay  Auditorium 
at  the  Roger  Williams  General  Hospital 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradiuil  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
/xX  of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratorv 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal " patients. 

There  is  no  douht  that 
many  “atypical’’  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives.  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors' unawareness  of  the 
ingredients  a given  combin- 
ation  contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions  constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  ^>ld  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a rlifferent  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dl 
of  money.  I wish  we  coil 
agree  on  a “grandfatll 
clause”  approach  to  pre* 
rations  that  have  been  in  > 
for  a number  of  years  £ 1 
that  have  an  apparen|| 
satisfactory  track  record 
For  example,  I thil 
some  of  the  antibiotic  C(i 
bi nations  that  were  tail 
off  the  market  by  the  Flj 
performed  quite  well.  I 
thinking  particularly! 
penicillin  - streptomy] 
combinations  that  patic 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses'  time,  and  fe\f 
opportunities  for  dos;I 
errors.  To  take  sue! 
preparation  off  the  mar: 
doesn't  seem  to  be 
medicine,  unless  actual  *| 
age  showed  a great  deajl 


harm  from  the  injecti  j. 
(rather  than  the  pro r 
use)  of  the  combination) 
The  point  that  should  »i 
emphasized  is  that  thi 
are  both  rational  and  in 
tional  combinations, 
real  question  is,  who  shoi 
determine  which  is  whi 
Obviously,  the  FDA  ml 
play  a major  role  in  mi 
ing  this  determination,  i 
fact,  I don’t  think  it  i 
avoid  taking  the  ultimij 
responsibility,  but  it  shot 
enlist  the  help  of  outsJ 
physicians  and  experts  M 
assessing  the  evidence  ;l 
in  making  the  ultimate  4 
cision. 
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Vfaker  of  Medicine 


C Clarke  Wescoe,  M.D. 
President 

Yinthrop  Laboratories 


f two  medications  are 
•d  effectively  to  treat  a 
tain  condition,  and  it  is 
own  that  they  are  com- 
Itible,  it  clearly  is  useful 
p:l  convenient  to  [provide 
t-m  in  one  dosage  form. 
1 would  make  no  sense,  in 
I t it  would  be  pedantic, 
I insist  they  always  be 
| ^scribed  separately.  To 
[bid  the  appearance  of 
Idantry,  the  “expert”  de- 
les the  combination  be- 
ise  it  is  a fixed  dosage 
m.  When  the  “expert” 
okes  the  concept  of  fixed 
jisage  form  he  obscures 
|e  fact  that  single-ingre- 
■nt  pharmaceutical  prep- 
itions  are  also  fixed 
;age  forms.  By  a singular 
nantic  exercise  he  im- 
es  a pejorative  meaning 
the  term  “fixed  dose” 
lly  when  he  uses  it  with 
upect  to  combinations, 
mat  is  ignored  is  the  sim- 
|‘  fact  that  only  in  the 
i rest  of  circumstances 
es  any  physician  attempt 
titrate  an  exact  thera- 
| utic  response  in  his  pa- 
int. It  is  quite  possible 
lit  some  aches  and  pains 

!I1  respond  to  500  mg.  of 
firin  yet  that  fact  does 
it  militate  against  the  us- 
<!  dose  being  650  mg. 

The  other  semantic  ploy 
sen  called  into  play  is  to 
(scribe  a combination 
I xluct  as  rational  or  irra- 
i nal. 

Take  antibiotic  mixtures, 

!s  source  of  much  of  the 
ticism  generated  against 


combi  nations  generally. 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  fex- 
cluding  oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
bv  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but"  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed"  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


P M A 
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Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  1 02 c F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.* 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa. are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e  g , 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use) 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  momlial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ('‘Warnings'').  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings  ").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia. thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings  ")  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


'Indicated  in  inlections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  ol 
choice  In  the  treatment  of  any  staphylococcal  infection.  'Case  Report.  Clinical  Investigation  Department,  Lederle  Laboratories. 


.EDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  49) 
mann  also  indicated  that  the  outstanding  benefits 
derived  from  the  Major  Medical  Plan  were  unique 
and  only  made  available  through  the  Society. 

He  also  reported  that  the  local  Blue  Plans 
executives  feel  that  the  AMA  catastrophic  cover- 
age recently  announced  has  many  exclusions  and 
that  the  coverage  would  not  appear  to  be  advan- 
tageous to  the  membership  of  the  Society  in  view 
of  the  $30,000  coverage  under  the  major  medical 
program  here. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Medical  Economics 
Committee  chairman,  as  presented,  be  received. 

MENTAL  HEALTH  COMMITTEE 
Dr.  Hugo  Taussig  pointed  out  that  a resolution 
in  the  Mental  Health  Committee  report  asked  that 
no  insurance  plan,  public  or  private,  not  any  health 
care  and  maintenance  program  be  considered  as 
providing  “comprehensive  health  care”  unless  it  in- 
clude provisions  for  psychiatric  services  on  the 
same  level  with  all  other  medical  services. 

Action : A motion  was  made,  seconded  and 
voted  that  the  resolution  be  approved  along  with 
the  report  of  the  Mental  Health  Committee. 

PERINATAL  MORTALITY 
Dr.  Bertram  H.  Buxton,  Jr.,  chairman  of  the 
Perinatal  Mortality  Committee,  reported  on  an 
extensive  study  carried  on  with  the  assistance 
of  SEARCH  for  an  Analysis  on  Infant  Mortality 
in  Rhode  Island  which  has  recently  been  pub- 
lished. 

He  also  stated  the  committee  will  recommend 
a continuing  medical  education  program  regarding 
perinatal  mortality,  and  the  matter  will  be  brought 
to  the  attention  of  the  Boson  University  Medical 
School  faculty  with  the  request  that  doctors  be 
taught  how  to  prepare  documents  for  medical, 
legal  and  research  purposes. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  as  submitted  be  received, 
and  approved. 

OTHER  COMMITTEE  REPORTS 

The  Speaker  noted  that  there  were  several  re- 
ports submitted  for  the  information  of  the  House 
and  calling  for  no  special  action  by  the  House. 

Action : A motion  was  made,  seconded  and 
voted  that  the  reports  of  the  Committees  on 
Aging,  Continuing  Medical  Education,  Scientific 
Work  and  Annual  Meeting,  Nursing,  Emergency 
Medical  Services,  Maternal  Health.  Social  Wel- 
fare, Medical  Aspect  of  Sports,  Blood  Bank, 


publications,  Occupational  Health,  Alcoholism, 
Peer  Review,  Allied  Health  Professions  and  Serv- 
ices, Public  Laws,  and  Drug  Abuse  be  received 
and  placed  on  record. 

NEW  BUSINESS 

Doctor  Litchman  submitted  a motion  to  the 
House  that  no  resolution  submitted  to  the  House 
be  considered  unless  the  sponsor  of  the  resolution, 
or  his  representative,  is  present. 

Action : A motion  was  made,  seconded  and 
voted  that  the  sponsor  or  his  representative  must 
be  in  attendance  at  a House  of  Delegates  ses- 
sion in  order  for  the  resolution  to  be  consid- 
ered. 

APPRECIATION  OF  OPHTHALMOLOGISTS 

Dr.  Charles  Dotterer  delegate  from  Newport, 
expressed  for  the  Rhode  Island  Ophthalmological 
Society  its  appreciation  for  the  support,  both  moral 
and  financial,  to  the  ophthalmologists  in  their 
court  case  relative  to  the  use  of  drugs  by  optome- 
trists. 

ADJOURNMENT 

The  meeting  was  adjourned  at  10:13  p.m. 
Respectfully  submitted: 

Stephen  J.  Hoye,  m.d. 
Secretary 

(Continued  on  next  page) 

LEARY  LABORATORY,  INC 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin/Digitoxin 

• Plasma  Cortisol 

• Bi2  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 

Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 
Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 
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REMARKS  BY  THE  PRESIDENT  OF  THE  R.  I. 

MEDICAL  SOCIETY  TO  THE  BLUE  SHIELD  BOARD 
OF  DIRECTORS,  SEPTEMBER  18,  1972 

The  letter  addressed  to  members  of  the  Blue 
Shield  Board  of  Directors  from  Mr.  Arthur  F. 
Hanley  on  September  6,  1972  entitled  “Blue  Shield 
Guidelines  Proposed  by  Mr.  Denenberg”  deserves 
comment:  especially  since  the  material  was  again 
emphasized  on  page  4 of  the  Board  Bulletins  for 
September  12,  1972  by  an  editorial  summary,  using 
a single  quote,  “We  are  convinced  that  the  single 
most  essential  reform  to  be  made  in  Pennsylvania 
regarding  health  care  delivery  is  to  make  Blue 
Shield  truly  consumer  oriented".  Mr.  Denenberg 
again  received  publicity  in  Board  Bulletins  May 
18,  1972  on  page  3 by  the  quotation,  “he  also 
called  for  greater  consumer  control  of  Blue  Shield", 
and  further  in  the  same  issue  in  what  can  hardly 
be  called  objective  reporting  the  following  item  on 
page  3 “DOCTORS  WILL  STILL  PRESCRIBE 
FOR  PENNSYLVANIA  BLUE  SHIELD”. 

Last  year  at  exactly  this  same  time  at  Newport 
the  editorial  theme  was  the  composition  of  the 
Board  of  Directors  of  R.  T.  Blue  Shield.  Not  in 
Mr.  Hanley’s  letter  of  September  6,  or  in  the 
Board  Bulletin  of  May  18,  or  September  12,  or 
in  any  Board  Bulletin  is  mention  made  of  the  re- 
action of  the  Pennsylvania  Blue  Shield  Board  of 


Physicians'  Opportunities 

Practice  medicine  where  you'll  find 
beautiful  beaches,  clean  air  and  family 
happiness!  All  this,  plus  an  unlimited 
future  for  your  practice. 

Pinellas  County,  on  the  sparkling  West 
Coast  of  Florida  offers  an  ideal  life  style 
for  you  and  your  family.  Your  oppor- 
tunities are  unlimited.  100,000  people 
per  100  physicians.  Wide  range  of  work- 
ing arrangements.  Medical  offices  are 
now  available  directly  across  from  major 
medical  centers.  For  further  information, 
write  P.O.  Box  451,  St.  Petersburg, 
Florida,  33701. 


Directors  in  rejecting  Mr.  Denenberg’s  concept, 
nor  anywhere  the  slightest  publicity  given  to  the 
reaction  of  the  medical  society  of  the  state  of 
Pennsylvania  which  is  similar  to  our  own.  The 
Pennsylvania  County  Medical  Society  for  example 
has  called  for  an  impartial  judge  to  conduct  the 
hearings.  The  President.  R.  Robert  Tyson,  said, 
“We  agree  that  public  hearings  should  be  held 
on  rate  increases  requested  by  Blue  Shield.  These 
hearings,  however,  could  not  be  held  on  an  im- 
partial basis  by  a person  who  has  already  made 
up  his  own  mind,  and  who  by  his  own  admission 
has  decided  what  should  be  done  before  the  evi- 
dence has  even  been  presented”. 

Mr.  Denenberg  has  an  idee  fixee,  and  an  ob- 
sessive-compulsive desire  to  change  the  member- 
ship of  the  board  of  directors  and  has  refused  any 
action  cooperation,  or  rational  judgment  until  his 
whim  has  been  satisfied.  Dr.  Masland,  President 
of  the  Pennsylvania  Medical  Society,  said,  ‘‘If 
Blue  Shield  can  be  improved  it  should  be,  and 
physicians  will  support  any  equitable  improve- 
ments. If  it  is  possible  to  become  even  more  effi- 
cient in  serving  what  patients  and  providers  of 
care  require  in  insurance  plans,  such  efficiency 
should  take  place.  But  we  would  hope  that  the 
good  of  an  organization  is  something  upon  which 
to  build,  and  something  not  to  discard.  If  the 
insurance  commissioner  has  an  axe  to  grind  with 
physicians,  let  him  grind  away  so  long  as  he  does 
not  trample  the  best  interests  of  the  public  as 
he  pursues  his  personal  vendetta”.  Consumers 
should  be  and  are  on  Blue  Shield  boards  because 
it  is  the  public  that  Blue  Shield  serves,  but  phy- 
sicians and  others  involved  in  the  delivery  of  health 
care  are  another  segment  of  the  public  crucial  to 
the  plan.  “Medical  care  delivery  requires  public 
acceptance  and  cooperation  of  those  who  deliver 
it.  One  cannot  survive  without  the  other.  There 
is  a working  mix  on  the  Blue  Shield  board,  and 
we  want  it  to  continue  to  work.” 

The  Board  Bulletins  do  not  include  the  ludi- 
crous remarks  of  Mr.  Denenberg  — but  really 
not  any  more  ludicrous  than  many  of  his  other 
utterances  — that  if  Mr.  Denenberg  “got  sick, 
he  would  go  outside  of  the  country  for  medical 
care”.  It  is  incredible  how  far  obsessive-compulsive 
ideas  will  warp  judgment.  Dr.  Masland  responded 
to  this  irrational  outburst  on  Mr.  Denenberg’s 
part  “In  his  intemperate  cries  for  attention  the 
insurance  commissioner  may  be  serving  his  own 
needs,  but  certainly  not  the  best  interests  of  the 
people  of  Pennsylvania,  for  the  physicians  of  the 
(Continued  on  Page  75) 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "AH  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


We 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
arrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel  H-PG  treats 
companying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
ipleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 

1 promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
tmulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
tlladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel-PG 

Donnagel  with  paregoric  equivalent 
$ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
tropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
quivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
>•0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


ZIH-DOBINS 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  (3 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


cT’S’ 


& 


O'-V' 

.v-n-y 
v v <S"  o' 
. c , ,<b  ^ 

'-VJ>  <3® 


lect  the  Robitussin® 
lear-Tract”  Formulation 
lat  Treats  Your  Patient’s 
dividual  Coughing 
>eds: 

)BITUSSIN®  4 

)BITUSSIN  A-C®  4 

>BITUSSIN-DM®  4 

JBITUSSIN-PE®  4 

)UGH  CALMERS®  I 

tp  this  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AH'pOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolale 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 

Additional  information  available 
to  the  protession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Cardiac  Catherization 


Author  Presents  A Short  History  Of  Its 
Development  As  A Major  Diagnostic 
Procedure 


By  Stephen  M.  Jones 

In  1870  Adolf  Fick  described  a method  of  cal- 
culating cardiac  output  by  measuring  oxygen  or 
carbon  dioxide  content  in  the  arterial  and  mixed 
venous  blood.  These  measurements  were  combined 
with  either  total  oxygen  intake  or  total  carbon 
dioxide  elimination  by  the  lungs  per  unit  time. 
Claude  Bernard  had  realized  this  principle  earlier 
(1844-1845)  but  had  pursued  the  idea  no  further. 
Fick  attempted  to  gather  data  suitable  for  his 
theories,  but  had  encountered  a problem  obtaining 
mixed  venous  blood.  By  simply  drawing  blood 
from  the  veins  of  the  arms  or  legs  there  was  no 
assurance  that  the  sample  was  truly  mixed.  For 
sixty  years  nothing  could  be  done  about  this  prob- 
lem. No  one  could  find  any  method  of  obtaining 
a proper  venous  sample. 

THE  EARLY  YEARS 

In  1929  Werner  Forssmann5  published  the  re- 
sults of  a study  using  catheters.  Forssmann  noted 
that  during  cases  of  poisoning,  heart  collapse,  or 
narcotic  overdose  there  may  be  need  for  rapid 
effect  of  medication,  and  in  some  cases  intercardiac 
injection  might  be  necessary.  However,  punctur- 
ing of  the  heart  wall  is  hazardous  and  can  lead 
to  cardiac  tamponade  or  to  fibrillation,  sometimes 
fatal.  For  these  reasons  direct  intercardiac  injec- 
tion was  considered  a last  resort. 

STEPHEN  M.  JONES,  Student,  Brown  Univer- 
sity, Providence. 


Forssmann  did  his  experiments  on  dogs  and 
cadavers,  catherizing  them  for  the  purpose  of 
developing  a technique  of  dye  injection.  He  passed 
a catheter  through  the  veins  of  a cadaver,  and 
then  he  opened  up  the  body  to  see  where  the  cathe- 
ter had  gone.  The  next  step  was  to  pass  a catheter 
within  his  own  veins.  He  had  a colleague  expose 
his  arm  vein,  and  then  he  inserted  a number  four 
ureteral  catheter.  At  35  centimeters  his  colleague 
begged  him  to  stop  for  fear  of  the  consequence. 
Though  Forssmann  “felt  perfectly  fine”,  he  re- 
moved the  catheter.  A week  later  he  repeated  the 
experiment  on  himself  without  help.  The  catheter 
passed  all  the  way  to  his  right  auricle,  a distance 
of  65  centimeters.  He  verified  its  position  by  the 
use  of  x-ray  fluoroscopy  and  a mirror.  Forssmann 
described  the  experiment  as  causing  him  little 
pain.  Rather,  there  was  a slight  sensation  of  heat 
throughout  the  body,  and  at  one  point  he  had  a 
sensation  causing  him  to  cough.  Other  than  a 
slight  infection  at  the  entry  site  in  his  arm  there 
were  no  after-effects. 

One  major  concern  was  that  a foreign  object 
in  the  body  would  cause  injury.  During  World 
War  I metal  objects  had  been  left  within  bodies 
for  over  a month  with  no  visible  effects.  Also,  Volk- 
mann  had  left  a puncture  needle  within  a vein  for 
fifteen  minutes  without  deleterious  effect.  Forss- 
mann attempted  his  procedure  on  other  human 
(Continued  on  next  page) 
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subjects.  His  first  case  was  that  of  a man  with 
gastritis  and  a ruptured  appendix.  His  circulation 
was  impaired,  he  had  cyanotic  mottling  of  his  ex- 
tremities, his  pulse  was  wreak,  and  his  breathing 
was  shallow.  After  central  catheterization  glucose, 
water,  and  strophanthin  were  injected.  This 
strengthened  his  pulse  and  respirations,  although 
the  patient  died  of  his  infection.  Although  Forss- 
mann  had  done  his  work  for  the  purpose  of  in- 
jecting materials  into  the  heart,  he  recognized  the 
potential  of  using  catheters  for  circulatory  studies. 

As  long  ago  as  1844  Claude  Bernard  and  Fran- 
cois Magendie  had  passed  long  thermometers  into 
the  heart  in  the  same  general  manner  as  that  later 
used  by  Forssmann.  They  were  seeking  to  settle 
a debate  <on  heart  temperatures.  Lavoisier  had  con- 
cluded years  before  that  combustion  was  taking 
place  in  the  lungs  where  the  blood  came  into  con- 
tact with  the  inhaled  oxygen,  and  was  the  source 
of  body  heat.  Becquerel  and  Breschet  seemed  to 
confirm  this  by  demonstrating  that  the  blood  leav- 
ing the  heart  was  one  degree  higher  in  tempera- 
ture than  the  blood  entering  the  heart.  Magendie 
and  Bernard,  questioning  these  results,  passed 
thermometers  directly  into  the  heart  and  found 
that  blood  in  the  right  ventricle  was  in  fact  slight- 
ly warmer  than  that  in  the  left  ventricle.  This 
provided  conclusively  that  blood  going  to  the  lungs 
has  a slightly  higher  temperature  than  blood  leav- 
ing the  lungs.  Therefore,  the  lungs  could  not  be 
the  source  of  body  heat. 

In  the  year  following  Forssmann;s  publication 
Otto  Klein  of  Germany  reported  eleven  successful 
placements  of  a catheter  into  the  right  side  of 
the  heart  in  eighteen  attempts.  In  three  of  these 
cases  Klein  was  able  to  establish  for  the  first  time 
an  arteriovenous  oxygen  differential.  This  work 
had  been  going  on  in  Prague  simultaneously  with 
Forssmann's  without  his  knowledge.  Klein  traveled 
to  the  United  States  and  attempted  to  convince  a 
group  in  Boston  that  his  technique  was  useful 
for  gathering  blood  samples  from  different  areas 
of  the  heart.  However,  he  was  met  with  skepticism 
as  to  its  value.  Had  they  listened,  the  practice  of 
cardiac  catheterization  might  have  become  com- 
mon usage  ten  years  earlier  than  was  actually  the 
case.  He  then  headed  South  and  attempted  to  set 
up  his  own  laboratory. 

It  wras  not  until  1941-42,  some  twelve  years 
later,  that  Andre  Cournand  and  Dickinson  W. 
Richards  of  Bellevue  Hospital  in  Xew  York  City 
began  to  publish  their  material  on  heart  catheteri- 


zation that  led  to  so  much  work  in  the  following 
years.  During  the  nineteen-thirties  catheters  were 
used  for  injecting  dyes  into  various  parts  of  the 
circulatory  system,  including  the  great  vessels. 
Pulmonary  arteriograph  had  first  been  performed 
by  Professor  Lopode  Carvalho  and  Doctor  An- 
tonio E.  Moinz  of  Portugal  in  1931.  Efforts 
at  making  their  techniques  feasible  and  practical 
were,  for  the  most  part,  in  vain  during  the  early 
nineteen-thirties.  Carvalho  and  Moniz  injected 
radiopaque  sodium  iodide  directly  into  the  heart 
through  a catheter. 

THE  BEGINNINGS  OF  ANGIOGRAPHY 

In  1938,  however,  Robb  and  Steinberg  injected 
an  organic  iodine  compound  known  as  3,5-di-iodo- 
pyridon  acetic  acid  diethanolamine  (iodopyracet) 
or  Diodrast®,  a reddish  substance  used  in  70  per 
cent  aequous  solution.  They  injected  the  dye  peri- 
pherally to  enable  it  to  pass  through  the  heart 
and  lungs  in  a normal  circulatory  pattern.  This 
also  allowed  them  time  to  activate  equipment  after 
the  injection  before  it  reached  the  heart.  Until 
1938  there  had  been  no  method  of  visualization 
of  the  heart  chambers  that  worked  well.  The  tech- 
nique of  Robb  and  Steinberg  gave  very  good  re- 
sults, visualizing  the  superior  vena  cava  and  the 
aorta.  The  chambers  of  the  heart  and  the  ven- 
tricular wall  were  also  clearly  visible.  The  injec- 
tion itself  had  to  be  completed  within  a two  second 
time  period.  Three  to  five  seconds  later  the  filling 
of  the  right  auricle,  right  ventricle,  and  pulmonary 
artery  branches  could  be  seen.  Anywhere  from  six 
to  sixteen  seconds  later  the  left  chambers  were 
visualized.  This  technique  was  used  for  many  years 
following  the  exact  specifications  of  Robb  and 
Steinberg. 

The  basic  idea  is  still  in  common  use,  because 
of  the  use  of  indwelling  arterial  needles  and  cathe- 
ters the  only  pain  to  the  patient  is  a sensation  of 
intense  heat  shortly  after  the  dye  is  injected.  This 
technique  was  better  than  direct  cardiac  injection 
for  two  reasons.  Short  catheters  allowed  the  Dio- 
drast® to  travel  a distance  before  it  reached  the 
heart.  Also,  once  the  catheter  was  in  the  artery 
or  vein  there  was  no  further  discomfort  other  than 
the  temporary  feeling  of  warmth.  Direct  injection 
into  the  vein  would  cause  pain  which  would  irri- 
tate the  patient  causing  his  circulatory  pattern  to 
change  and  increasing  the  chance  of  harm. 

COURNAND'S  WORK 

Andre  Cournand,  a medical  graduate  of  the  Uni- 
versiity  of  Paris,  came  to  the  United  States  in 
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1920  as  a young  doctor.  In  the  mid-1930’s  he  was 
introduced  to  Dickinson  W.  Richards,  who  at  that 
time  was  working  at  Bellevue  Hospital  in  New 
York  City.  Seeking  to  investigate  the  problem  of 
shock,  they  requested  space  at  Bellevue  for  a 
study  of  emergency  room  patients  suffering  from 
that  condition.  Cournand  and  Richardson  planned 
to  build  their  work  upon  the  foundation  of  Can- 
non’s monograph  on  shock  published  in  1923  and 
based  on  data  from  research  done  during  the  First 
World  War.  Space  was  granted  and  the  project 
got  underway.  It  was  known  that  during  shock  the 
basal  metabolism  is  depressed  and  a state  of  acido- 
sis exists.  The  amount  of  oxygen  in  the  venous 
blood  is  also  diminished.  While  these  facts  had 
been  known,  the  most  important  finding  from  Can- 
non’s wartime  studies  was  that  shock  following 
an  injury  was  regularly  associated  with  a marked 
loss  of  circulating  blood  volume.  Cannon  and  others 
had  actually  measured  this  difference,  thus  dis- 
proving the  theory,  popular  at  the  time,  of  vaso- 
motor exhaustion.  The  vascular  bed  during  shock 
is  in  a state  of  vasoconstriction  rather  than  vaso- 
dilation, as  it  would  have  to  be  to  support  the 
exhaustion  theory.  Cournand  and  Richards  estab- 
lished a basic  technique  for  catheterizing  the  right 
heart  in  human  subjects  to  measure  blood  volume 
and  pressure.  This  technique  was  developed  in 
1940-41  and  was  described  in  these  words: 

“These  measurements  (pressure  and  volume) 
were  achieved  by  means  of  a long  ureteral  catheter 
introduced  into  a median  basilic  vein  and  thence 
passed  along  axillary  and  subclavian  veins  into 
the  right  auricle”.4  The  danger  most  feared  was 
thrombosis  or  embolism.  For  eight  years  Cournand 
and  Ranges  had  experimented  with  animals.  Their 
one  attempt  in  man  up  to  that  time  had  been  un- 
successful. Finally  in  1941  the  technique  was  per- 
fected, and  many  hundreds  of  cases  were  done  in 
man  with  no  complications. 

It  was  concluded  that  the  oxygen  content  of 
auricular  blood  sampled  in  this  manner  was  a true 
representation  of  mixed  venous  blood  if  the  tip 
of  the  catheter  was  placed  close  to  the  tricuspid 
valve.  Also,  subsequent  samples  differed  by  no 
more  than  0.5  per  cent.  While  the  carbon  dioxide 
readings  were  not  always  as  consistent,  the  oxygen 
readings  were  more  than  adequate  for  proper 
evaluation. 

A sample  case  done  in  1940  by  Cournand  and 
Ranges  yielded  these  data: 


Patient:  Age  61;  Weight  53  kg;  Height  180  cm 
Body  Surface  Area  1.66  square  meters 
Carcinoma  of  the  Stomach 
12/31/40 

ventilation  7.77  lit  min,  dry  gas  0°C,  760  mm  Hg. 
C02  output  2.47% — 192  cc/min 
02  intake  2.89% — 225  cc/min 
R.Q.  .854 

C02  content  vols  %:  Mixed  Venous  Blood  54.7 
Arterial  Blood  51.2 

A.-V.  difference  3.5 

02  content  vols  %:  Mixed  Venous  Blood  10.0 
Arterial  Blood  14.0 

A.-V.  difference  4.0 

R.  Q.  from  blood  samples  C02  A-V  diff. 

='875 

Cardiac  Output:  liters/minute 

192 

C02  A-V  difference  = 3.5  = 5.49 

02  A-V  difference  = 225 

4.0  = 5.63 

Cardiac  Indix  3.35  lit/sq  meter  of  Body  Surface  Area 
Heart  Rate  per  minute  = 70  Stroke  Volume  = 79.5  cc 

The  Fick  principle  depends  upon  measurement 
of  carbon  dioxide  or  oxygen  in  arterial  blood  and 
in  mixed  venous  blood.  Also  oxygen  intake  or  car- 
bon dioxide  output  are  measure  for  a predeter- 
mined time  period.  The  formulae  used  are: 

1.  Cardiac  Output  (ml.  per  min.)  = 

02  intake  (ml/min)  X 100 


Arterial  02  (vol  % — Venous  Dx  (vol  %) 

2.  Cardiac  Output  (ml  per  min  = 

C02  intake  (ml/min)  X 100 


Venous  C02  (vol  %)  — Arterial  C02  (vol  %) 

Oxygen  blood  content  has  been  shown  to  yield 
more  reliable  cardiac  output  determinations  than 
does  carbon  dioxide.  It  has  also  been  found  that 
one  to  two  minutes  for  a gas  expiration  bag  sample 
is  too  short  a time  to  assure  a reliable  sample.  A 
longer  time  period  is  recommended  where  feasible 
without  irritating  the  patient.  It  is  essential  that 
all  blood  samples  from  different  portions  of  the 
heart  as  well  as  the  gas  expiration  sample  be  taken 
at  the  same  time. 

From  these  studies  Cournard  and  Richards 
found  that  patients  suffering  from  post-injury  shock 
have  a blood  flow  of  less  than  two-thirds  the  nor- 
mal flow.  In  measuring  this  flow,  as  well  as  the 
pressures  in  the  heart  and  vessels,  Cournand  and 
Richards  used  Fick’s  derivation.  Thus  seventy 
years  after  Adolf  Fick  derived  his  equations  for 
cardiac  output,  they  were  finally  put  to  practical 
use.  Cournand  studied  hundreds  of  cases  using 
this  technique  with  virtually  no  difficulty. 

(Continued  on  next  page) 
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BLOOD  VOLUME  DETERMINATION 

Among  their  reports  the  basic  findings  are  that 
the  ‘‘pressure  of  blood  in  the  right  auricle  of  a 
normal  anaesthetized  mammal,  lying  supine,  varies 
around  a mean  value  of  slightly  less  than  zero  or 
atmosphere.”28  They  further  stated  that  “pressure 
in  the  great  veins  shows  a gradual  increase  as  one 
passes  peripherally”.  With  the  successful  develop- 
ment of  this  technique  cardiac  catheterization  for 
the  purpose  of  determining  cardiac  output  took  a 
giant  step  forward.  The  next  logical  step  seemed 
to  be  to  question  the  Fick  principle  and  devise  a 
new  method  of  determination.  Henderson  and  Hag- 
gard described  a method  of  measurement  of  ethyl 
iodide  in  the  blood  following  injection.  Samples 
weie  taken  at  different  locations  and  at  different 
times.  In  their  method  the  patient  was  required 
to  breathe  through  a mouthpiece  which  tended 
to  irritate  the  patient  and  affect  the  results.  Starr 
and  associaes31  used  a modified  method  which  did 
not  improve  results.  The  low  readings  for  ethyl 
iodide  in  returning  blood  could  not  be  explained. 
Starr  then  turned  to  a new  device  for  measuring 
the  heartbeat,  the  ballistocardiograph,  as  a means 
of  determining  cardiac  output.  Very  sensitive  in- 
struments recorded  the  movement  of  the  body  on 
a balanced  table  reflecting  the  heart  beat;  from 
these  data  cardiac  output  could  be  calculated.  It 
was  accepted  by  some  as  a feasible  alternative  to 
Fick's  principle  and  catheterization,  since  Fick  s 
method  required  true  mixed  venous  blood  and  up 
to  that  time  no  way  of  obtaining  it  had  been  de- 
vised. 

In  the  words  of  Cournand,  however:  “The  stu- 
dent of  this  method  (ballistocardiograph)  is  faced 
first  with  the  problem  of  recording  these  forces 
unaltered.  He  is  confronted  then  with  a choice 
among  the  physical  entities  related  to  movement 
of  the  blood,  i.e.,  variations  in  the  mass  and  ac- 
celeration, secondary  vibrations,  instantaneous 
flow  intensity,  etc.,  and  with  the  most  difficult 
problem  of  working  out  a general  formula  relating 
the  recorded  forces  and  the  chosen  physical  en- 
tities, a problem  of  Analytical  Dynamics  requiring 
a profound  knowledge  of  this  branch  of  higher 
mathematics.  The  last  difficulty  is  finally  to  derive 
a practical  formula  for  the  calculation  of  cardiac 
output,  a formula  which  may  be  applicable  to  all 
possible  variations  of  the  stroke  volume  in  health 
and  disease.”4  On  the  other  hand,  he  felt  that 
“differences  among  proponents  of  the  second 
method  (Fick)  are  of  a less  serious  nature,  dealing 


chiefly  with  minor  considerations  concerning  tech- 
niques.” 

Cournand  still  leaned  heavily  toward  the  Fick 
principle  and  catheterization.  In  1942  Cournand, 
Ranges,  and  Riley9  compared  the  results  of  ballisto- 
graphy  and  a direct  Fick  method  for  measuring 
cardiac  output  in  man.  The  ballistocardiograph 
gave  readings  that  were  14.4  per  cent  smaller  than 
simultaneous  ethyl  iodide  readings  done  on  normal 
subjects.  Standard  basal  conditions  were  not  ob- 
tained in  using  the  ballistocardiograph;  and,  pos- 
sibly, that  is  one  reason  why  the  results  were  so 
poor. 

Cournand  and  co-workers  wrote:  “The  deter- 
mination of  cardiac  output  by  the  direct  Fick 
method,  although  difficult,  is  based  on  fundamental 
physiological  principles  and  has  checks  within  it- 
self”. Accuracy  by  this  method  is  very  high.  As 
long  as  all  procedures  are  done  carefully,  the  re- 
sults are  reasonably  reliable.  The  balistocardio- 
graphic  method  reies  upon  an  estimation  of  the 
internal  cross-section  of  the  aorta.  Tables  relating 
age,  body  surface  area,  and  size  of  the  aorta  were 
compiled  from  autopsy  results.  A small  error  in 
this  estimation  results  in  appreciable  error.  Re- 
sults of  this  comparison  study  by  Cournand  et  al. 
showed  that  “cardiac  output  as  determined  by  the 
direct  Fick  method  was  found  to  be  larger  by  18.5 
per  cent  than  the  value  calculated  from  the  bal- 
listocardiogram, using  Bazett’s  tables*  for  the  in- 
ternal cross-section  of  the  aorta.” 

VENOUS  CATHETERIZATION 

In  1947  Dexter11-13  published  a series  of  papers 
on  studies  he  had  been  carrying  out  on  patients 
with  congenital  heart  disease.  Cournand’s  method 
of  catheterization  had  been  used  with  slight  modi- 
fications to  adapt  it  to  possible  altered  results  due 
to  a diseased  heart.  Whereas,  in  a normal  heart 
blood  samples  from  the  pulmonary  artery  are  “true 
mixed  venous  blood”,  it  was  found  that  in  con- 
genital heart  patients  it  was  often  impossible  to 
obtain  mixed  blood  if  the  tip  of  the  catheter  was 
placed  near  a shunt.  Application  of  the  Fick  prin- 

*Bazett  and  co-workers3  reported  studies  on  the  cir- 
culation rate  in  1935.  They  cite  the  work  of  Suter 
who  did  autopsies  and  compiled  data  on  body  sur- 
face area,  and  the  diameter  of  the  aorta  (among 
other  measurements).  For  five  to  eight  years  these 
data  were  used  as  a primary  source  for  estimating 
size  of  the  aorta  and  from  this  the  stroke  volume. 
Bazett  believed  that  Suter  had  not  taken  into  ac- 
count distention  of  peripheral  arteries  and  veins,  as 
well  as  of  the  aorta,  and  that  the  results  could  be 
unreliable  to  some  extent. 
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ciple  to  data  from  congenital  heart  patients  hence 
is  no  more  than  an  approximation. 

Dexter  and  associates  studied  venous  catheteri- 
zation as  a possible  diagnostic  aid.  They  found 
that  this  technique  was  a highly  successful  tool 
in  congenital  heart  disease  patients  as  long  as  the 
physician  kept  in  mind  the  allowances  that  must 
be  made  due  to  the  effect  of  shunts  or  some  other 
malfunctioning  on  blood  flow  and  oxygen  content. 
Dexter  then  measured  pressures  in  the  chambers 
of  the  heart  and  in  the  pulmonary  artery.  He  found 
great  differences  in  the  pressure  waves  in  the  right 
auricle  and  right  ventricle.  Knowledge  of  the  pres- 
sures in  the  different  chambers  is  very  important 
in  determining  pulmonary  stenosis. 

The  last  of  Dexter’s  monographs  was  on  the  use 
of  venous  catheterization  for  investigating  a num- 
ber of  heart  and  circulatory  diseases.  With  the  use 
of  catheters  Dexter  measured  a shunt  of  approxi- 
mately 7.6  liters  per  minute  in  a man  with  patent 
ductus  arteriosus.  In  passing  a catheter  into  the 
right  ventricle  Dexter  found  that  the  catheter 
moved  into  the  aortic  arch  and  then  into  the  de- 
scending aorta,  a sign  of  septal  defect.  The  ob- 
servations led  to  a diagnosis  of  Tetralogy  of  Fallot, 
the  basic  lesion  of  which  is  pulmonary  stenosis. 
Venous  catheterization  permitted  Dexter  and 
others  to  diagnose  heart  defects  much  more  read- 
ily. All  the  answers,  however,  are  not  provided  by 
this  technique.  The  shunt  must  be  large  enough 
to  produce  a noticeable  oxygen  difference,  and  the 
placement  of  the  catheter  must  be  under  fluoro- 
scopic control.  Venous  catheterization,  a large  step 
forward,  certainly  not  the  last  word,  was  the  sig- 
nificant contribution  of  the  nineteen-forties. 

ACCESS  TO  THE  LEFT  VENTRICLE 

In  the  early  fifties  the  need  for  a method  of 
catheterizing  the  left  side  of  the  heart  became  evi- 
dent. There  was  no  direct  way  to  diagnose  diseases 
in  that  area.  Outward  signs  above  were  quite  in- 
adequate. Other  than  visualization  by  thora- 
sectomy,  an  impractical  approach,  methods  of 
catheterization  of  the  left  side  of  the  heart  were 
sought.  Left  arterial  catheterization  was  first  per- 
formed by  transbronchial  left  atrial  puncture  by 
J.  Facquet  annd  others  in  1952.  One  year  later 
Olov  Bjork5  devised  a method  of  transthoracic 
left  atrial  puncture,  which  was  later  modified  to 
permit  insertion  of  a plastic  catheter.  This  allowed 
Bjork  to  gain  access  to  the  left  ventricle  and  the 
aorta.  A right  thorasectomy  was  then  performed, 
following  which  puncture  was  made  opposite  the 
left  atrium  at  the  seventh  or  eighth  intercostal 


space.  The  thorasectomy  was  at  that  time  neces- 
sary for  safety  purposes.  Bjork  inserted  the  needle 
10-14  centimeters  into  the  atrium  with  continual 
checking  by  fluoroscopy.  At  times  the  catheter 
passed  through  the  azygos  vein,  which  caused  a 
negligible  hematoma.  The  catheter  even  at  times 
passed  through  the  esophagus  into  the  left  heart. 

In  1959  this  technique  was  modified  to  a trans- 
septal  puncture  which  used  a 70  cm  long  plastic 
sheathed  needle  passed  through  the  saphenous  vein 
into  the  right  atrium.  The  needle  was  aimed  post- 
eromedially  and  pushed  quickly  so  that  it  punc- 
tured the  interatrial  septum  and  entered  the  left 
atrium.  This  technique  permitted  two  studies  at 
one  time,  although  it  required  ligation  of  the  sa- 
phenous vein. 

As  of  1960,  there  were  three  primary  methods 
of  catheterizing  the  left  ventricle.  The  first,  which 
is  also  the  most  frequently  used,  requires  passage 
of  the  catheter  used  in  the  septum  puncture  down 
through  the  mitral  valve.  This  will  work  satis- 
factorily if  the  tip  of  the  catheter  is  curved  into 
a loop.  A second,  more  dangerous,  method  is  that 
of  direct  puncture  of  the  left  ventricle.  This  re- 
quires a more  perfect  placement  of  the  needle,  but 
ultimately  gives  less  information.  The  last  method, 
retrograde  catheterization,  involves  passage  of  a 
catheter  along  the  femoral  or  branchial  artery  and 
then  into  the  aorta. 

GENERAL  CONSIDERATIONS 

From  all  of  this  work  a few  simple  rules  emerge. 
The  most  important  requirement  is  to  cause  as 
little  pain  as  possible.  Following  injection  of  a 
local  anaesthetic  at  the  puncture  site  there  should 
be  no  further  pain.  If  care  is  taken,  no  pain  will 
be  caused  by  passage  of  the  catheter.  It  is  well 
for  someone  to  sit  at  the  patient's  head  to  comfort 
him  and  calm  his  nervousness.  Pain  and  fear  bring 
an  increased  pulse,  a change  in  breathing,  and 
obviously  error  in  the  results. 

The  placement  of  the  catheter  tip  is  also  impor- 
tant. The  tip  must  be  placed  in  such  a location 
that  it  is  actually  drawing  mixed  venous  blood. 
The  optimum  position  has  been  found  to  be  one 
or  two  centimeters  above  the  diaphragm,  with 
the  tip  pointed  medially. 

Exhalation  collections  are  an  integral  part  of 
the  calculation  of  cardiac  output.  A measurement 
of  one  or  two  minutes  is  not  considered  adequate, 
although,  with  a sick  patient  or  one  in  shock  a 
period  too  much  longer  causes  irritation.  Many 
laboratories  use  a three  minute  collection  time 
(Continued  on  next  page) 
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and  find  it  satisfactory.  Also,  in  using  Fick’s 
equations  measurements  of  oxygen  content  are 
usually  much  more  reliable  than  those  of  carbon 
dioxide  content.  Normal  ranges  have  been  deter- 
mined after  many  hundreds  of  catheterizations. 
In  individual  cases  the  age  and  health  of  the  sub- 
jects will  alter  the  results  from  this  norm.  A 
proper  diet  and  exercise  increase  the  quality  of 
the  results  just  as  chronic  nervousness  and  tension 
affect  them  adversely. 

SUMMARY 

Catheterization  developed  as  a method  of  tem- 
perature measurement  and  progressed  to  a level 
of  high  sophistication.  The  experiments  of  Forss- 
mann,  Klein,  and  Cournand  were  basic,  but  com- 
puters programmed  to  utilize  Fick's  equations  now 
perform  the  computations.  In  hospitals  all  over 
the  world  hundreds  of  catheterizations  are  now 
performed  daily. 

Research  continues  in  many  centers  around  the 
world,  including  the  catheterization  laboratory  in 
Columbia’s  College  of  Physicians  and  Surgeons, 
where  Cournand  and  Richards  did  much  of  their 
early  work.  In  conversations  with  Andre  Cour- 
nand* I found  that  he  is  still  pursuing  improve- 
ments in  technique;  but  more  importantly  con- 
tinues his  efforts  to  spread  the  knowledge  and  use 
of  these  techniques  to  more  and  more  areas. 

Direct  heart  injections  can  now  be  achieved 
within  five  seconds  after  the  vein  is  entered,  and 
no  longer  does  the  chest  have  to  be  opened  to 
observe  the  heart. 

What  was  considered  a chancy  operation  even 
in  the  early  forties  — only  thirty  years  ago  — is 
now  a routine  procedure  in  many  cardiology  de- 
partments. It  is  a technique  that  can  save  lives 
where  there  was  often  no  hope  before.  Claude  Ber- 
nard's beginning  has  come  a long  way.  Where 
will  it  go  from  here? 
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Consultation  In  Child  Psychiatry 


The  Roles  Of  Consultants  In  Child  Psy- 
chiatry Are  Defined  And  Illustrated 


By  The  Committee  on  Child  Psychiatry  of  Child- 
hood and  Adolescence 

I.  INTRODUCTION 

Child  psychiatry,  or  at  least  child  psychiatrists, 
have  perhaps  entered  to  a less  than  expectable 
degree  into  the  mainstream  of  medical  and  health 
practice  in  the  State  of  Rhode  Island.  Yet  through 
a variety  of  child  psychiatric  services,  child  psy- 
chiatry has  been  present  in  Rhode  Island  since 
1925,  and  child  psychiatrists  are,  in  fact,  involved 
in  consultant  roles  in  many  settings.  It  is  the  pur- 
pose of  this  paper  to  inform  the  general  medical 
community  with  regard  to  this  work. 

For  the  year  1971-72  the  project  assumed  by 
the  Committee  on  Psychiatry  of  Childhood  and 
Adolescence  of  the  Rhode  Island  District  Branch, 
American  Psychiatric  Association,  was  an  explor- 
ation of  the  role  of  child  psychiatrist  as  con- 
sultant. To  carry  out  this  project  the  Committee 
recruited  nine  active  child  psychiatrists  in  the 
community  to  serve  as  resource  persons  in  dis- 
cussion groups  centering  on  the  subject  of  consul- 
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tation.  From  these  discussion,  groups  the  Commit- 
tee has  distilled  a number  of  observations.  It 
feels  that  the  final  product  may  also  be  useful  and 
interesting  to  anyone  involved  in  administration 
and  consultation,  general  medical,  as  well  as  mental 
health. 

In  such  settings  as  child  guidance  clinics  the 
team  approach  to  diagnosis  and  treatment  in  child 
development  problems  became  established.  In  this 
process  child  psychiatrists  experienced  all  the  ad- 
ministrative and  integration  problems  which  arise 
when  people  of  differing  backgrounds,  training, 
experience,  and  disciplines  must  be  brought  to- 
gether to  work  for  common  goals.  This  experience 
serves  the  child  psychiatrist  in  his  consultant  role. 

Example 

Valerie,  a 12  year  old  white  girl,  was  referred 
to  a child  guidance  clinic  in  November  by  her 
school  because  she  was  shy,  withdrawn,  and  rela- 
tively noncommunicative.  In  the  course  of  the 
diagnostic  study,  it  appeared  that  the  girl  had 
been  improving  before  the  referral  was  made. 
There  were  some  communication  problems  in  the 
family,  but  actually  in  view  of  the  family  his- 
tory the  parents,  especially  her  stepmother,  were 
doing  a remarkably  fine  job.  From  the  point 
of  view  of  potential  psychopathology  the  girl 
should  have  been  autistic.  Psychologic  studies 
showed  a fairly  healthy  maturing  girl. 

(Continued  on  next  page) 
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A conference  was  requested  with  key  school 
personnel.  Only  two  out  of  seven  showed  up 
despite  what  we  felt  was  adequate  communica- 
tion by  us  to  them.  It  appeared  that  a special 
active  state  program  had  been  begun  the  previ- 
ous September  in  the  school  system  with  an  un- 
integrated. heterogeneous  group  of  part-time  pro- 
fessionals from  a variety  of  backgrounds  pro- 
fessionally, ethnically,  and  socially  and  of  vary- 
ing ages.  The  school  itself  was  in  a section  of 
the  state  where  urban  people  of  one  ethnic  back- 
ground were  “invading”  a stronghold  of  de- 
social workers  were  feeling  great  frustration  in 
was  requested  so  that  ali  could  be  present.  (The 
child  psychiatrist,  by  this  request,  was  serving 
as  an  unofficial,  not  contracted-for  consultant.) 
At  the  second  meeting  all  seven  appeared. 

It  was  learned  that  there  had  been  little  or 
no  preparation  for  the  ‘ invasion”  of  the  school 
by  the  "modernizers"  in  September.  Finally,  it 
was  learned  that  the  team  was  pressured  "from 
above”  to  get  going  and  produce  results  and 
prove  its  worth.  There  had  been  much  non- 
verbalized  tension  and  a lack  of  communication 
that  by  February  (the  time  of  our  meetings 
with  them)  was  just  beginning  to  be  resolved. 
The  new  group  in  its  “do  good  now”  had  by- 
passed the  semi-integrated,  entrenched,  incum- 
bent group  in  order  to  deal  directly  with  parents 
and  children.  (Ideas  change  faster  than  people.) 

By  referring  Valerie  with  her  symptom  of  lack 
of  communication  the  school  had  unwittingly 
and  inadvertently  highlighted  its  own  internal 
problem.  Valerie's  “improvement”  coincided  al- 
most pari  passu  with  the  improvement  in  the 
school's  internal  communication.  They  had  set 
up  weekly  conferences  of  the  old  and  new  on  a 
regular  weekly  basis.  This  was  learned  in  the 
second  meeting  of  the  clinic’s  diagnostic  team 
with  the  seven  members  of  the  school  personnel. 

II. 

General  and  specific  ideas  and  situations  were 
discussed  according  to  the  background  and  experi- 
ence of  the  resource  psychiatrists.  A central  ques- 
tion returned  to  consistently  was  "What  makes  for 
a good  consultant?”  A good  consultant  (in  the 
eyes  of  the  consultants)  is  one  who,  aware  of  his 
identity  and  role,  is  generally  supportive,  does  not 
take  sides,  and  is  not  jockeyed  into  taking  sides  if 
sidetaking  pressures  are  present,  as  they  often  are. 
Some  anger  was  expressed  at  institutions  and  “the 
establishment”  in  its  various  forms,  and  much  sym- 


pathy for  those  designated  as  scapegoats  by  the 
establishment.  For  example,  some  consultants  felt 
that  on  occasion  attempts  are  made  to  use  them 
as  judges  whose  judgments  will  give  sanction  to 
getting  rid  of  “offensive”  people. 

Example 

The  psychiatrist  is  asked  to  evaluate  and  make 
recommendations  to  commit  an  elderly  patient 
to  a nursing  home  since  she  has  no  relatives  and 
is  unable  physically  to  manage  by  herself  which 
she  had  been  able  to  do  until  her  admission  for 
a fractured  pelvis  which  now  does  not  require 
further  hospitalization. 

The  patient  is  described  as  belligerent,  dis- 
turbed, aggressive  and  “illogical'’.  She  is  not  in- 
formed of  the  psychiatrist’s  visit  “because  it 
would  further  upset  her"  so  that  when  the  psy- 
chiatrist identifies  himself,  she  responds  with 
immediate  anger. 

When  this  initial  problem  is  overcome,  it  be- 
comes clear  that  this  woman  has  always  been 
extremely  self-sufficient  and  “proud”  and  that 
she  has  become  irate  because  of  the  lack  of  in- 
formation about  her  condition  and  the  urgent 
need  for  appropriate  care  which  she  obviously 
cannot  provide  for  herself  and  that  she  is  just 
not  going  to  be  "cast  out”,  forgotten,  or  “sent 
to  a dying  hole”.  She  is  not  psychotic  and, 
therefore,  requires  no  psychiatric  commitment 
as  such.  She  is  informed  of  this,  which  seems 
to  be  met  with  considerable  relief,  but  she  is 
confronted  with  the  necessity  for  voluntary  ad- 
mission to  a nursing  facility.  The  note  written 
into  the  record  describes  the  situation  as  men- 
tioned and  closes  with  the  comment  that  “if 
the  patient  refuses  to  voluntarily  go  to  the  nurs- 
ing home,  it  is  suggested  that  a commitment 
for  medical  reasons  should  be  done.  It  is  felt 
that  the  dignity  of  the  patient  would,  thus,  be 
better  served  without  adding  the  burden  of  a 
psychiatric  diagnosis”. 

III. 

Consultation  must  be  differentiated  from  super- 
vision and  therapy.  Therapy  is  a patient-therapist 
relationship  openly  contracted  for.  The  patient 
seeks  out  the  therapist  for  help  for  himself.  Al- 
though historically  consultation  in  the  mental 
health  field  involved  a therapeutic  relationship 
with  the  consultee,  the  consensus  was  that  con- 
sultation is  not  therapy. 

Supervision,  contrasted  with  therapy,  is  hier- 
archic. Someone  with  greater  skill,  training,  or 
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both  oversees  someone  with  lesser  skill.  The  super- 
visee is  treating,  in  direct  relationship,  a third 
person.  It  is  understood  that  the  supervisor  will 
not  do  therapy  with  the  one  being  supervised.  This 
is  a different  kind  of  contract  from  that  of  the 
patient-therapist.  This  supervisor  helps  the  thera- 
pist understand  the  process  of  therapy  (resistances 
and  transferences),  and  to  avoid  countertransfer- 
ences which  may  interfere  with  that  process.  He 
also  helps  the  therapist  retain  his  own  identity 
during  the  stresses  of  the  therapeutic  process. 
Again,  although  historically  consultation  has  at 
times  been  identified  with  supervision,  the  consen- 
sus was  that  consultation  is  not  supervision.  The 
following  exemplifies  supervision,  though  it  entails 
coordination  of  more  than  the  work  of  one  super- 
visee: 

Example 

An  adolescent  girl  and  her  mother  were  being 
seen  separately  by  two  social  work  therapists. 
The  father  had  died  several  years  prior  to  their 
seeking  help.  Since  then  mother  and  daughter 
had  become  embroiled  in  a hostile  competition 
regarding  a young  man,  in  which  mother  was 
forbidding  daughter  contact,  seemingly  unaware 
of  the  jealousy  that  she  herself  was  feeling.  Both 
social  workers  were  feeling  great  frustration  in 
dealing  with  the  actions  of  their  clients.  The 
supervisor’s  role  was  to  allow  them  to  ventilate 
this,  thus  enabling  them  to  work  constructively 
with  the  patients.  The  need  to  grieve  father’s 
death  was  pointed  out,  and  it  was  suggested  that 
mother,  daughter,  and  both  social  workers  have 
joint  conferences  from  time  to  time  where 
mother-daughter  interaction  could  be  focussed 
on.  It  has  been  important  for  the  supervisor  to 
be  sympathetic  to  the  therapists’  frustration  and 
recognize  the  limits  of  what  can  be  achieved 
as  well  as  to  point  out  that  they  are  helping  to 
stabilize  a very  difficult  situation. 

Finally,  consultation  is  the  use  of  a specialist 
in  his  restricted  field  of  knowledge  and  experience 
by  an  agency,  institution,  or  individual  which 
has  responsibility  for  a broader  and  deeper  area 
of  living  than  that  of  the  specialist.  Among  such 
areas  of  living  are  education,  occupation,  hospitali- 
zation, child  rearing,  and  community  interactions. 
IV. 

In  attempting  to  define  the  functions  of  a con- 
sultant (in  child  psychiatry)  one  runs  into  some 
confusion.  In  a general  hospital  the  general  psy- 
chiatric consultant  would  interview  the  referred 
patient  and  write  a note  about  the  session.  Finally, 
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he  would  list  suggestions  about  handling,  perhaps 
request  psychological  or  additional  laboratory 
studies,  and  as  indicated  recommend  other  consul- 
tants, e.g.  neurologist.  The  child  psychiatrist’s  job 
as  consultant  in  a general  hospital  adds  a further, 
and  often  more  important  component,  i.e.,  the 
bringing  together  and  integrating  of  the  various 
professionals  concerned  for  present  handling  and 
long-range  planning  of  continued  care  to  the  child 
(and  family). 

Example 

The  child  psychiatrist  consultant  is  asked  by 
the  pediatrician  (as  it  turns  out  because  of  in- 
sistent requests  of  the  nursing  staff)  to  evaluate 
the  situation  of  a child  who  had  been  in  the 
hospital  for  a number  of  weeks  and  who  is  dying. 

The  interview  with  the  child  brings  forth 
the  presence  of  strong  denial  mechanisms  to- 
gether with  frequent  demands  of  the  staff  which, 
if  not  met,  result  in  expressions  of  anger  or 
tears.  It  is  frequently  noted  in  the  record  that 
the  parents  are  “difficult  to  deal  with”,  and  in- 
consistent in  their  visiting  as  well  as  critical  of 
the  staff.  The  nurses  on  the  various  shifts  ap- 
pear to  be  functioning  in  a rather  ambivalent 
way  toward  this  child  and  his  parents,  a source 
of  considerable  distress  to  them  since  “it  does 
not  happen  with  any  other  patients”. 

The  child  psychiatrist  consultant  brings  to- 
gether the  personnel  from  all  three  shifts  who 
are  involved  with  the  child.  The  function  of  the 
child  psychiatrist  consultant  in  this  instance  is 
to  attempt  to  bring  to  the  awareness  of  the  staff 
the  anguish  they  are  experiencing  in  relationship 
to  the  hopelessness  of  the  case  and  their  help- 
lessness. They  must  recognize  that  since  their 
primary  commitment  is  toward  the  relief  of  pain 
and  the  preservation  of  life,  that  a feeling  of 
futility  and  failure  is  operating  and  interfering 
with  the  appropriate  handling  of  the  case. 

V. 

The  first  step  in  consultation  is  the  setting  up 
of  a contract.  Clues  to  some  of  the  contract  prob- 
lems may  be  gained  from  the  first  contact:  How 
was  the  initial  request  made,  when,  by  whom,  how, 
and  why  you  (the  particular  child  psychiatrist) 
have  been  approached.  Given  that  the  consultant 
has  the  time  and  interest  to  become  involved,  he 
sets  up  an  appointment  so  that  a dialogue  of  ex- 
ploration in  becoming  acquainted  begins.  Who 
wants  what  from  whom,  for  whom,  at  what  fee, 
and  what  frequency?  In  the  goulash  of  expecta- 
( Continued  on  next  page) 
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tions,  the  consultant  is  alert  consistently  to  indi- 
cate and  clarify  the  areas  that  are  none  of  his  busi- 
ness. (His  ability  thus  to  say  “no’'  without  feeling 
anxious,  helps  the  others  nonverbally  to  accept 
their  limitations  with  less  anxiety.)  At  about  this 
point  the  consultant  begins  to  feel  whether  or  not 
a trusting  teamwork  relationship  can  be  set  up. 

In  one  or  more  discussions  aimed  at  defining 
the  contract,  roles,  and  identities,  expectations  and 
limitations  are  spelled  out  as  concretely  as  possible, 
hopefully  to  mutual  satisfaction.  Sooner  or  later, 
without  enhancing  resistances,  the  consultant  states 
what  he  will  be.  Tact  indicates  that  this  be  done 
without  overt  confrontation,  that  is,  without  a 
take-it-or-leave-it  attitude  that  might  polarize  the 
relationship. 

The  consultant  may  find  that  the  agency  is  not 
able  or  ready  to  use  him,  or  that  certain  parts  are 
not  ready.  He  may  find  it  advisable  to  suggest 
some  preliminary  help,  i.e.,  didactic  lectures,  train- 
ing groups,  or  seminars,  in  order  to  work  toward 
the  later  use  of  consultation.  A consultant  may 
also  find  that  he’s  not  the  right  person  for  the 
agency  and  may  therefore  say  so. 

If  a nonmedical  agency  (school,  family  agency) 
is  accustomed  to  the  usual  hospital-type  of  consul- 
tation (patient  is  seen  by  the  psychiatrist,  findings 
and  recommendations  are  presented  to  the  agency), 
the  result  may  be  an  inefficient  and  insufficient  use 
of  the  consultant. 

It  might  be  clearer  to  call  him  a “Resource  Psy- 
chiatrist for  Emergency  Situations”  for  disposition 
problems  and  definite  psychiatric  problems  which 
are  referred  for  brief  evaluation  or  continuing  care. 
(Some  members  of  the  committee  said  that  in  their 
experience  so-called  emergencies  reflect  more  the 
anxiety  of  the  caretaker  than  the  anxiety  of  the 
client.)  In  such  an  emergency  the  consultant  and 
administrator  and  staff  might  have  to  meet  a num- 
ber of  times  to  clearly  define  the  needs  and  ex- 
pectations of  the  agency  and  correlate  them  with 
the  consultant’s  function  in  the  agency. 

Example 

In  a family  agency  where  psychiatric  consul- 
tation had  been  provided  by  means  of  direct  in- 
terviewing of  patients,  it  required  considerable 
effort  and  patience  on  the  part  of  a new  con- 
sultant to  change  that  firmly  established  image 
to  a more  far-reaching  approach. 

The  time  which  was  limited  to  two  hours  per 
week  was  eventually  utilized  for  “case  presen- 
tations and  discussions"  of  situations  which  were 


problematic  to  the  agency  or  the  individual  coun- 
selor. Other  times,  it  centered  on  topics  of  in- 
terest to  the  homemaker,  such  as  the  chronically 
ill  patient  or  the  dying  patient  in  reference  to 
the  reactions  of  the  homemakers  and  staff.  Gen- 
eral topics  were  discussed  before  or  after  specific 
cases  were  presented,  sometimes  related  to  the 
case  and  sometimes  unrelated.  The  total  experi- 
ence was  one  of  learning,  broadening  of  view’s, 
some  self-awareness,  and  a freer  interchange 
among  the  staff. 

It  is  hoped  that  in  the  course  of  the  dialogue 
mutual  respect  and  liking  — as  is  fitting  among 
peers  — occur  despite  differences.  Thus,  even  if 
no  contract  is  established  and  there  is  a disengage- 
ment of  the  contracting  parties,  there  will  not  be 
residual  hard  feelings  and  the  future  use  of  the 
same  or  another  consultant  is  not  blocked. 

VI. 

The  consultant  should  be  prepared  for  “func- 
tional deafness”  in  others:  The  requesting  agency 
is  feeling  anxious  in  the  face  of  some  crisis  that 
it  feels  unable  to  handle,  needs  help  for,  and  thinks 
it  should  be  able  to  handle  without  outside  help. 
There  may  be  undue  resentment  at  needing  psy- 
chiatric help.  The  presence  of  the  consultant  may 
relieve  the  anxiety  of  the  others  wrho  may  then  be 
able  to  hear  him.  He  may  need  to  relieve  anxiety 
continuously  or  at  intervals  thereafter. 

If  a consultant  comes  into  a rigidly  organized 
institution  and  can  get  to  be  liked  and  trusted, 
this  may  result  in  his  eventually  being  able  to  play 
more  literally  the  role  of  a consultant,  or  at  least 
prepare  the  way  for  his  successor  to  play  the  ap- 
propriate role. 

Example 

In  a local  college,  there  is  increased  student 
concern  with  the  problem  of  drug  use  and  abuse 
in  the  campus.  The  students  decide  to  set  up  a 
Drug  Information  Center.  A 24-hour  a day  tele- 
phone service  is  installed.  The  students  realize 
fairly  soon  that  they  are  not  only  getting  calls 
about  drugs,  but  also  about  personal  crises.  A 
consultation  with  the  psychiatrist  brings  to  the 
attention  of  the  students  that  the  counselling  and 
information  service  they  provide,  requires  pro- 
fessional supervision  if  they  are  to  be  effective, 
particularly  in  the  area  of  “crisis  intervention”. 
A plan  is  worked  out  wrhereby  the  psychiatrist 
“listens  to  the  listeners”  and  sessions  are  sched- 
uled from  time  to  time  with  the  student  in- 
volved. 
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The  results  are  as  follows: 

a) .  Although  the  students  are  initially  quite 

pleased  with  the  servicee  they  render  in 
their  “crisis  intervention  center”,  they  even- 
tually realize  their  limitations  and  re-orient 
their  services  more  towards  referral  to 
available  community  services. 

b) .  As  the  drug  problem  in  campus  wanes  and 

the  students  are  better  informed,  eventually 
the  Drug  Information  Center  closes. 

c) .  The  students  then  become  seriously  in- 

volved in  regular  discussion  with  the  ad- 
ministration and  other  resource  persons  in 
the  campus.  Committees  are  set  up  to  look 
into  the  overall  counselling  services:  i.e., 
Academic,  Social,  Vocational,  Health,  Re- 
ligion, and  others.  With  the  very  active 
participation  of  the  psychiatric  consultant, 
a more  effective  and  useful  communication 
among  all  the  counselling  services  develops. 
The  consultant  must  not  be  so  enthusiastic  about 
the  potential  in  his  being  used  that  he  fails  to  be 
sensitive  to  the  agency’s  fears  of  change,  its  power 
structure,  its  way  of  doing  things,  and  its  percep- 
tion of  the  psychiatrist  as  judge  and  moralist,  as 
expert  in  insanity,  and  as  encourager  of  unlimited 
permissiveness.  The  thought  which  may  underlie 
resentment  for  the  consultant’s  having  been 
“dragged  in”  may  be  the  self-condemning  “Why 
didn’t  I think  of  that”. 

VII. 

The  role  of  the  consultant  (no  matter  how  the 
contract  is  set  up)  may  in  practice  be  restricted 
by  the  power  structure  of  the  institution,  the  in- 
flexibility, or  both,  of  individuals  at  various  levels 
(resistance  to  change,  misperception  of  threat).  To 
accomplish  something,  he  may  wind  up  giving 
emotional  support  to  those  in  direct  contact  with 
the  client  and  with  whom  some  rapport  is  possible. 
For  example,  in  certain  settings  disciplinary  fig- 
ures may  not  be  approachable,  but  counsellors  and 
the  like  may  respond  favorably  to  support. 

Example 

At  a local  Family  Planning  Agency,  there  is 
increased  concern  with  teen-age  pregnancies.  The 
Medical  Advisory  Board  in  conjunction  with  the 
Executive  Board  appoint  the  psychiatric  con- 
sultant to  look  into  the  problem  and  the  possi- 
bilities for  some  adequate  service. 

The  psychiatric  consultant  suggests:  “Teen- 
age pregnancies  are  not  prevented  by  contracep- 
tion alone  . . . but  by  education  as  well”.  A 


teenage  center  is  established  where  regularly 
scheduled  meetings  are  held.  At  these  meetings 
the  teenagers  are  given  a series  of  films  and  lec- 
tures on  sexuality  accompanied  by  “rap  sessions” 
conducted  by  a trained  social  worker  who  meets 
regularly  with  the  psychiatrist. 

The  teenage  program  is  successful.  Attendance 
to  the  rap  sessions  increases  and  it  is  the  feeling 
of  the  people  involved  and  others,  that  a good 
service  is  being  provided  to  the  teenagers  in  the 
community. 

VIII. 

The  setting  cannot  be  changed  directly  by  the 
consultant;  it  has  to  change  itself  if  changes  are 
to  last.  The  consultant,  as  a catalyst,  may  facili- 
tate change.  But  he  does  not  take  an  active  part 
and  avoids  telling  others  what  to  do,  since  this  is 
demeaning  and  implies  that  the  other  is  ignorant 
and  not  to  be  trusted.  The  consultant  must  also 
avoid  playing  the  hot-shot  interpreter  (miracle- 
worker  rescue  complex).  He  should  not  be  over- 
whelming. He  should  use  any  focus  on  behavior 
as  a means  of  directing  attention  toward  an  under- 
standing of  emotions  and  motivations,  without  let- 
ting this  be  confused  with  excusing,  defending  or 
justifying. 

IX. 

The  following  is  a list  of  points  brought  up  by 
the  resource  psychiatrists,  reformulated  as  ques- 
tions, and  applicable  to  most  consultative  situa- 
tions: 

1.  Out  of  what  motivational  components  did 
the  decision  to  ask  for  a consultant  arise? 

2.  What  are  the  primary  functions  of  the  agency 
requesting  consultation? 

3.  Who  are  the  individuals  involved? 

4.  What  is  their  relationship  to  each  other? 

a.  What  nonverbal  contracts,  understand- 
ing, rules  and  regulations  govern  their 
relationships? 

b.  Who  is  paying  whom  and  what  power 
lies  in  this? 

5.  What  sources  of  anxiety  are  there  above  the 
presenting  question  or  complaint? 

6.  What  is  their  understanding  and  attitude 
about  psychiatry  in  general  and  psychiatrists 
in  particular?  And  about  child  psychiatry 
and  child  psychiatrists?  How  much  fear  and 
anger?  Fear  of  mind  reading,  of  awareness 
of  or  exposure  of  personal  foibles?  Anger 
at  needing  outside  help?  Anger  and  fear  lest 
critical  judgments  be  made? 

(Concluded  on  page  86) 
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Characteristic  Findings  May  Result 
From  Extensive  Surgical  Removal  Of 
Bowel,  Exclusion  Procedures , Or  En- 
teropathy 


By  John  R.  Stuart,  M.D. 

The  small  bowel  syndrome  comprises  the  signs 
and  symptoms,  deficiencies,  and  complications 
which  develop  in  a patient  functionally  deprived 
of  a large  portion  of  the  small  bowel.  This  may 
be  the  result  of  a single  or  multiple  resections,  sur- 
gical exclusion,  or  severe  enteropathy.  The  early 
literature  relating  to  this  syndrome  consisted 
mainly  of  case  reports  of  small  bowel  resections 
usually  done  for  trauma,  vascular  accidents,  or 
volvulus.  Some  of  these  patients  had  also  under- 
gone a partial  colectomy  or  gastrectomy. 

EXTENSIVE  BOWEL  RESECTION 

The  first  report  is  that  of  Koeberle  who  in  1881 
described  the  resection  of  205  cm  of  small  bowel 
from  a 22  year  old  female1.  In  1888  Senn  used  the 
term  extensive  to  denote  removal  of  200  cm  or 
more  of  the  small  bowel2.  This  represented  approxi- 
mately one  third  of  the  small  bowel  and  was 
thought  to  be  the  maximum  resection  compatible 
with  safety. 

JOHX  R.  STUART,  M.D.,  of  Providence,  Direc- 
tor, Division  of  General  Surgery , Roger  Williams 
General  Hospital , Providence,  Clinical  Instructor, 
Division  of  Biological  and  Medical  Sciences,  Brown 
University. 

Presented  at  the  First  Robert  H.  Whitmarsh  Oration, 
April  20,  1972  at  the  Roger  Williams  General  Hos- 
pital. 


Since  the  literature  of  the  early  1900's  there 
has  been  ample  evidence  that  resection  of  50  to 
60  per  cent  is  compatible  with  normal  existence3. 
Resections  approaching  75  per  cent  will  have  good 
results  in  the  majority  of  cases.  Terms  such  as 
massive,  extensive,  or  radical  have  been  used  to 
describe  small  bowel  resections.  There  is  variation 
in  the  extent  of  resection  indicated  by  these  terms; 
actual  measurement  is  essential.  Dreesman  in  1899 
stated  that  it  was  more  important  to  measure  the 
intestine  remaining  rather  than  that  excised4.  It  is 
now  customary  to  measure  both  segments.  The 
length  of  the  portion  remaining  is  usually  meas- 
ured by  means  of  an  umbilical  tape  along  the  anti- 
mesenteric  border.  The  resected  specimen  is  usually 
measured  by  the  pathologist.  Since  the  small  bowel 
is  an  elastic  organ,  its  measurement  is  not  easy.  If 
it  is  necrotic,  it  may  be  very  difficult  to  measure. 
The  remaining  intestine,  which  has  a natural  tonus 
and  peristalsis,  also  presents  difficulties. 

Authorities  have  varied  opinions  as  to  the  length 
of  the  small  bowel  (Fig.  I)5.  The  duodenum,  as 
the  name  implies,  is  12  finger  breadths  in  length, 
or  25  cm.  The  jejunum  and  ileum,  although  ob- 
viously different  in  appearance  at  their  extremities, 
subtly  merge  with  each  other.  The  jejunum  is 
usually  considered  to  be  the  first  two  fifths  of  the 
small  bowel,  whereas  the  ileum  is  the  distal  three 
fifths. 
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Small  Intestine 


Morris  700  cm 

Bockus  610  cm 

Gray  698  cm 

Haymond  657  cm 

(1,100  adults— 21%  ft) 

Duodenum — 25  cm — excluded 

Figure  1 

The  specific  segment  of  small  bowel  resected  is 
also  important,  as  diverse  areas  serve  different 
functions.  Jensenius  in  19456  and  Kremen  in  19547 
found  that  in  the  dog  sacrifice  of  the  proximal 
bowel  was  much  better  tolerated  than  sacrifice  of 
the  distal  bowel.  Since  then,  more  definitive  func- 
tions of  the  three  portions  of  the  small  bowel  have 
been  documented  (Fig.  2).  As  with  the  anatomy 
of  the  small  bowel,  function  and  absorption  are 
grossly  different  at  the  respective  ends,  while  some 
functions  merge  in  the  mid-portion. 

Small  bowel  bypass  or  exclusion  is  now  part  of 
the  surgical  armamentarium  for  either  weight  or 
cholesterol  reduction.  The  short  bowel  syndrome 
may  occur  in  these  patients. 

VASCULAR  OCCLUSION 

When  a mesenteric  vascular  accident  is  sus- 
pected, early  operation  is  very  important.  It  will 
reduce  the  postoperative  mortality  and  increase 
the  possibility  of  finding  a viable  segment  of  small 
bowel.  All  necrotic  bowel  must  be  resected.  If  the 
bowel  is  of  questionable  viability,  arterial  fluo- 
roscein  injection  with  ultraviolet  illumination  may 
delineate  bowel  with  good,  poor,  or  no  circulation. 

A portion  of  the  mesenteric  small  bowel  is  nec- 
essary for  survival.  Patients  with  duodenocolostomy 
fare  poorly,  the  average  survival  being  10  months3. 
The  length  of  mesenteric  small  bowel  necessary 
for  survival  is  difficult  to  ascertain.  Between  20 
and  45  cm  will  probably  permit  survival  with  a 
fair  to  poor  result8.  If  resection  of  bowel  with 
questionable  viability  is  likely  to  result  in  very 
little  or  no  mesenteric  small  bowel  remaining,  con- 
sideration may  be  given  to  preserving  this  bowel 
with  a view  to  re-exploring  in  24  hours.  However, 
jeopardy  of  the  patient’s  life  is  usually  not  war- 
ranted simply  to  avoid  potential  nutritional  prob- 
lems. 

REGIONAL  ENTERITIS 

In  regional  enteritis  conservation  of  bowel  is 
also  a key  principle.  Initial  resections  should  have 
margins  of  about  10  cms.  Surgery  for  recurrence 
should  be  more  conservative.  If  mesenteric  nodes 
are  removed,  care  must  be  taken  to  avoid  injury  to 
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Figure  2.  Absorption  of  various  substances  in  di- 
verse areas  of  the  bowel.  (From  Colcock,  BP,  and 
Braasch  JW:  Surgery  of  the  Small  Intestine  in  the 
Adult.  Philadelphia,  W.  B.  Saunders  Co.,  1968,  p. 
24.) 

mesenteric  vessels.  The  question  of  resection  versus 
retention  of  ‘‘skip  areas'’  is  best  resolved  on  a 
very  conservative  basis.  The  primary  treatment 
of  regional  enteritis  should  be  medical  with  a view 
to  avoiding  massive  resections,  if  possible.  Patients 
in  fact  compensate  more  effectively  for  staged  re- 
sections than  for  single  resections  of  equal  magni- 
tude. The  worst  thing  that  can  happen  to  these 
patients  is  not  two  or  three  operations. 

Patients  with  extensive  small  bowel  resection 
develop  gastric  hypersecretion9.  If  surgery  is  re- 
quired for  peptic  ulcer  disease,  a gastroduodenos- 
tomy  is  preferable  to  a gastrojejunostomy  in  order 
that  no  duodenal  absorption  will  be  lost. 

CLINICAL  FINDINGS 

The  clinical  picture  of  a patient  with  small  bowel 
resection  will  vary  according  to  the  extent  of  the 
resection,  condition  of  the  remaining  intestine, 
associated  surgery  such  as  partial  colectomy  or 
gastrectomy,  age,  and  general  physical  and  mental 
health  of  the  patient. 

At  one  extreme  of  this  clinical  spectrum  is  a 
patient  described  by  Kinney  in  1962s.  This  patient, 
a 21  year  old  male,  required  a duodenocolostomy 
(Continued  on  next  page) 
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for  midgut  volvulus.  His  clinical  course  during  a 
13  month  follow  up  period  is  described  in  the  re- 
port. Three  fat-free  meals  per  day  and  hourly 
tube  feedings  of  100  ml  each  were  required.  As  a 
calculated  risk  parenteral  codeine,  the  only  agent 
which  decreased  his  diarrhea,  was  given.  The  pa- 
tient was  taught  to  insert  his  own  feeding  tube  and 
inject  his  codeine.  Five  hundred  ml  of  whole  blood 
were  required  every  two  months.  Mineral,  vitamin, 
and  trace  element  supplements  were  necessary. 

At  the  other  extreme  would  be  a patient  with  a 
significant  resection  manifesting  no  nutritional  de- 
ficiencies and  little  diarrhea  or  steatorrhea. 

PATHOGENESIS 

A rapid  transit  time  and  lack  of  absorptive  sur- 
face have  long  been  accepted  as  reasons  for  diar- 
rhea and  steatorrhea  in  these  patients.  In  the  past 
decade  bile  salt  deficiency  has  been  shown  to  be 
another  mechanism  responsible  for  these  symp- 
toms. Bile  salts  are  synthesized  in  the  liver  from 
cholesterol,  conjugated  with  certain  amino  acids, 
and  passed  into  the  duodenum  where,  due  to  their 
detergent  properties,  they  form  micellular  solu- 
tions. Bile  acids  activate  pancreatic  lipase,  and  the 
products  of  liposis  are  also  placed  into  micelles 
suitable  for  absorption.  Thus  dietary  fats  are  di- 
gested, dissolved,  and  subsequently  absorbed. 

The  proximal  small  bowel  is  the  major  site  of 
lipid  digestion  and  absorption.  Bile  salts  then  pass 
along  the  small  bowel  and  are  themselves  absorbed 
by  an  active  transport  system  in  the  ileum.  So 
efficient  is  this  piocess  that  less  than  five  per  cent 
of  the  bile  salts  escape  reabsorption  to  be  lost  in 
the  feces.  The  absorbed  bile  salts  then  return  to 
the  liver  and  are  again  secreted  to  complete  the 
enterohepatic  circulation.  Usually  two  such  cycles 
of  the  bile  pool  occur  per  meal. 

Ileal  reabsorption  and  recirculation,  rather  than 
hepatic  synthesis,  is  the  major  factor  in  maintain- 
ing the  bile  salt  pool  in  man.  Patients  with  diseased 
or  absent  lower  small  bowel  will  fail  to  reabsorb 
sufficient  bile  salts10.  This  interruption  of  the  en- 
terohepatic cycle  will  result  in  the  following  events: 

1)  Initially  increased  hepatic  synthesis  of  bile 
salts  will  compensate  for  this  fecal  loss.  In  this 
manner  loss  of  20-30  per  cent  of  the  bile  pool  will 
be  restored.  Losses  in  excess  of  this  cannot  be 
compensated  for,  as  hepatic  synthesis — normally 
small— is  quite  limited11'  12 ; bile  salt  deficiency 
with  insufficient  intraluminal  micelle  formation 
and  steatorrhea  will  result.  Partially  digested  fats, 
fatty  acids,  and  soaps  will  irritate  the  oolonic  mu- 
cuso  and  cause  diarrhea13. 


2)  More  bile  salts  will  reach  the  large  bowel. 
Bacterial  action  here  will  form  secondary  bile 
acids,  some  of  which  will  block  colonic  wrater  and 
electrolyte  absorption,  while  others  will  produce 
secretion  of  water  and  electrolytes.  The  large  bowel 
can  absorb  about  3L  of  fluid  per  day.  Its  mucosa, 
however,  secrets  8L  into  the  lumen.  Therefore,  a 
total  of  11L  must  be  absorbed  for  a net  transfer 
of  3L.  Failure  of  fluid  and  electrolyte  transport 
in  the  colon  due  to  bacterially  transformed  bile 
salts  wall  result  in  diarrhea13’ 14’  15. 

A paradox  is  present.  There  are  less  bile  salts 
in  the  small  bowel  where  they  are  needed  and 
more  in  the  large  bowel  where  they  cause  prob- 
lems. The  cathartic  properties  of  bile  salts  have 
long  been  known.  They  have  also  been  used  to  treat 
ileus16. 

A decreased  bile  acid  pool  will  predispose  to 
cholelithiasis  in  some  patients  and  ethnic  groups. 
The  Indians  of  the  southwestern  United  States 
have  been  found  to  have  a markedly  decreased  bile 
acid  pool  in  association  with  lithogenic  bile17’ 18. 
Dissolution  of  gallstones  in  patients  has  occurred 
when  a primary  bile  acid  was  given  by  mouth. 
This  expanded  the  bile  acid  pool,  increased  its 
solubility  potential,  and  slowly  dissolved  in  situ 
calculi19. 

Thus  far,  cholelithiasis  in  patients  with  extensive 
small  bowel  resection  has  not  been  found.  Per- 
haps the  low  or  no  fat  diet  given  to  these  patients 
is  an  effective  deterrent. 

The  ileocecal  valve  complex  of  the  terminal  ileum 
and  the  cecum  have  been  termed  the  “water- 
wringers”  of  the  body.  Surgical  loss  of  these  struc- 
tures will  aggravate  diarrhea  by  an  increase  in 
stool  water  and  a decrease  in  transit  time. 

After  significant  small  bowel  resection  stools  are 
persistently  acid.  Hydrochloric  acid  is  not  com- 
pletely neutralized  or  absorbed13.  Acid  stools,  fatty 
acids,  plus  fatty  soaps  and  bile  salts  with  their  de- 
tergent actions  will  cause  marked  irritation  of  the 
anorectal  and  perianal  skin.  Retention  of  these  irri- 
tative products  in  the  rectal  crypts  will  predispose 
to  fistula  formation  especially  in  patients  with  re- 
gional ileitis.  Treatment  of  rectal  complications 
may  be  very  taxing  to  surgical  judgment.  A divert- 
ing colostomy  may  be  necessary  in  addition  to 
rectal  surgery  for  complete  healing. 

COMPENSATING  MECHANISMS 

Loss  of  a significant  part  of  the  small  bowel 
will  set  in  motion  compensatory  mechanisms.  A 
metabolic  plateau  will  be  reached  where  nitrogen 
balance  will  usually  be  positive  even  though  pro- 
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tein  absorption  is  marginal.  The  lean  body  mass 
will  balance  the  absorbing  potential  of  the  remain- 
ing small  bowel.  The  patient  may  lessen  physical 
activity  to  conserve  calories.  Diarrhea,  usually  very 
distressing  initially,  will  improve  as  the  absorptive 
capacity  of  the  remaining  small  bowel  increases. 

In  man,  the  small  bowel  is  thrown  into  folds  in 
all  but  the  terminal  ileum  by  the  valves  of  Kerch- 
ring  or  the  plicae  circulares.  These  valves  plus  the 
intestinal  villi  are  devices  for  increasing  the  ab- 
sorptive surface  of  the  small  bowel.  Microvilli 
which  form  the  brush  border  of  the  columnar  ab- 
sorbing cell  further  increase  the  absorptive  area. 

Dilatation  of  the  remaining  bowel  occurs  as  a 
compensatory  mechanism.  A small  amount  of  dila- 
tation will  result  in  a large  increase  in  the  small 
bowel  surface  available  for  absorption  as  area  is 
proportional  to  radius  squared. 

Flint,  working  with  dogs  in  1912,  stated  that 
hypertrophy  of  the  villi  and  crypts  occurring  after 
extensive  intestinal  resections  amounted  in  some 
cases  to  another  400  per  cent  increase  in  the  ab- 
sorptive area20.  Hypertrophy,  when  defined  as  the 
overgrowth  of  an  organ  or  part  due  to  increase 
in  the  size  of  its  constituent  cells,  has  not  been 
shown  to  occur  in  man.  In  animals  with  over  50 
per  cent  small  bowel  resection  an  increase  in  the 
length  of  the  villi  has  been  documented;  and  in 
man  epithelial  hyperplasia,  an  increase  in  the  num- 
ber of  epithelial  cells  per  unit  length  of  the  villus, 
has  been  documented21.  There  is  no  substantiation 
in  the  literature  for  the  concept  that  new  absorp- 
tive capacity  is  caused  by  intestinalization  of  the 
colon — that  is,  the  formation  of  small  bowel  villi 
in  the  colon. 

Another  compensatory  mechanism  may  be  the 
cellular  migration  rate.  Mucosal  cells  formed  in 
the  crypts  migrate  up  the  villi  and  are  extruded 
into  the  lumen.  In  man  this  process  usually  takes 
five  to  six  days.  Extrusion  of  cells  may  provide 
intracellular  enzymes  to  aid  in  intraluminal  diges- 
tion. An  increased  rate  of  migration  and  extrusion 
has  been  found  in  rats  with  a partial  small  bowel 
resection,  but  thus  far  not  in  man22. 

Normal  growth  and  development  may  occur  in 
infants  and  children  who  have  experienced  signifi- 
cant small  bowel  resection.  In  these  cases  normal 
growth  of  the  small  bowel  will  in  itself  increase 
the  absorptive  capacity.  The  small  bowel  in- 
creases in  length  by  30  per  cent  during  the  first 
year  and  doubles  in  the  seoond.  Medical  care  of 
these  patients  consists  of  attention  to  diet  and  ad- 


ministration of  various  medications.  An  individual 
program  for  each  patient  should  be  worked  out. 

MANAGEMENT 

A meticulously  monitored  diet  is  essential.  A 
family  member  may  be  instructed  in  the  prepara- 
tion and  planning  of  a diet.  This  may  be  necessary 
for  successful  treatment.  It  is  equally  important 
that  the  patient  desires  to  be  well.  Psychological 
adjustment  may  be  difficult  in  the  patient  who 
undergoes  multiple  operations,  such  as  for  regional 
ileitis.  Good  patient  rapport,  a cooperative  fam- 
ily and  patient,  and  a competent  dietician  are  all 
essential. 

Intravenous  hyperalimentation,  the  development 
of  which  has  been  a major  event  in  recent  medical 
history,  may  be  lifesaving  in  the  immediate  post- 
operative period.  The  ability  to  maintain  positive 
nitrogen  balance  without  oral  intake  is  very  im- 
portant, as  some  patients  will  have  voluminous 
diarrhea  although  only  a small  amount  of  food 
has  been  ingested.  The  elemental  space  diet  may 
be  instituted  as  the  initial  oral  intake. 

Low  fat  is  the  major  feature  of  the  usual  diet, 
and  small  frequent  feedings  may  be  necessary. 
Medium  chain  triglycerides  may  be  substituted  for 
dietary  fat,  as  breakdown  products  of  long  chain 
fats  are  not  well  tolerated.  Medium  chain  trigly- 
cerides are  predominently  C-8  and  C-10  fatty 
acids.  These  are  transported  by  the  portal  system 
rather  than  the  thoracic  duct  and  are  readily  ab- 
sorved  even  with  diminished  bile  acids  or  pancreatic 
secretions23.  Medium  chain  triglycerides  cost  $24- 
$25  per  gallon.  A gallon  will  usually  last  three  to 
four  weeks,  a cost  of  approximately  $1.00  per  day. 

Antiperistaltic  agents,  usually  atropine  deriva- 
tives, are  very  commonly  used.  Prolonged  use  of 
codeine  or  paregoric  is  not  wise,  as  addiction  will 
result.  It  is  not  unusual  for  a patient  to  spend 
$15-$20  per  week  for  medication,  a cost  of  $2  plus 
per  day. 

If  the  patient’s  ileum  is  absent  or  diseased,  vita- 
min B-12  is  a necessity24.  Fat  soluble  vitamins  A, 
D,  K,  and  E must  be  supplemented,  and  also  trace 
elements  such  as  magnesium.  Calcium  carbonate, 
which  will  form  insoluble  soaps  with  fatty  acids 
and  also  prolong  the  intestinal  transit  time,  may 
be  prescribed  to  alleviate  steatorrhea.  One  gram 
of  calcium  carbonate  can  precipitate  over  six  grams 
of  fatty  acids13. 

Patients  with  small  bowel  resection  have  a re- 
sultant gastric  hypersecretion.  This  in  itself  will 
(Continued  on  next  page) 
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cause  diarrhea  and  decrease  the  transit  time25.  If 
the  stool  pH  is  acid,  an  antacid,  preferably  one 
containing  calcium  carbonate,  may  be  indicated. 

Diarrhea  of  colonic  origin,  known  as  cholegenic 
diarrhea,  may  respond  to  cholestyramine.  This  is 
a basic  anion  exchange  resin  which  acts  by  binding 
the  bile  acids  in  the  bowel  lumen  to  form  a com- 
plex that  is  neither  digested  or  absorbed.  In  doses 
of  12  grams  per  day  it  promotes  stool  excretion 
of  the  bile  acid  complex  and  lowers  serum  choles- 
terol. It  has  been  used  as  a treatment  for  pruritis 
associated  with  cholestasis26- 27 . The  cost  of  this 
medication  is  50  cents  per  day.  The  patient  ingests 
a four  gram  package  immediately  prior  to  meals. 
Higher  doses  will  cause  steatorrhea  by  reduction 
of  the  bile  acid  pool.  Patients  with  steatorrhea  of 
over  20  grams  per  day  usually  will  not  respond  to 
cholestyramine  treatment. 

The  oral  intake  of  bile  salts,  although  improving 
micelle  formation  and  fat  absorption,  will  consid- 
erably aggravate  the  patient’s  diarrhea.  The  use 
of  cholestyramine,  and  antacids  containing  calcium 
carbonate,  will  significantly  reduce  chemical  trauma 
to  the  anorectal  area  and  perineal  skin. 

Adjunctive  surgical  procedures  are  available  to 
decrease  intestinal  transit  time,  but  preferably 
should  not  be  done  at  the  time  of  the  original 
surgery.  They  may  be  considered  after  the  patient 
has  been  observed  and  studied  in  the  postoperative 
period. 

REVERSED  SEGMENTS 

In  1962  the  first  successful  case  of  a reversed 
intestinal  segment  with  massive  small  bowel  re- 
section was  reported  in  an  84  year  old  white  fe- 
male who  required  extensive  small  bowel  resection 
for  mesenteric  thrombosis28.  Twenty-nine  centi- 
meters of  viable  jejunum  remained.  The  distal  7.5 
cm  were  reversed  and  anastomosed  between  the 
proximal  jejunum  and  distal  transverse  colon.  Three 
years  later  the  patient  was  active  and  vigorous. 
Her  preoperative  weight  of  125  lb  had  fallen  to 
90  lb.  She  was  able  to  discontinue  her  dietary  dis- 
cipline. 

The  length  of  the  reversed  segment  is  a critical 
factor.  If  it  is  too  short  the  transit  time  will  not 
be  significantly  increased,  while  if  it  is  too  long 
fatal  intestinal  obstruction  will  develop.  Reversed 
segments  may  allow  bacterial  contamination  and 
overgrowth  of  the  proximal  bowel  resulting  in  re- 
duced absorptive  capacity.  The  degree  of  bacterial 
colonization  correlates  well  with  absorptive  defi- 
cits29. 


Figure  3.  Eighty-five  per  cent  resection  of  small 
bowel  with  circular  anastomosis  of  ileum  and  ileo- 
cecal anastomosis. 

In  the  dog  the  recommended  length  is  from  3 
to  7.5  cm;  segments  of  12.5  cm  or  over  will  pro- 
duce obstruction.  Jejunal  segments  may  not  be 
over  5 cm  in  length30  Precise  measurement  of  small 
bowel  segments  is  difficult.  In  a study  in  which 
dogs  were  fluoroscoped  four  years  after  undergoing 
a reversed  segment,  peristalsis  was  normal  in  one 
segment,  with  no  hesitation  encountered.  This 
raises  a question  as  to  the  ability  of  a reversed 
segment  to  maintain  its  function  over  a prolonged 
period  of  time31. 

OTHER  SURGICAL  PROCEDURES 

In  1963  the  first  circle  anastomosis  or  recircu- 
lating loop  procedure  was  performed  (Fig.  3)  on 
a patient  with  21  cm  of  viable  small  intestine.  The 
patient  did  well  over  a three  year  follow-up 
period.  Mack  by  et  al.  of  San  Francisco,  who  re- 
ported this  case,  state  that  prolonged  survival  in 
dogs  with  this  procedure  is  possible  with  only  37 
cm  of  small  intestine  remaining32.  Reversed  in- 
testinal segments  have  been  used  distal  to  a re- 
circulating loop  anastomosis. 

Vagotomy  and  pyloroplasty  may  also  be  con- 
sidered. A vagotomy  will  usually  decrease  intestinal 
transit  time,  although  in  a small  minority  of  cases 
paradoxical  diarrhea  may  occur.  This  procedure 
may  also  be  indicated  for  the  gastric  hypersecre- 
tion that  occurs  after  significant  small  bowel  re- 
section. 

Preservation  of  the  ileocecal  valve  is  preferable. 
Its  loss,  as  noted,  will  result  in  decreased  transit 
time,  diarrhea,  and  bacterial  colonization  of  the 
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small  bowel.  Isidore  Cohn  believes  that  there  is  a 
specific  antibacterial  product  in  the  ileum  which 
controls  the  small  bowel  flora.  The  ileocecal  valve 
acts  as  a barrier  to  its  loss.  A case  of  a newborn 
infant29  is  recorded  in  which  massive  resection 
resulted  in  the  loss  of  all  but  5 cm  of  small  bowel. 
A portion  of  colon  was  reversed  but  improvement 
did  not  occur.  Bacterial  co'onization  of  the  stomach 
was  found  to  be  present  and  was  treated  with  anti- 
biotics, following  which  the  infant  progressed  sat- 
isfactory. 

Studies  in  germ-free  animals  have  revealed  that 
intestinal  transit  time  is  increased  to  two  to  three 
times  that  in  animals  with  normal  bacterial  flora 
while  fecal  bile  acid  loss  is  much  less33- 34.  The 
cellular  migration  and  extrusion  rate  is  twice  as 
long,  and  each  vollous  cell  remains  in  a mature 
state  for  a longer  period  of  time33. 

Artificial  sphincters  or  ileocecal  valve  substitutes 
may  be  created  by  muscle  resection  tech- 
niques29- 35.  Transit  time  will  be  increased,  absorp- 
tion enhanced,  and  protection  against  bacterial  col- 
onization of  the  small  bowel  achieved.  By  resect- 
ing the  longitudinal  muscle  (Fig.  4)  which  opens 
the  lumen  and  shortens  segmental  length,  the  ac- 
tion of  the  circular  muscle,  which  is  to  narrow  or 
close  the  lumen,  will  be  unopposed35. 

Small  bowel  exclusion  has  been  mentioned.  The 
most  recent  variant  of  the  Payne  procedure  for 
weight  reduction  entails  anastomosis  of  the  distal 
bypassed  small  intestine  into  the  large  bowel36 
Venting  the  bypassed  bowel  in  this  manner  elim- 
inates uncontrolled  reflux  of  calorie  containing 
chyme  into  the  bypassed  segment.  It  also  allows 
free  egress  of  colonic  bacteria  into  the  bypassed 
small  bowel — in  effect  a long  blind  loop.  To  ascer- 
tain whether  these  patients  will  develop  symptoms 
of  bacterial  colonization  in  the  bypassed  bowel 
will  require  a period  of  observation. 

TRANSPLANTATION 

An  obvious  answer  to  the  short  bowel  syndrome 
is  transplantation  of  small  bowel37.  Availability  of 
this  technique,  however,  must  await  further  ad- 
vances in  immunology.  It  will  eventually  be 
available.  Lillihei  in  1967  reported  two  cases 
of  transplantation.  The  first,  in  whom  transplanta- 
tion of  the  small  intestine  alone  was  carried  out, 
died  12  hours  after  surgery.  The  second,  in  whom 
pancreaticoduodenal  transplantation  was  per- 
formed, survived  for  six  months.  Thus  far  seven 
cases  have  been  reported.  One  or  two  meters  of  a 
small  bowel  allotransplant  will  probably  suffice38. 


Figure  4.  Technique  of  removing  longitudinal 
muscle,  leaving  the  underlying  circular  layer  intact. 

It  would  be  remiss  not  to  mention  a medicine 
that  is  pleasant  to  take,  not  too  expensive,  and  of 
considerable  caloric  value,  namely  ethyl  alcohol.  It 
is  completely  absorbed  even  in  the  absence  of  a 
major  portion  of  the  intestinal  tract.  It  may  be 
prescribed  not  only  for  caloric  value  but  also  as 
a morale  booster. 
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The  Significance  Of  Strict  Products  Liability 
Doctrine  To  The  Physician 


Shift  Of  Resjronsibility  Encourages 
Making  Of  Safer  Products  And  Protects 
The  Consumer 


By  Thomas  W.  Pearlman,  Esq. 


November  1,  1971  the  Rhode  Island  Supreme 
Court  unanimously  adopted  the  Doctrine  of  Strict 
Liability  in  Tort  in  Ritter  vs  N arragansett  Electric 
Company  and  American  Motors  Corporation,  283 
Atlantic  2d,  255.  Speaking  through  Chief  Justice 
Thomas  Roberts,  the  Court  stated: 

“After  long  consideration  this  Court  has  con- 
cluded that  the  Doctrine  of  Strict  Liability  in 
Tort  should  become  a part  of  the  law  of  this 
state.” 

In  its  reasoning,  the  Court  follows  Chief  Justice 
Traynor  of  the  Supreme  Court  of  California.  In 
Greenman  vs.  Yuba  Power  Products,  Inc.,  59  Cal 
2d  57,  377P2d  897,  the  landmark  case  in  the  Doc- 
trine of  Strict  Liability  Chief  Justice  Traynor 
wrote: 

The  purpose  of  such  liability  is  to  insure  that 
the  costs  of  injuries  resulting  from  defective 
products  are  borne  by  the  manufacturers  that 
put  such  products  on  the  market,  rather  than  by 
the  injured  persons  who  are  powerless  to  protect 
themselves. 

THOMAS  W.  PEARLMAN,  practicing  Providence 
attorney.  Graduated  from  Classical  High  School, 
Amherst  College,  and  Harvard  Law  School. 


The  costs  of  injuries  are  indeed  high.  For  1970 
the  National  Commission  on  Product  Safety  esti- 
mated the  costs  of  accidents  involving  household 
products  at  $5.5  billion.  The  National  Safety 
Council  said  the  costs  of  work-related  accidents 
was  $8  billion  and  the  cost  of  automobile  accidents 
as  estimated  by  the  Insurance  Information  Insti- 
tute was  $16.2  billion.  These  statistics  encompass 
105,000  deaths  and  390,000  injuries  from  which 
permanent  disabilities  resulted,  but  these  statistics 
do  not  include  economic  loss  due  to  death  or  com- 
pensation for  pain  and  suffering.  Millions  of  in- 
fants, aged,  and  others  suffer  soft  tissue  injuries 
and  other  symptoms  of  trauma  from  unsafe  prod- 
ucts. Many  such  injuries  are  unreported.  Most  ex- 
perts estimate  the  victims  far  to  exceed  losses  due 
to  automobile  accidents.  Unfortunately  many  in- 
juries to  innocent  children  are  from  unsafe  toys 
and  other  products  likely  to  harm  the  young. 

These  statistics  certainly  illustrate  the  need  for 
greater  consumer  protection.  The  decision  in  Ritter 
vs  N arragansett  Electric  Company  and  American 
Motors  Corporation  now  gives  the  Rhode  Island 
consumer  added  protection.  The  facts  of  the  case 
cited  in  the  opinion  were  as  follows: 

Brenda  . . . attempted  to  look  into  a pot  atop 
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the  range,  in  which  water  was  boiling,  in  order 
to  ascertain  what  they  would  have  for  their 
supper.  She  testified  that  she  had  opened  the 
oven  door,  which  was  a drop-type  door,  and 
that  when  it  came  to  rest,  she  put  her  foot  on 
the  edge  of  the  door  with  the  intention  of  stand- 
ing on  it  to  look  into  the  pot.  As  she  put  her 
weight  upon  the  door,  the  range  toppled  over, 
trapping  both  Brenda  and  her  sister,  Xorma, 
beneath  it.  At  the  same  time,  the  pot  of  boiling 
water  scalded  the  two  children. 

The  range  in  question  had  been  purchased  from 
the  Narragansett  Electric  Company,  which  had 
purchased  it  from  American  Motors,  Kelvinator 
Appliance  Division. 

In  essence  strict  liability  means  that  the  con- 
sumer no  longer  has  to  prove  that  the  manufac- 
turer was  negligent  in  the  manufacture  or  design 
of  a product.  Instead,  the  consumer  now  has  to 
show  that  his  injury  was  due  to  a defective  prod- 
uct. A defective  product  is  one  which  is  unreason- 
ably dangerous  to  the  user,  not  safe  for  its  in- 
tended/expected use,  and  no  warning  has  been 
given  of  its  dangerous  propensities. 

Under  this  case  strict  liability  applies  to  the 
retailer  and  distributor.  The  Court  said  “The 
real  issue  raised  . . . was  whether  Narragansett 
had  been  negligent  by  reason  of  a failure  to  have 
inspected  or  tested  the  range  prior  to  sale  to 
determine  whether  it  was  dangerous.  The  ac- 
cepted rule  of  law  ...  is  that  one  selling  a 
chattel  manufactured  by  another  has  an  obli- 
gation to  exercise  reasonable  care  to  inform  the 
purchaser  of  the  existence  of  a defect  that  would 
render  the  chattel  dangerous  in  its  intended  use 
when  the  seller  . . . knows  or  has  reason  to  know 
that  the  chattel  is,  or  is  likely  to  be,  dangerous 
when  used  ...” 

The  Ritter  case  places  a greater  responsibility 
on  the  manufacturers  and  merchants  who  sell  the 
product.  In  theory,  it  is  hoped  that  this  decision, 
along  with  others  where  the  doctrine  of  Strict  Lia- 
bility has  been  applied,  will  make  it  less  profitable 
for  industry  to  subject  the  public  to  dangerous 
products.  With  the  consumer  gaining  more  rights, 
it  should  be  a deterrence  to  industry  to  place  de- 
fective or  harmful  products  into  the  market  which 
would  subject  the  manufacturer  or  seller  to  ex- 
pensive law  suits. 

ROLE  OF  THE  PHYSICIAN  AND  HOSPITAL 

The  physician  can  assist  the  public  immeasur- 
ably in  the  crusade  for  greater  consumer  protection. 


When  a product-related  injury  is  sustained,  usually 
the  physician  in  the  hospital  emergency  room  is 
one  of  the  first  to  be  involved.  The  Office  of  Prod- 
uct Safety  in  the  Food  and  Drug  Administration 
has  recognized  this  fact  and  has  set  up  a system 
to  gather  facts  quickly  on  accidents  involving 
household  products.  Data  are  gathered  from  119 
hospitals  and  transmitted  daily  to  a central  data 
receiving  area.  There  the  statistics  are  reviewed 
and  products  which  frequently  cause  injury  or 
products  causing  serious  injury  receive  priority. 
Time  is  of  the  essence.  It  is  hoped  that  by  quickly 
obtaining  information  on  dangerous  products,  they 
will  soon  be  taken  off  the  market  through  legal 
steps  or  voluntarily. 

The  physician  can  also  assist  by  informing  the 
victim  of  his  rights  once  a product  related  acci- 
dent is  noted.  It  is  extremely  important  that  the 
victim  be  made  aware  of  his  rights  immediately 
in  order  that  he  does  not  destroy  the  evidence  in 
the  case.  This  writer  is  aware  of  two  cases  where 
people  have  been  severely  burned  while  wearing 
articles  of  clothing  which  ignited  at  a low  tem- 
perature and  burned  rapidly.  The  charred  remains 
were  discarded,  and  the  victims  had  no  means  of 
recovering  for  their  damages. 

Other  cases  of  defective  ladders  and  toys  being 
thrown  out  are  well  documented.  The  physician 
should  routinely  advise  victims  of  such  accidents 
of  their  rights  in  a similar  manner,  as  the  worker 
is  often  advised  of  his  rights  under  Workmen’s 
Compensation.  (Workmen’s  Compensation  itself  is 
an  example  of  strict  liability  where  the  employer 
is  held  responsible  for  damages  even  if  there  is  no 
negligence  on  the  part  of  the  employer  in  con- 
tributing to  the  worker’s  injury.) 

In  the  field  of  drugs  the  physician  also  has  a 
duty  to  protect  the  consumer.  The  patient  relies 
on  the  knowledge  of  his  physician  in  prescribing 
medication.  Most  physicians  have  first  hand  knowl- 
edge of  drugs  that  have  been  placed  on  the  market 
without  adequate  testing,  only  to  be  withdrawn 
later  after  too  many  people  have  suffered  from 
dangerous  adverse  effects — i.e.  the  thalidomide 
babies  and  various  side  effects  from  use  of  The  Pill 
which  have  resulted  in  several  law-suit  recoveries 
against  the  manufacturers  for  failure  to  warn  of 
the  side  effects.  Unusual  or  unexpected  results  after 
treatment  with  a drug  should  be  reported  to  the 
manufacturers  and  the  proper  controlling  authority 
for  further  investigation. 

(Concluded  on  page  86) 
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ECOLOGY  1939  — (33  YEARS)  — 2005  — (33  YEARS) 


An  attorney  friend  of  ours  is  a fanatic  on 
ecology.  He  feels  that  doctors  should  be  more 
concerned  about  a new  disease  which  he  calls  air 
pollution.  People  are  the  germs.  Man  may  survive, 
but  how  will  this  contamination  affect  his  quality 
of  life  and  his  well-being?  It  should  be  pointed 
out,  incidentally,  that  organized  medicine  in  Rhode 
Island  pioneered  in  agitating  for  control  of  air 
and  water  pollution  in  this  area. 

The  United  States  in  the  past  33  years  has  con- 
verted approximately  the  same  amount  of  acreage 
from  vegetation  to  concrete,  asphalt,  buildings, 
and  other  non-vegetation  as  was  accomplished  in 
toto  from  1607  (John  Smith)  to  1939  (332  years). 
Vegetation  in  nature  gives  off  oxygen  and  absorbs 
carbon  and  other  impurities.  The  parking  lots  in 
the  cities,  in  suburbia,  and  elsewhere  and  the  super- 
highways produce  no  oxygen  and  absorb  no  im- 
purities. Instead,  they  contribute  generously  to 
impurities  in  the  area  as  well  as  creating  other  dif- 
ficulties, such  as  excessive  rain  run-off,  sewage  dis- 
posal problems,  and  thermal  imbalance. 

What  kind  of  facilities  does  man  need  for  pas- 


senger and  freight  travel?  Prior  to  1939  passengers 
and  freight  moved  largely  by  railroad.  Is  this  less 
convenient  and  less  polluting?  In  the  past  33  years 
trucks,  autos,  and  airplanes  have  become  dominant. 
Is  this  more  convenient  and  more  polluting  for 
man?  In  33  years  petroleum  reserves  (at  predicted 
consumption  rates  and  including  those  in  Alaska) 
will  be  nearly  exhausted.  Copper  and  iron  supplies 
may  run  out.  In  time  the  oceans  may  be  dead  and 
irretrievable.  Earth  is  a small  planet,  a spaceship 
in  the  galaxy.  How  does  one  adjust  an  ecological 
po'nt  of  view  to  the  economic  imperatives  for  man's 
ultimate  survival  and  well-being.  Are  they  separ- 
able? 

Just  as  data  banks,  toasters,  refrigerators,  autos, 
computers,  and  machinery  yet  to  be  invented  will 
be  obsolescent,  will  man  also  ultimately  wear  out 
and  be  replaced  through  metamorphosis  by  a crea- 
ture not  requiring  oxygen  and  water  to  survive? 

The  answers  to  these  questions  lie  in  a dimly 
perceived  future.  Should  we  not,  though,  prepare 
for  that  day  with  more  foresight  than  we  have 
exerted  in  the  past? 


THE  RHODE  ISLAND  JOINT  COMMITTEE  OF  NURSES  AND  PHYSICIANS 


Representatives  from  two  professional  organiza- 
tions, The  Rhode  Island  State  Nurses  Association 
and  The  Rhode  Island  Medical  Society,  have 
formed  a joint  committee  to  discuss  and  to  make 
recommendations  concerning  the  appropriate  roles 
of  the  physician  and  the  nurses  in  providing  health 
care  to  the  people  of  Rhode  Island.  This  commit- 
tee was  created  upon  the  recommendation  of  the 
National  Joint  Practice  Commission,  an  inter- 
professional organization  established  by  the  Amer- 
ican Medical  Association  and  the  American  Nurses 
Association.  This  national  committee  is  also  inves- 
tigating the  related  roles  of  the  physician  and  nurse 
in  providing  quality  health  care  to  the  people  of 
the  United  States.  It  would  work  in  cooperation 
with  state  counterpart  committees  addressing  itself 
to  the  rise  of  the  nurse  clinician,  the  introduction 
of  the  physician’s  assistant,  and  the  increased  ac- 
tivity of  other  professions  and  allied  health  pro- 
fessions in  activities  long  assumed  to  be  the  con- 
cern solely  of  the  physician  or  of  the  nurse. 

A Summary  Report  and  Recommendations  of 
The  National  Commission  for  the  Study  of  Nurs- 
ing and  Nursing  Education  states:  “To  provide 
the  numbers  of  qualified  nurses  needed  to  cope 
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with  the  problems  of  health  care  delivery  in  the 
United  States,  we  must  clarify  nursing  roles  and 
recognize  the  career  patterns  for  nursing  practice.” 

The  report  says:  “The  key  to  action,  however, 
lies  in  the  discussion  and  development  of  the  roles 
of  the  nurse  in  cooperation  with  the  other  health 
professions.  This  Commission  recognizes  that  each 
profession  has  the  right  and  responsibility  to  assess 
its  own  rules,  but  the  critical  need  for  joint  action 
demands  that  congruent  roles  be  planned  and 
articulated  among  the  health  professions.  Within 
the  past  few  years,  a number  of  promising  avenues 
for  role  changing  in  nursing  and  medicine  have 
come  to  dead  end  because  of  suspicion,  fear  of 
domination,  or  simple  lack  of  understanding.” 

The  work  of  the  Rhode  Island  Joint  Committee 
of  Nurses  and  Physicians  hopefully  will  prove  a 
valuable  contribution  to  the  examination  of  roles 
and  of  functions  in  medical  and  nursing  practice 
with  definition  of  new  and  altered  patterns.  The 
Rhode  Island  Medical  Society  and  the  Rhode 
Island  State  Nurses  Association  will  await  with 
interest  the  recommendations  which  will  emanate 
from  this  important  study  group. 

& 
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Who  knows  what  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule^ brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction 
Children  under  6 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy . In  pregnancy,  nursing  mothers  and 
women  who  might  Dear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PB1  Determination  and  P 31  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


the 

delicate 

balance 

estrogen 

progesterone  I 

Clinical  evidence  clearly  suggests  that  I 

no  single  birth  control  pill  can  suit  all  women. 

Searle  offers  three  pill  formulations,  each  with  a different 
hormone  ratio  and  activity  to  cover  most  patients’  ned 


Demulen  is  well  suited  to  those  women 
for  whom  low-dose  estrogenic  activity  may  be  preferred 
Demulen  has  only  50  meg.  of  estrogen  and  is  moderate 
progestogen  dominant.  Intracycle  bleeding, 
if  it  occurs,  is  most  commonlv 
seen  in  the  first  few  cycles. 

Certain  women  requiring  a minimal 
level  of  estrogenic  activity 
may  do  well  on  Demulen. 
for  high  estrogen  profiles  and  for 
conservative  oral  contraception 

Demulen 


Each  white  tablet  contains: 


ethynodiol  diacetate  1 mg./ethmyl  estradiol  50  meg. 


Note:  Oral  contraceptives  are  complex  medio  on 
They  should  be  prescribed  with  care  on  aft 
reference  to  the  prescribing  informatior  | 


For  brief  summary  of  prescribing  information,  please  see  next  page. 


Ovulen  is  a well-balanced 
oral  contraceptive  with  an 

lent  record  of  patient  acceptance. 

Its  estrogen,  100  meg.  of  mestranol,  is  relatively 
moderate  in  activity.  Its  1 mg.  of  progestogen, 
ethynodiol  diacetate,  gives  it  a slight 
dominance  in  progestational  activity. 

Patients  having  problems 
v on  other  pills  often 

-do  well  on  Ovulen. 

profiles, 


Ovulen 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranol  0 1 mg 
i pink  tablet  in  Ovulen-28®and  Oemulen-28®is  a placebo,  containing  no  active  ingredients. 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Enovid-E  is  an  estrogen-dominant  pill 
with  low  progestational  activity. 

Its  unique  progestogen,  norethynodrel, 
is  estrogenic  and  is  not  antiestrogenic 
or  androgenic  in  activity. 

This  probably  makes  Enovid-E  the 
choice  for  those  “pill”  candidates  with 
:ne,  hirsutism,  masculine  tendencies  or 

apparent  estrogen  deficiency. 

for  excessive  ovarian  androgen/ 
low-estrogen  profiles 


1— ^ • 1 W— l® 

Enovid-E 


Each  tablet  contains  norethynodrel  2 5 mg./mestranol  0 1 mg. 


Ovulen*  Demulen 

Each  white  tablet  contains  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg  /mestranol  0 1 mg  ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28’and  Demulen-28*is  a placebo,  containing  no  active  ingredients 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  *FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis  : Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vagmam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vagmam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives -A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g . retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contracep- 
tion and Thrombo-Embolic Disease.  J Coll. Gen  Pract  13:267-279 (May)  1967 
2.  Inman.  W H W , and  Vessey.  M.  P : Investigation  of  Deaths  from  Pulmonary 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med.  J.  2193-199 (April  27)  1968  3.  Vessey.  M P,  and  Doll.  R Investi- 
gation of  Relation  Between  Use  of  0r3l  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit.  Med  J 2651-657  (June  14)  1969  4.  Sartwel 
P.  E.;  Mas:,  A.  T,  Arthes,  F.  G.;  Greene,  G R , and  Smith,  H.  E Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer. 
J Epidem  90365-380  (Nov.)  1969 

Products  of  SEARLE  & CO 
San  Juan,  Puerto  Rico 00936 

Enovid-E 

norethynodrel  2.5  mg  /mestranol  0 1 mg 

Actions-Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH  and  the  luteinizing  hormone  (LH). 

Indication  - Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note , Contraindications.  Warnings.  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 
Division  of  G. D.  SEARLE  & CO. 

Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill''  Began  273 
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(Continued  from  page  52) 
state  won’t  be  hurt  by  any  questioning  of  their 
capability,  but  such  tactics  do  a disservice  to  a 
patient  if  it  results  in  any  decrease  in  patients’ 
confidence  in  their  physicians.  There  is  too  great 
a relationship  between  patient  confidence  and  pa- 
tient improvement  to  take  lightly  any  attack  that 
seeks  to  destroy  that  confidence.  If  the  insurance 
commissioner  chooses  to  seek  his  care  outside  of 
the  country,  he’ll  pass  a lot  of  people  who  are 
on  their  way  to  Pennsylvania  for  what  they  feel 
is  some  of  the  best  medical  care  in  the  world”. 
One  need  only  recall  the  dedication  to  medicine 
in  the  state  of  Pennsylvania:  historically  the  first 
medical  school  in  America;  the  first  hospital  in 
America;  in  Philadelphia  alone,  the  great  Uni- 
versity of  Pennsylvania  School  of  Medicine,  Jef- 
ferson Medical  College,  Hanemann  Medical 
School,  Women’s  Medical  School;  recall  the  pres- 
ence of  great  medical  schools  throughout  the  state; 
and  the  finest  hospitals,  clinics,  and  private  prac- 
tice facilities  in  the  world.  The  absurdity  of  Mr. 
Denenberg’s  all-inclusive,  sweeping  remarks  with 
regard  to  medicine  in  Pennsylvania  should  be  re- 
membered in  assessing  his  judgment  distorted  by 
his  zeal. 

The  Executive  Director  of  Blue  Shield  has,  how- 
ever, aptly  pointed  out  ‘n  his  letter  of  September 
6 the  dangers  of  unrefuted  propaganda  and  the 
big  lie,  as  propagated  by  Mr.  Denenberg.  In  the 
second  paragraph  of  the  September  6 letter  he 
took  note  of  the  fact  that  regulatory  agencies 
acros’  tlm  o->untry  and  our  own  Director  of  Busi- 
ness Regulation  would  be  reviewing  Mr.  Denen- 
berg’s statements.  Does  it  not  logically  follow 
that  somewhere  in  the  communications  from  staff, 
be  it  by  letters  or  Board  Bulletins,  critiques  of 
Mr.  Denenberg  and  his  ideas  should  be  displayed? 

What  about  the  guidelines  themselves? 

Generally  it  is  quite  clear,  Mr.  Denenberg  feels 
that  he,  his  department,  and  even  Blue  Shield  are 
quite  capable  of  replacing  the  Joint  Commiss’on 
on  Accreditation  of  Hospitals,  state  licensing 
boards,  special  boards  of  internal  medicine,  sur- 
gery and  the  sub-specialties,  peer  review  mechan- 
isms, hospital  internal  audits,  utilization  commit- 
tees, and  tissue  committees;  and  that  a non-profit 
Blue  Shield  organization  wh’ch  is  primarily  de- 
signed to  function  as  a fiscal  intermediary  should 
take  over  the  control  of  medicine,  not  only  its 
economic  aspects,  but  its  internal  organization, 
professional  standards  and  professional  goals,  which 


it  is  in  a position  to  do  because  of  its  economic 
pressure.  And  he  intends  that  all  this  control  be 
done  by  lay,  non-professional  consumers  whose 
qualifications  primarily  are  that  they  are  consumers 
whose  other  qualifications  are  undefined;  not  li- 
censed consumers,  not  certified  consumers,  nor 
consumers  with  continuing  consumer  education. 

Quite  simply,  the  issue  is  Consumerism  versus 
Professionalism  in  the  management  of  matters 
which  most  physicians  hold  are  not  exclusively 
theirs,  but  are  part  and  parcel  of  the  professional- 
ism of  medicine  as  defined  by  Hippocrates,  Linacre, 
Boerhaave,  Osier,  Flexner,  whose  ideas  are  the 
basis  of  the  foundation  of  every  medical  organi- 
zation, state,  national,  and  throughout  the  world. 
Because  of  the  importance  that  Blue  Shield  and 
third  party  payers  play  in  the  professional  lives 
of  physicians,  we  cannot  abrogate  to  non-profes- 
sional consumers  the  primary  direction  of  our  pro- 
fession. The  position  that  Blue  Shield  holds  in  the 
professional  lives  of  physicians  makes  it  imperative 
that  physicians  have  a realistic  part  in  its  control 
and  direction. 

Item  4 implies  that  Blue  Shield  should  be  deeply 
involved  in  the  matter  of  continuing  medical  edu- 
(Continued  on  next  page) 
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cation  which  has  perplexed  and  puzzled  every  spe- 
cialty organization  in  the  United  States  and  to 
which  the  American  Medical  Association  is  deeply 
committed.  It  believes  that  Blue  Shield  in  Penn- 
sylvania is  capable  of  rushing  in  and  solving  all 
the  problems  of  continuing  medical  education  by 
fiat  and  edict,  and  suggests  such  simplistic  systems 
as  an  IBM  card  punched  as  a physician  walks  in 
and  out  of  a training  hall.  The  R.  I.  Medical  So- 
ciety is  deeply  concerned  with  continuing  medical 
education.  It  will  hold  its  second  seminar  on 
October  14  to  which  all  hospital  administrators, 
directors  of  medical  education  and  chiefs  of  staff 
have  been  most  urgently  invited  to  attend. 

Items  5,  6 and  7 again  seem  by  a stroke  of  the 
pen  to  grant  to  the  Blue  Shield  staff  the  capacity 
to  judge  matters  to  which  the  most  expert  medical 
minds  have  directed  their  attention,  and  continue 
to  do  so.  namely  the  Joint  Commission  on  Ac- 
creditation of  Hospitals:  tissue  committees  within 
all  hospitals:  state  licensing  agency  and  utilization 
review  committees  which  are  obligatory  in  all  hos- 
pitals. 

Xo.  10:  Mr.  Denenberg’s  ignorance  is  nowhere 
more  profound  than  with  the  requirements  that 
all  drugs  be  prescribed  for  on  a generic  basis.  I 
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refer  this  board  and  Mr.  Denenberg  to  a full  re- 
view of  what  a drug,  pill  or  tablet  really  is,  by 
referring  to  an  excellent  review  article  in  a most 
prestigious  journal  in  the  scientific  world,  namely. 
The  Xew  Scientist  which  so  clearly  shows  that 
the  basic  ingredient  is  of  paramount  importance, 
but  its  method  of  compounding  the  rates  of  its 
disintegration,  the  ease  of  absorption  due  to  mul- 
tiple factors  are  essential  to  the  primary  purpose 
of  the  drug  which  is  to  effect  a pharmacological 
action.  The  simple  matter  of  the  difference  in  gen- 
eric Digoxin  preparations  was  the  subject  of  an 
excellent  review  article  in  The  New  England 
Journal  less  than  a year  ago.  Very  simply,  all 
Digoxin  preparations  with  exactly  the  same  amount 
of  the  Digitalis  glvcocide  vary  considerably  by 
virtue  of  the  very  matters  discussed  above.  In  an 
Audio-Digest  Review  of  the  use  of  oral  steroids, 
George  Thorne,  Professor  of  Medicine  at  Harvard 
Medical  School  and  recently  retired  Chief  of  Medi- 
cine at  the  Peter  Bent  Brigham  Hospital,  found 
significant  and  alarmingly  different  unpredictable 
responses  in  the  action  of  adrenal  cortical  prepara- 
tions which  were  tested  in  his  laboratory.  The 
Hershey  Professor  of  Medicine  at  Harvard  Medical 
School  recommended  that  a physician  be  familiar 
with  a trademarked  steroid  with  which  he  was 
familiar,  and  whose  actions  were  predictable.  In- 
sisting on  generic  names  is  contrary  to  the  very 
basic  concepts  of  trade  name,  quality  control,  and 
reputability.  Few  people  are  willing  to  take  their 
generics  in  alcohol  and  order  bar  whiskey.  Why 
will  one  consider  taking  generics  in  drugs  which 
may  be  life  and  death  matters. 

The  R.  I.  Medical  Society  from  the  date  of  its 
incorporation  of  Physicians  Service  has  clearly 
had  in  mind  service  to  this  community,  and  con- 
tinues to  be  dedicated  to  this  same  end.  In  our 
judgment,  the  long  historical  pattern  and  historical 
precedents  are  unbounded  that  the  future  of  medi- 
cine is  best  in  the  hands  of  those  who  love  it,  are 
deeply  involved  in  it  and  practice  it.  This  is  Pro- 
fessionalism. 

We  appreciate  the  work  of  the  staff  of  Blue 
Shield  and  its  efforts  to  publicize  important  mate- 
rial. It  must  publish  pertinent  material  on  both 
sides  of  the  question. 

Robert  V.  Lewis,  m.d. 

President. 
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REPORT  OF  THE  SECRETARY 

Stephen  J.  Hoye,  M.D. 

The  Council  has  held  two  meetings  since  the 
previous  meeting  of  the  House  of  Delegates  and 
the  following  constitute  major  actions  taken: 

1.  The  President  was  authorized  to  name  a 
Nominations  Committee  to  submit  nomi- 
nees for  Delegate  and  Alternate  Delegate 
from  the  Society  to  the  American  Medical 
.Association  for  the  term,  January  1,  1973 
through  December  31,  1974. 

2.  The  following  were  named  to  be  the  So- 
ciety’s official  representatives  on  the  Medi- 
cal Economics  Council  of  Rhode  Island: 
Drs.  Stanley  D.  Simon,  John  B.  Cunning- 
ham, Philip  Morrison,  Thomas  Perry,  Jr., 
Charles  B.  Round,  and  Robert  V.  Lewis. 

3.  The  Council  reaffirmed  the  action  of  the 
House  taken  in  March,  1972,  urging  a ban 
on  smoking  in  public  arenas,  particularly 
the  new  Civic  Center,  and  authorized  a 
news  release  to  the  communications  media 
of  the  state  on  the  action. 

4.  The  President  was  authorized  to  name  a 
Bi-Centennial  Committee  to  participate 
with  similar  committees  in  planning  cele- 
brations for  the  nation’s  bi-centennial  in 
1976. 

5.  A subcommittee  of  the  Council  was  named 
to  investigate  a complaint  against  a mem- 
ber of  the  Society. 

6.  Approval  was  given  the  co-sponsorship  of 
a seminar  on  physician  incorporation  with 
the  Industrial  National  Bank,  to  be  held 
on  September  27,  1972. 

7.  The  Council  commended  the  President  for 
his  outstanding  presentation  before  a state 
senate  committee  in  opposition  to  the 
enactment  of  legislation  that  would  estab- 
lish a drug  formulary,  and  the  promotion 
of  the  use  of  drugs  by  generic  rather  than 
trade  name. 

8.  The  Council  was  informed  of  the  establish- 
ment of  the  Rhode  Island  Chapter  of  the 
American  College  of  Emergency  Physicians. 

9.  Approval  was  given  of  a communication 
from  the  State  Peer  Review  Committee  to 
all  third  party  payors  for  health  services, 
and  also  a letter  to  all  hospital  utilization 
committee  chairmen  to  alert  them  of  the 
existence  of  the  peer  review  mechanisms 
of  the  Society. 


10.  Approval  was  given  for  the  Woman’s  Aux- 
iliary to  present  an  AMA-ERF  check  in 
the  amount  of  $1,907  sent  to  the  Society 
as  a contribution  for  the  Brown  University 
Medical  School.  Presentation  was  made  by 
the  Auxiliary  at  its  25th  annual  meeting 
held  in  May. 

11.  The  Postgraduate  Institute  (formerly  the 
New  England  Postgraduate  Institute)  has 
been  reorganized  as  a Massachusetts  Medi- 
cal Society  sponsored  organization,  and  as 
a result  the  Council  withdrew  its  nominee 
to  the  board  of  directors. 

12.  The  Council  commended  the  President  for 
his  personal  communication  to  members  rel- 
ative to  membership  in  the  American  Medi- 
cal Association  which  resulted  in  more 
than  80  members  continuing  membership. 

13.  The  Council  was  informed  that  many  com- 
mittees of  the  Society  notably  the  Media- 
tion, Child-School  Health,  Drug  Abuse, 
Liaison  with  Brown  University,  Peer  Re- 
view, Workmen’s  Compensation,  Long 
Range  Planning,  Scientific  Work,  Delivery 
of  Medical  Care,  Publications,  Diabetes, 
and  Emergency  Medical  Care,  have  been 
active  during  the  summer  months. 

14.  A report  on  the  CHAMPLTS  program 
(medical  care  for  dependents  of  the  uni- 
formed services)  was  given  to  the  Council 
by  the  President  after  a conference  with 
Colonel  E.  V.  Allen,  contracting  office  for 
the  Office  of  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services. 

15.  The  President  and  Executive  Secretary  rep- 
resented the  Society  at  a hearing  in  July 
before  the  State  Department  of  Insurance 
on  proposed  increases  in  professional  lia- 

( Continued  on  next  page) 
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bilitv  premiums  for  Rhode  Island  physi- 
cians. 

16.  Senators  Pastore  and  Pell  were  asked  to 
support  a federal  bill  reported  out  of  a 
Senate  Committee  that  would  ban  the 
manufacture  and  sale  of  cheap  handguns. 

17.  Approval  was  given  of  the  President’s  ap- 
pointment as  Trustee-at-Large  to  the  Board 
of  Trustees  of  the  Medical  Library  for  1973 
of  Roger  Fontaine  M.D.,  of  Woonsocket. 

18.  The  President  reported  that  he  had  recom- 
mended three  members  of  the  Society  for 
possible  appointment  to  AMA  committees 
(Dr.  John  E.  Farley,  Committee  on  Drugs, 
Dr.  A.  A.  Savastano,  Committee  on  Sports 
Medicine,  and  Dr.  Francis  H.  Chafee, 
Committee  on  Environmental  Health. 

19.  The  Council  was  informed  that  Dr.  Robert 
Good,  currently  at  the  University  of  Minne- 
sota Hospitals,  and  to  be  chief  at  the  Sloan 
Kettering  Institute  in  New  York  in  Janu- 
ary, has  been  named  as  the  1973  Chapin 
Orator,  and  also  that  Dr.  Carl  Hoffman, 
President  of  the  AMA  would  also  address 
the  Society’s  annual  meeting  on  March  14, 
1973. 
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20.  The  Council  was  informed  of  the  health 
planks  of  both  the  Democratic  and  Re- 
publican parties. 

21.  The  Council  was  informed  of  a so  called 
‘‘public  service'’  campaign  launched  by 
chiropractors  in  which  the  public  would 
be  urged  not  to  use  drugs  but  to  seek 
chiropractic  care  instead.  A letter  to  all 
communications  media  in  the  state  was 
was  issued  jointly  by  Doctor  Lewis  of  the 
Society,  and  Dr.  Peter  D.  Asadoorian  of 
the  state  Osteopathic  Society,  urging  care- 
ful examination  of  all  material  submitted 
for  publication. 

22.  A survey  of  the  membership  of  the  Society 
was  approved  by  thhe  Committee  on  the 
Delivery  of  Medical  Care  to  seek  answers 
to  how  the  membership  feels  about  the 
current  delivery  of  care,  and  possible 
changes  in  the  future.  The  program  will 
be  funded  by  SEARCH  which  will  print 
and  mail  the  questionnaire,  and  subse- 
quently tabulate  the  results  for  the  Society. 

23.  The  President  reported  that  he  had  added 
as  members  of  the  Society’s  Committee  on 
Alcoholism  the  following:  Doctors  W.  J. 
H.  Fischer,  Colette  Cunningham  (Newport) 
and  Dumitru  Caramiciu  (Kent). 

24.  The  Council  noted  that  under  the  chair- 
manship of  Dr.  John  J.  Cunningham  this 
year  RIMPAC  had  joined  with  eleven  other 
states  that  have  surpassed  their  all  time 
high  in  the  number  of  contributors  to  the 
Committee. 

25.  The  Council  was  informed  that  the  Society 
had  protested  the  inequitable  treatment  ac- 
corded physicians  under  the  wage  price 
freeze,  and  that  at  a recent  meeting  of  the 
Health  Services  Industry  Committee  deci- 
sions were  made  that  are  favorable  to  the 
profession  but  they  will  not  be  publicized 
until  a future  date. 

26.  The  following  appointments  by  the  Presi- 
dent were  approved: 

George  Meissner,  M.D.,  as  representative 
on  the  Board  of  Directors  of  the  Area 
Health  Science  Education  Center. 
Thomas  McOskcr,  M.D.,  as  representative 
on  the  Board  of  Directors  of  the  Dr.  John 
E.  Donley  Rehabilitation  Center. 

Serafino  Garella  M.D.,  Associate  Director 
of  the  Division  of  Renal  Diseases  at  Rhode 
Island  Hospital,  as  representative  of  the 
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Commission  authorized  by  the  General  As- 
sembly to  study  the  advisability  of  the 
State  Health  Department  purchasing  two 
kidney  machines  for  home  use. 

Bertram  H.  Buxton,  Jr.,  M.D.,  as  represen- 
tative on  the  new  Board  <of  Progress  for 
Providence,  Inc. 

Jeannette  E.  Vidal,  M.D.,  as  a nominee  for 
a HEW  review  committee  on  the  safety 
and  efficacy  of  over-the-counter  drug  prod- 
ucts. 

* * * 

REPORT  OF  THE  TREASURER 

John  P.  Grady,  M.D. 

1971  Professional  Audit 

Ward,  Fisher  and  Company  have  completed 
their  audit  of  our  1971  financial  records  and  they 
have  filed  their  report  to  me,  stating  that  they 
have  examined  the  records  of  the  Society  and  the 
Medical  Journal  in  accordance  with  generally  ac- 
cepted auditing  standards  and  accordingly  in- 
cluded in  such  tests  of  the  accounting  records  and 
such  other  procedures  as  were  considered  neces- 
sary. In  their  opinion  the  statement  of  cash  re- 
ceipts and  disbursements  present  fairly  the  cash 
transactions  of  the  Society  and  the  Journal  for 
the  year  ended  December  31  1971. 


Agency  Account 

In  the  opinion  of  the  bank’s  investment  manager 
of  the  Society’s  account  our  present  holdings  should 
be  maintained  as  the  account  is  adequately  diver- 
sified in  quality  holdings. 

Analysis  of  Membership  Payments 

Currently  the  Society  has  1,186  members  of 
whom  1,043  are  subject  to  annual  dues,  and  123 
exempt  for  the  following  reasons: 


Age  80 

Illness  or  disability  12 

Military  service  2 

Retired  from  active  practice  21 

Postgraduate  work  6 

Clergy  1 

Non-resident  (Navy)  1 


123 

Budget  for  1973 

Under  a bylaw  requirement  I must  submit  at 
this  time  a budget  for  the  year  starting  January  1. 
This  task  has  been  undertaken  by  evaluating  our 
receipts  and  disbursements  of  1971  as  well  as  the 
records  to  date  of  the  current  year.  I can  only 
anticipate  that  the  non-dues  income  will  continue 
as  of  the  current  year,  and  that  we  can  maintain 
our  anticipated  disbursements  in  1973  in  spite  of 
increasing  costs  of  operation  of  the  Society’s  ac- 
( Continued  on  next  page) 
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tivities,  and  the  expense  of  unanticipated  expenses 
such  as  we  faced  this  year  then  our  heating  system 
collapsed  and  had  to  be  replaced. 

Ophthalmology  Fund 

To  date  222  members  have  paid  a total  of  $1,185 
as  a voluntary  contribution  to  assist  in  the  oourt 
expense  for  the  decision  regarding  the  use  of  drugs 
by  optometrists.  The  money  has  been  paid  to  the 
Treasurer  of  the  R.  I.  Society  of  Ophthalmology. 
* * * 

LONG  RANGE  PLANNING  COMMITTEE 

The  Ad  Hoc  Long  Lange  Planning  Committee 
recognized  from  its  first  meeting  that  the  role  of 
the  state  Medical  Society  is  a vital  one  for  the 
medical  profession  in  this  era  of  increasing  gov- 
ernment intrusion  in  the  payment  for  health  serv- 
ices, and  therefore  it  is  necessary  that  our  organi- 
zational structure  be  improved  in  every  way  pos- 
sible to  cope  with  the  increasing  volume  of  activity. 

We  have  an  excellent  executive  staff,  and  our 
record  of  accomplishment  for  the  profession  in 
this  state  is  the  equal  of  that  in  any  other  state 
in  the  country.  But  your  Committee  is  strongly  of 
the  opinion  that  we  must  prepare  for  the  future, 
and  therefore  its  initial  aim  was  to  update  the 
Committee  mechanisms  in  order  that  the  Council 
and  the  House  of  Delegates  may  be  continuously 
informed  of  all  activities  of  the  Society  timely. 

For  this  reason  your  Committee  proposes  that 
all  committees  of  the  Society,  elected  and  ap- 
pointed, be  assigned  to  Commissions  — five  in 
number  — under  the  supervision  of  a Commis- 
sioner, a new  office  for  the  Society,  who  shall  be 
an  active  member  of  the  Society  who  holds  no 
other  office  in  the  Society.  The  Commissions  would 
be  designated  under  the  following  titles: 

Commission  on  Community  Relations 
Commission  on  Health  Programs 
Commission  on  Professional  Regulations 
Commission  on  Public  Health 
Commission  on  Socio-Economics 
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Committees  will  continue  to  operate  under  desig- 
nated Chairmen,  elected  or  appointed  as  the  case 
may  be,  as  at  present.  However,  the  five  Commis- 
sioners, nominated  by  the  President  and  elected 
by  the  House  of  Delegates,  would  supervise  the 
committees,  stimulating  activity  as  necessary,  and 
coordinating  efforts  where  the  activity  engages 
more  than  one  committee,  and  reporting  on  the 
work  done,  or  contemplated  to  the  President.  In 
a manner  the  Commissioners  might  be  considered 
as  a special  cabinet  to  aid  the  President. 

Commissioners  would  be  active  and  voting  mem- 
bers of  the  Council,  and  members  of  the  House 
of  Delegates  without  voting  power. 

TENURE  OF  OFFICE 

The  question  of  tenure  of  office  in  the  Society 
is  spelled  out  as  two  year  terms  for  Councilors 
from  district  societies,  one  year  for  Officers,  and 
a maximum  of  five  years  for  past  presidents.  Term 
of  Delegates  is  established  as  one  year.  But  there 
is  no  restriction  on  re-election  of  Councilors  and 
Delegates,  and  for  this  reason  the  Ad  Hoc  Com- 
mittee has  given  much  thought  and  engaged  in 
lengthy  review  and  discussion  of  this  problem.  The 
issue  also  came  before  the  American  Medical  As- 
sociation at  its  recent  meeting  in  San  Francisco, 
and  a resolution  was  adopted  asking  that  state 
societies  review  their  local  situations  and  consider 
ways  to  attract  more  members  to  Society  service. 

Your  Committee  makes  the  following  recommen- 
dations: 

1.  House  oj  Delegates  of  the  Society 

A delegate  to  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  may  serve 
a maximum  of  six  (6)  successive  years,  and 
shall  be  ineligible  for  re-election  as  a dele- 
gate for  at  least  one  year  after  such  a six 
year  term. 

2.  The  Councilors 

Present  setup  of  one  Councilor  from  each 
district  or  county  society,  the  Officers  (5), 
and  the  five  most  recent  living  past  Presi- 
dents of  the  Society,  would  be  augmented 
with  the  addition  of  five  Commissioners 
nominated  by  the  President  and  subject  to 
election  by  the  House  of  Delegates.  The 
quorum  for  the  Council  would  be  changed 
from  the  present  five  to  a new  figure  of 
twelve. 

A Councilor,  except  Officers  and  Past 
Presidents,  may  serve  a maximum  of  six  (6) 
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successive  years  and  shall  be  ineligible  for 
re-election  as  a Councilor  for  at  hast  one 
year  after  such  a six  year  tenure. 

NOMINATING  PROCEDURE 
Your  Committee  recommends  that  the  Nomi- 
nating procedure  for  Officers,  delegates  to  the 
AM  A,  and  for  elected  committeemen,  be  changed 
to  provide  that  the  Nominating  Committee  to 
present  a slate  to  the  Council  be  composed  of  two 
(2)  Councilors  elected  from  component  societies 
to  the  Council,  two  (2)  delegates  elected  by  com- 
ponent societies  to  the  House,  all  four  to  be  named 
by  the  President  of  the  Society  who  shall  be  the 
fifth  member  of  the  Committee.  The  Council  would 
review  the  proposed  slate  and  make  its  recommen- 
dation to  the  House  which  may  entertain  other 
nominations  from  the  floor  of  the  House. 

RECOGNITION  OF  SPECIALTY  GROUPS 
With  the  organization  of  the  Profession  into 
specialty  societies  your  Committee  feels  strongly 
that  the  State  Medical  Society  should  continue  to 
be  the  official  authoritative  society  of  the  physi- 
cians of  Rhode  Island,  but  its  task  should  be  sup- 
ported by  active  cooperation  of  the  specialty 
groups. 

Therefore,  it  is  proposed  that  an  official  repre- 
sentative nominated  by  each  organized  specialty 
group  in  Rhode  Island,  recognized  by  the  House 
of  Delegates,  be  elected  as  a member  of  the  House 
without  voting  power. 

In  its  study  your  Committee  noted  that  the 
present  House  membership  does  have  specialty 
representation  as  follows: 


Surgery  16 

Internal  Medicine  *15 

Pediatrics  S 

General  Practice  6 

Obstetrics-Gynecology  4 

Orthopedics  4 

Urology  4 

Ophthalmology  2 

Anesthesia  1 

Psychiatry  1 

Radiology  1 


'^Includes  allergy,  cardiology,  gastroenterology. 

However,  it  recognizes  that  these  members  are 
elected  by  district  or  county  medical  societies  and 
they  are  not  necessarily  spokesmen  for  their  spe- 
cialty group.  Therefore,  the  opportunity  would  be 
provided  for  the  specialty  organization  to  name 
an  official  representative  if  it  does  not  have  a vot- 
ing delegate  in  the  House  or  it  does  not  wish  to 
designate  a voting  delegate  as  its  official  represen- 
tative. 

The  adoption  of  these  recommendations  by  the 


House  would  require  changes  in  the  bylaws  that 
would  have  to  be  voted  by  the  membership.  Amend- 
ments may  be  adopted  by  a majority  of  members 
present  and  voting  at  any  general  meeting  of  the 
Society,  provided  the  amendments  have  a previous 
two  thirds  majority  approval  by  the  delegates  at 
the  House  meeting  when  the  amendments  are  pro- 
posed. 

For  the  information  of  the  House,  a draft  of 
the  changes  proposed  by  the  Ad  Hoc  Planning 
Committee  are  set  forth  in  bylaw  form  as  APPEN- 
DIX A,  attached  to  this  report.  Unless  a general 
meeting  is  called  prior  to  the  annual  meeting  on 
March  14,  1973,  action  could  not  be  taken  until 
that  date. 

Robert  V.  Lewis,  m.d. 

Stanley  D.  Davies,  m.d. 

John  P.  Grady,  m.d. 

Stephen  J.  Hoye,  m.d. 

Stanley  D.  Simon,  m.d. 

William  J.  MacDonald,  m.d. 

APPENDIX  A 

Committee  on  Long  Range  Planning 

PROPOSED  BYLAW  AMENDMENTS 

(Deletions  marked  by ; New  Wordings  in 

CAPITALS) 

ARTICLE  VI.  HOUSE  OF  DELEGATES. 

Section  2.  Composition. 

The  House  of  Delegates  shall  be  composed  of 

( 1 ) delegates  elected  by  the  component  so- 
cieties, each  component  society  being  en- 
titled to  elect  one  delegate  for  each  twenty 
(20)  active  members  in  good  standing,  or 
major  fraction  thereof,  exclusive  of  intern 
and  resident  members,  with  the  added  pro- 
vision that  each  component  society  shall 
be  entitled  to  elect  at  least  one  delegate; 
and 

(2)  The  President,  the  President-Elect,  the 

(Continued  on  next  page) 
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Vice-President,  the  Secretary,  the  Treas- 
urer, and  the  Immediate  Past  President; 
and 

(3)  without  power  to  vote  unless  elected  as  a 
delegate  from  a component  society,  the 
Editor  of  the  Rhode  Island  Medical 
Journal,  the  delegate  and  alternate  dele- 
gate to  the  House  of  Delegates  of  the 
American  Medical  Association,  the  Direc- 
tor of  the  State  Department  of  Health 
in  Rhode  Island,  the  President  of  the 
Rhode  Island  Medical  Society  Physicians 
Service.  FIVE  COMMISSIONERS  OF 
COMMITTEE  COMMISSIONS  OF  THE 
SOCIETV,  ELECTED  BY  THE  HOUSE 
UPON  THE  NOMINATION  OF  THE 
PRESIDENT  OF  THE  SOCIETY;  AND 
AN  OFFICIAL  REPRESENTATIVE 
NAMED  BY  EACH  ORGANIZED  SPE- 
CIALTY GROUP  IN  RHODE  ISLAND 
RECOGNIZED  BY  THE  HOUSE  OF 
DELEGATES. 

Section  7.  Election  of  Officers,  Delegates  to  the 
American  Medical  Association,  and 
Elected  Committeemen : 

At  its  meeting  in  September  on  the  even  year 
the  House  shall  elect  a delegate  and  an  alternate 
to  the  House  of  Delegates  to  the  American  Medical 
Association  and  annually  at  its  annual  meeting 
shall  elect  officers  and  elected  committeemen.  With 
respect  to  both  elections  the  Council  shall  ALT- 
THORIZE  a.  nominating  committee  of  five,  CON- 
SISTING OF  TWO  (2)  COUNCILORS  ELECT- 
ED FROM  COMPONENT  SOCIETIES  TO  THE 
COUNCIL,  TWO  DELEGATES  ELECTED 
FROM  COMPONENT  SOCIETIES  TO  THE 
HOUSE,  ALL  TO  BE  NAMED  BY  THE  PRESI- 
DENT OF  THE  SOCIETY  WHO  SHALL  BE 
THE  FIFTH  MEMBER  OF  THE  COMMIT- 
TEE, which  shall  prepare  a list  of  candidates  to 
be  presented  to  the  Council.  A list  of  nominees 
approved  by  the  Council  shall  be  mailed  to  the 
House  at  least  one  week  prior  to  the  meeting. 
Other  nominations  may  be  made  from  the  floor 
of  the  House  by  any  VOTING  member  of  the 
House.  All  elections  shall  be  by  ballot,  and  a ma- 
jority of  the  votes  cast  shall  be  necessary  to  elect. 

Section  10.  (NEW)  Tenure  Of  Office 

A DELEGATE  TO  THE  HOUSE  OF  DELE- 
GATES OF  THE  RHODE  ISLAND  MEDICAL 
SOCIETY  MAY  SERVE  A MAXIMUM  OF  SIX 
(6)  SUCCESSIVE  YEARS,  AND  SHALL  BE 


INELIGIBLE  FOR  RE-ELECTION  AS  A 
DELEGATE  FOR  AT  LEAST  ONE  YEAR 
AFTER  SUCH  A SIX  YEAR  TENURE. 
ARTICLE  VII.  THE  COUNCIL. 

Section  2.  Composition. 

The  Council  shall  consist  of  the  Councilors 
elected  by  the  component  societies,  the  five  most 
recent  living  past  Presidents  of  the  Society,  IF 
ACTIVE  MEMBERS,  the  President,  the  Presi- 
dent-Elect, the  Vice-President,  the  Secretary,  the 
Treasurer,  AND  FIVE  (5)  COMMISSIONERS 
ELECTED  BY  THE  HOUSE  OF  DELEGATES 
UPON  THE  NOMINATION  OF  THE  PRESI- 
DENT. 

Section  . Meetings. 

The  Council  shall  meet  bimonthly  at  such  time 
and  place  as  the  President  may  determine.  The 
President  may  call  a special  meeting  of  the  Coun- 
cil on  his  own  motion  and  must  call  a special  meet- 
ing on  the  written  request  of  SEVEN  members  of 
the  Council.  TWELVE  members  shall  constitute 
a quorum.  The  President  shall  preside  at  the  meet- 
ings of  the  Council  and.  in  his  absence,  the  Vice 
President  and  President-Elect  in  order.  The  Sec- 
retary shall  keep  a record  of  its  proceedings. 

Section  9.  (NEW)  Tenure  Of  Office. 

A COUNCILOR  TO  THE  COUNCIL  OF  THE 
RHODE  ISLAND  MEDICAL  SOCIETY 
ELECTED  BY  A COMPONENT  SOCIETY 
MAY  SERVE  A MAXIMUM  OF  SIX  (6)  SUC- 
CESSIVE YEARS  AND  SHALL  BE  INELI- 
GIBLE FOR  RE-ELECTION  AS  A COUN- 
CILOR FOR  AT  LEAST  ONE  YEAR  AFTER 
SUCH  SIX  YEAR  TENURE. 

ARTICLE  X.  Standing  Committees,  Boards  of 
Trustees,  AND  COMMISSION- 
ERS 

Section  1.  Names  AND  COMMISSIONS 

The  standing  committees  of  the  Society,  of 
which  the  President  and  the  Secretary  shall  be 
members,  ex  officio,  shall  be  the  following:  Com- 
mittee on  Scientific  Work  and  Annual  Meeting, 
Committee  on  Public  Laws,  Committee  on  Publi- 
cation, Committee  on  Mediation,  Committee  on 
Medical  Economics,  Committee  on  Occupational 
Health,  Committee  on  the  Library,  Committee  on 
Public  Relations  and  Policy,  Trustees  of  the  Rhode 
Island  Medical  Society  Building,  Trustees  of  the 
Caleb  Fiske  Fund,  and  Trustees  of  Special  Funds. 
EACH  COMMITTEE,  OF  THE  SOCIETY, 
ELECTED  OR  APPOINTED.  SHALL  BE  AS- 
SIGNED TO  A COMMITTEE  COMMISSION 
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BY  THE  COUNCIL,  AND  EACH  COMMIT- 
TEE COMMISSION  SHALL  BE  UNDER  THE 
SUPERVISION  OF  A COMMISSIONER  WHO 
SHALL  BE  AN  ACTIVE  MEMBER  OF  THE 
SOCIETY  WHO  HOLDS  NO  OTHER  OFFICE 
IN  THE  SOCIETY  AND  WHO  SHALL  RE- 
PORT TO  THE  PRESIDENT  OF  THE  SO- 
CIETY ON  THE  ACTIVITIES  OF  THE  COM- 
MITEES  WITHIN  HIS  RESPECTIVE  COM- 
MISSION GROUP.  COMMISSIONS  ARE  DES- 
IGNATED AS  FOLLOWS:  COMMISSION  ON 
COMMUNITY  RELATIONS,  COMMISSION 
ON  HEALTH  PROGRAMS,  COMMISSION  ON 
PROFESSIONAL  RELATIONS,  COMMISSION 
ON  PUBLIC  HEALTH,  AND  COMMISSION 
ON  SOCIO-ECONOMICS. 

* * * 

CONTINUING  MEDICAL  EDUCATION 

The  Committee  on  Continuing  Medical  Educa- 
tion has  held  several  meetings  and  it  has  planned 
a Conference  for  the  Accreditation  of  Teaching 
Programs  for  Graduate  Education  of  Physicians 
by  Community  Hospitals  on  Saturday  October  14, 
1972  at  the  Medical  Library  Auditorium  from  8 
a.m.  to  12  noon. 

The  conference  would  start  with  a continental 
breakfast,  followed  by  a speech  of  welcome  by 
Dr.  Robert  V.  Lewis,  President  of  the  Society. 
Doctor  Uhl  would  then  summarize  various  types 
of  Continuing  Medical  Education  programs  and 
Dr.  Rutledge  Howard  of  the  AMA  Department 
of  Continuing  Medical  Education  will  describe 
what  that  organization  hopes  could  be  accomplished 
at  the  state  level  since  the  AMA  House  of  Dele- 
gates has  emphasized  the  creation  of  a state  sys- 
tem of  accreditation  of  programs  in  Continuing 
Medical  Education  instead  of  the  use  of  field  sur- 
vey teams. 

After  a coffee  break,  the  conference  will  include 
four  sessions  of  approximately  20  minutes  dura- 
tion concerning  Hospital  Facility  Support,  Self 
Assessment  Programs,  Peer  Review,  and  medical 
librarian  functions  as  an  Education  Concept.  The 
conference  summary  would  then  be  presented  by 
Doctor  Uhl. 

The  Committee  has  appointed  additional  physi- 
cians to  its  membership  so  that  every  hospital  ad- 
ministrator, Medical  Staff  Chief,  and  Directors  of 
Continuing  Medical  Education  would  be  aware 
of  this  important  event.  We  urge  the  delegates  to 
support  this  conference. 

The  CME  Committee  has  also  heard  a report 


of  the  success  of  the  CME  Conference  in  1971  in 
Newport  and  of  the  action  of  the  House  of  Dele- 
gates in  January  of  1971  which  endorsed  the  Com- 
mittee’s recommendations  regarding  opposition  to 
any  negative  incentives  in  CME  and  the  explora- 
tion of  positive  incentives  such  as  Self-Assessment 
approaches. 

Respectfully  submitted: 

Henry  S.  M.  Uhl,  m.d. 

Chairman 

* H=  * 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
ANNUAL  MEETING 

The  Committee  is  pleased  to  report  that  Robert 
A.  Good,  M.D.,  Medical  Director  of  the  Sloan 
Kettering  Institute  in  New  York,  has  accepted  our 
invitation  to  deliver  the  Charles  V.  Chapin  Oration 
at  the  Annual  Meeting  of  the  Rhode  Island  Medi- 
cal Society  on  Wednesday,  March  14,  1973.  Dr. 
Good,  a distinguished  authority  on  basic  and 
clinical  immunology,  will  receive  the  Chapin  Medal 
and  address  the  Society  and  its  guests  on  some 
aspects  of  his  work  in  immunology.  We  are  con- 
fident that  his  lecture  will  be  an  outstanding  con- 
tribution joining  those  delivered  by  preceding 
distinguished  recipients  of  the  Chapin  Medal. 

Respectfully  submitted: 

Robert  P.  Davis,  m.d. 

Chairman 

H=  * H= 

MENTAL  HEALTH  COMMITTEE 

The  Mental  Health  Committee  is  most  con- 
cerned about  the  fact  that  psychiatric  services 
are  not  being  included  in  many  proposals  for  in- 
surance and  financing  of  Mental  Health  care,  thus 
potentially  depriving  a great  many  people  from 
its  benefits.  At  the  meeting  of  April  5,  1972,  the 
Committee  passed  the  following  resolution: 

“Whereas  it  is  evident  that  mental  health  care 
is  a most  substantial  part  of  health  care; 

Whereas  it  has  been  demonstrated  that  if  it  is 
financially  possible  to  insure  mental  health  care 
in  a variety  of  ways; 

Whereas  a great  many  public  and  private  in- 
surance plans  and  health  care  systems  hold 
themselves  out  as  providing  comprehensive  health 
care,  without  including  mental  health,  which  is 
misleading  to  the  profession  and  the  public; 
therefore  be  it 

Resolved,  that  no  insurance  plan,  public  or 
private,  not  any  health  care  and  maintenance 
(Continued  on  next  page) 
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program  be  considered,  or  in  fairness  hold  itself 
out,  as  providing  ‘‘comprehensive"  health  care, 
unless  it  includes  provisions  for  psychiatric  serv- 
ices on  the  same  level  with  all  other  medical 
services;  and 

Resolved,  that  this  resolution  be  forwarded 
to  the  leading  insurance  companies  in  this  state, 
including  Blue  Cross  and  Blue  Shield;  to  the 
R.  I.  Group  Health  Association;  to  the  Provi- 
dence Health  Centers,  Inc.;  to  the  Medical  As- 
sociates of  Bristol  County,  Inc.;  and  to  the 
Committee  planning  the  RIMS's  R.  I.  Medical 
Foundation.’’ 

In  other  matters,  the  Committee  recognized  and 
highlighted  the  increasing  importance  of  drug  abuse 
and  alcoholism  and  their  many  implications  that 
concern  all  of  medicine,  not  only  psychiatry.  It, 
therefore,  proposed  the  creation  of  separate  com- 
mittees on  drug  abuse  and  on  alcoholism. 

In  another  resolution  the  Committee  pointed  out 
once  more  how  essential  it  was  that  a qualified 
psychiatrist  be  appointed  Director  of  the  Institute 
of  Mental  Health. 

The  Committee  joined  other  societies  and  hos- 
pitals in  a suitable  memorial  to  the  late  Dr.  Harold 
W.  Williams. 

Respectfully  submitted: 

Hugo  Taussig,  m.d. 

Chairman 
* * * 

MATERNAL  HEALTH  COMMITTEE 
On  June  28,  1972  a meeting  of  the  Maternal 
Health  Committee  was  held  at  the  home  of  Dr. 
Joseph  J.  O’Neill,  M.D.  Those  present  were  Stan- 
ley D.  Davies,  M.D.,  Chairman,  George  Anderson. 
M.D.,  Harold  L.  Beddoe,  M.D.,  J.  Kenneth  Bee- 
zer,  M.D.,  Bertram  Buxton,  Jr.,  M.D.,  John  E. 
Kerry,  M.D.,  Walter  R.  Durkin,  M.D.,  Herbert 
Ebner,  M.D.,  John  R.  Evrard,  M.D.,  William  J. 
MacDonald,  M.D.,  William  Reid,  M.D.,  Joseph  J. 
O’Neill,  M I).,  Henry  E.  Turner,  M.D.,  and  John 
P.  Wood,  M.D.  Six  maternal  deaths  were  discussed. 
One  was  an  indirect  obstetrical  death,  non-pre- 
ventable.  There  were  2 direct  obstetric  deaths  both 
possibly  preventable,  and  3 non-related  deaths. 

The  inadequacy  of  autopsies  performed  by  the 
Medical  Examiner  was  discussed  and  it  was  sug- 
gested that  perhaps  a letter  from  Dr.  Stanley 
Davies,  the  Chairman  of  the  Maternal  Mortality 
Committee,  to  the  Attorney  General  might  be 
helpful  in  improving  the  quality  of  autopsies. 

After  discussion  of  a case  of  ruptured  cerebral 


aneurysm  it  was  pointed  out  that  we  have  had 
several  such  deaths  within  the  past  several  years. 
Even  though  these  are  non-related  obstetric  deaths 
is  was  the  consensus  that  perhaps  more  aggressive 
management  of  these  patients  might  result  in  sal- 
vage of  some  of  them.  It  was  suggested  that  we 
arrange  a conference  with  some  of  the  neurosur- 
geons and  obstetricians  to  discuss  the  problem  of 
aggressive  management  of  subarachnoid  hemor- 
rhage. 

The  Committee  would  like  to  thank  Dr.  and 
Mrs.  O'Neill  for  being  such  fine  hosts  and  for  the 
dinner  which  they  served  to  the  Committee  after 
the  meeting. 

Respectfully  submitted: 

John  R.  Evard,  m.d. 

Secretary 
* * * 

PUBLICATIONS  COMMITTEE 

The  Publications  Committee  met  recently  and 
the  members  agreed  to  enter  into  an  arrangement 
with  Brown  University,  Division  of  Biological  and 
Medical  Sciences,  for  the  publication  of  its  infor- 
maton  concerning  the  University  and  the  affiliated 
hospitals.  Because  of  the  lack  of  advertising,  the 
Journal  had  to  reduce  its  size,  but  hopefully  with- 
in the  next  three  months,  because  of  increased  ad- 
vertising, we  shall  be  able  to  somewhat  expand 
the  publication. 

Dr.  Seebert  J.  Goldowsky,  Editor-in-Chief,  has 
reported  to  the  Committee  that  he  is  now  full-time 
medical  director  of  the  Rhode  Island  Medical 
Journal. 

Respectfully  submitted: 

John  A.  Dillon,  m.d. 

Chairman 

* * * 

STATE  COMMITTEE  ON  PEER  REVIEW 

In  January,  1972  the  State  Committee  on  Peer 
Review  was  established.  Since  that  time  the  Com- 
mittee has  had  several  organizational  meetings 
and  it  has  acted  upon  one  case  submitted  to  the 
Committee  by  Medicare.  The  Committee  is  now 
reviewing  another  case.  The  Committee  has  also 
drafted  Guidelines  for  Meetings  of  Peer  Review 
Committees. 

Respectfully  submitted: 

Alton  M.  Paull,  m.d. 

Chairman 
* * * 

(To  be  Continued  in  March  Issue) 
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STRICT  PRODUCTS  LIABILITY 
DOCTRINE 

(Concluded  from  page  73) 

A word  of  caution  should  be  given.  The  victim's 
case  should  not  be  judged  with  the  physician  as 
the  jury.  Lawyers,  too,  often  have  told  a prospec- 
tive client  that  they  did  not  have  a case  because 
it  appeared  that  the  victim's  own  negligence  was 
the  cause  of  the  injury.  In  the  Ritter  case,  it  may 
not  be  obvious  to  the  ordinary  man  that  the  range 
was  defective.  In  Anderson  vs  Klix  Chemical  Co., 
Ml  P2d  806,  the  manufacturer  was  held  liable  for 
burns  sustained  by  the  plaintiff  because  it  had 
failed  to  warn  that  the  water  in  a vaporiser  is  hot. 
Another  example  is  the  case  of  an  itinerant  farm 
worker  who  was  severely  injured  when  using  an 
insecticide  which  was  clearly  marked  with  warnings 
of  the  dangers  in  using  the  product.  The  only  prob- 
lem with  the  warning  was  that  it  was  written  in 
English  only  and  the  worker  understood  Spanish 
only.  It  was  ruled  that  the  manufacturer  should 
have  known  that  much  of  the  farm  work  in  the 
area  where  it  marketed  its  product  was  performed 
by  non-English  speaking  itinerant  farm  workers. 

CONCLUSION 

There  is  a need  and  desire  for  maximum  con- 
sumer protection.  The  physician  can  assist  the 
public  in  reaching  its  goals  of  safer  products  by 
assisting  in  the  dissemination  of  information  on 
product  related  accidents  and  by  seeing  that  the 
rights  of  their  patient-victims  are  protected  by 
making  the  patient-victim  aware  of  the  possibility 
of  a recovery  for  the  damages  suffered.  The  Ritter 
case  now  makes  it  simpler  for  the  consumer  to 
recover  for  damages  as  he  no  longer  has  to  show 
negligence,  but  he  must  prove  that  a defective 
product  was  responsible  for  his  injury. 

Finally,  the  physician  should  be  aware  that: 

1.  The  attorney  has  a role  in  advising  the  vic- 
tim and  his  family  of  their  recovery  rights. 

2.  The  public  policy  behind  the  shift  of  greater 
responsibility  to  the  vendor,  distributor,  and  manu- 
facturer is  to  encourage  the  making  of  safer  prod- 
ucts, as  well  as  to  protect  the  consumer. 

3.  It  is  becoming  increasingly  unprofitable  to 
manufacture  and  sell  unsafe  products  as  thousands 
of  victims  each  year  make  claims  and  successful 
recoveries. 

4.  The  victim,  who  is  often  the  very  young, 


the  very  old,  or  the  uninformed,  should  be  re- 
minded to  save  the  evidence,  i.e.  the  defective 
roduct.. 

5.  Most  injuries,  just  as  most  diseases,  can  be 
prevented.  There  is  an  important  role  for  the  phy- 
sician, the  safety  engineer,  and  the  lawyer  in  the 
fight  for  safer  products  and  fewer  victims. 


CONSULTATION  IN  CHILD 
PSYCHIATRY 

(Concluded  from  page  65) 

Nutshell  Summary. 

Establish  a contract. 

Define  your  role. 

Recapitulate  the  role  and  contract  ad  in- 
finitum. 

Support  the  healthy  elements. 

(This  might  be  called  setting  the  example  of 
minding  one's  own  business  and  avoiding  the 
role  of  the  hostile-do-gooder.) 

SUGGESTED  READINGS 
Mental  Health  Consultation  to  Programs  for  Chil- 
dren. Review  of  data  collected  from  selected  U.S. 
sites,  report  (with  list  of  references;  prepared  by 
Franklin  B.  McClung  and  Alastair  A.  Stunden), 
(1970).  Public  Health  Service  Publication  No.  2066. 
Washington,  U.S.  Government  Printing  Office,  1971. 
(Use  his  history  and  for  references  to  K Caplan, 
JW  Brown) 
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Farley  GK:  Mental  health  consultation  with  a head 
start  center.  J Am  Acad  Child  Psychiat  10:555-71, 
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Forman  MA,  Hetznecker  WH:  Varieties  and  vagaries 
of  school  consultation.  To  be  published. 
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fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


HalotestlnS  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment of  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration 
1.  Primary  eunuchoidism  and  eunuchism,  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  lust  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 
«?  i-ieoen 


who  have  been  proven  to  have  a hormone-de- 
pendent  tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued.  Watch  lemale  patients 
closely  for  signs  ol  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  eiaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  ejaculatory 
volume  Gynecomastia  Edema  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets 
For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
Circular.  meo  e-e-s  i ham i 
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The  Upiohn  Company.  Kalamazoo.  Michigan  49001 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCd)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerably 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on  i 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  genen|  * 
use,  the  most  common  side  effects  reported  have  i 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 


Librium 


,® 


5 -mg,  IO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reverl' 
ble  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  or 
served  at  the  lower  dosage  ranges.  In  a t 
few  instances  syncope  has  been  report'  . 
Also  encountered  are  isolated  instance' if 
skin  eruptions,  edema,  minor  menstrua; 
irregularities,  nausea  and  constipation,!* 
extrapyramidal  symptoms,  increased  a L 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc! 
tion;  changes  in  EEG  patterns  (low-volt;! 
fast  activity)  may  appear  during  and  af  w 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic* 
dysfunction  have  been  reported  occasi<- 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  prdi 
tracted  therapy. 

Supplied:  Librium®  capsules  containing! 
5 mg,  10  mg  or  25  mg  chlordiazepoxid 
HCI.  Libritabs®  tablets  containing  5 mg 
10  mg  or  25  mg  chlordiazepoxide. 
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Nutley.  N.J.  07110 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
l(diazepam)  part  of  your  treatment 
Iplan,  check  on  whether  or  not  the 
■patient  is  presently  taking  drugs 
land,  if  so,  what  his  response  has 
•been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
| helpful  adjunct  to  your  counseling, 
hit  should  be  prescribed  only  as  long 
Has  excessive  psychic  tension  per- 
Isists  and  should  be  discontinued 
■when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  follow  ed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotei. 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Val  iuffi 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Editor-in-Chief 
Managing  Editor 
Ass't  Managing  Editor 
Senior  Editor  Emeritus 
Graphic  Consultant 


Seebert  J.  Goldowsky,  M.D. 
John  E.  Farrell,  Sc.D. 
Edward  J.  Lynch,  M.A. 

Alex  M.  Burgess,  Sr.,  M.D. 
George  Patton,  Jr. 


•John  A.  Dillon,  M.D.,  Chairman 
•Stanley  M.  Aronson,  M.D. 

•Bertram  H.  Buxton,  Jr.,  M.D. 

Robert  P.  Davis,  M.D. 

•Herbert  Fanger,  M.D. 

Pierre  M.  Galletti,  M.D.,  Ph.D. 

(•Also  Member  Publicatior 


•John  F.  W.  Gilman,  M.D. 
•Charles  A.  Hall,  Jr.,  M.D. 
•Peter  L.  Mathieu,  M.D. 
•Jay  M.  Orson,  M.D. 

Henry  T.  Randall,  M.D. 
•Guy  A.  Settipane,  M.D. 
Committee) 


TABLE  OF  CONTENTS 


ANNUAL  MESSAGE  OF  THE  PRESIDENT  OF  THE  PROVIDENCE  MEDICAL 


ASSOCIATION 

Joseph  E.  Caruolo,  M.D 101 

REMARKS  OF  THE  INCOMING  PRESIDENT  OF  THE  PROVIDENCE 
MEDICAL  ASSOCIATION 

Thomas  F.  Head,  M.D 104 


ALPHA-FETOPROTEIN  IN  PATIENTS  WITH  BENIGN  AND  MALIGNANT 
DISEASE  OF  THE  LIVER 

Subhash  Bajaj,  M.D.,  Leslie  Leduc,  B.S.,  Raj  K.  Goyal,  M.D., 


and  Theodore  Hersh,  M.D 105 

THE  NITRO  BLUE  TETRAZOLIUM  (NBT)  TEST  IN  CLINICAL  MEDICINE  - 
SOME  CURRENT  VIEWS 

Patricia  Fames,  M.D.,  Barbara  E.  Baker,  Ph.D.,  Edmin  N.  Forman,  M.D..  . 109 

NEUROPATHOLOGICAL  FINDINGS  IN  THE  RUBINSTEIN-TAYBI  SYNDROME 

Srecko  Pogacar,  M.D.,  Nedo  F.  Nora,  M.D.,  and  Thomas  L.  Kemper,  M.D.  114 

EDITORIALS  122 

PERIPATETICS  125 

DISTRICT  MEDICAL  SOCIETY  MEETING 126 

EDITOR'S  MAILBOX  126 

MESSAGE  FROM  THE  DEAN 89 

REPORT  OF  HOUSE  OF  DELEGATES 90 


COVER:  PERIPATETICS  is  walking  about  in  connection  with  one's  calling  or  as  a traveller.  Dr. 
Thomas  Perry,  Jr.,  our  cover  photographer,  is  an  avid  bird  watcher.  The  Catbird,  Dumetella  Carolin- 
ensis,  is  from  his  collection  of  over  100  colored  bird  photos.  The  photograph  was  taken  May  29, 
1965  at  Hope,  Rhode  Island  with  a 35mm  Pentax  camera  with  a 400mm  Novaflex  lens  at  1/500  sec., 
f 5.6.  High  speed  Ektachrome  film  was  used.  

RHODE  ISLAND  MEDICAL  JOURNAL  is  owned  and  pub'ished  by  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence  Rhode  Island  02903.  Single  copies  50  cents  — Subscription  $5.00 
per  year  (Members  of  the  R.  I.  Medical  Society,  $2.00  Annually).  Second  Class  postage  at  Providence, 
Rhode  Island,  Copyright,  The  Rhode  Island  Medical  Society,  1973. 


NATIONAL  ADVERTISING  REPRESENTATIVE.  State  Medical  Journal  Advertising  Bureau,  Inc.,  1010 

Lake  Street,  Oak  Park  Illinois  60301. 


acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearif  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 

gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  Intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


TA  9041 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 

Saturday,  April  7,  1973 


THE  EFFECTS  OF  HUMAN  CONTACT  ON  NORMAL  AND 
PATHOLOGICAL  CARDIOVASCULAR  FUNCTIONS 
James  J.  Lynch,  Ph.D. 

Director  of  the  Behavioral  Laboratories,  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore, 
Maryland 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Friday,  April  13,  1973 


THE  MULTIPOTENTIAL  CELL  AND  THE  TUMOR  PROBLEM 
Armin  C.  Braun,  M.D. 

Rockefeller  University,  New  York,  New  York 


Brown  University 
Wilson  Hall  102 
4:00  p.m. 


Thursday,  April  19,  1973* 


PHYSIOLOGIC  STUDIES  IN  THE  ADULT  RESPIRATORY 
DISTRESS  SYNDROME 
COLLOQUIUM 

Samuel  R.  Powers,  Jr.,  M.D. 

Professor  of  Surgery,  Director  of  Surgical  Labora- 
tory, Albany  Medical  College  of  Union  University, 
Albany,  New  York, 


Brown  University 
Barus  & Holley  168 
4:00  p.m. 


Saturday,  April  28,  1973 


URINARY  CALCULUS  DISEASE 

Wyland  F.  Leadbetter,  M.D. 

Clinical  Professor  of  Surgery,  Harvard  Medical 
School,  Boston,  Massachusetts 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Monday,  April  30,  1973 


BURGESS  ORATION 

NEW  PLACES  FOR  BASIC  SCIENCES  IN  MEDICAL 
EDUCATION 

Lewis  Thomas,  M.D. 

Dean,  Yale  University  School  of  Medicine,  New 
Haven,  Connecticut 


The  Miriam  Hospital 
Sopkin  Auditorium 
8:15  p.m. 


& 


Please  note  change  of  day. 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


"PHYSIOLOGIC  STUDIES  IN  THE 
ADULT  RESPIRATORY 
DISTRESS  SYNDROME" 

Colloquium 

SAMUEL  R.  POWERS,  JR.,  M.D. 

Professor  of  Surgery,  Director  of  Surgical  Laboratory,  Albany  Medical 
College  of  Union  University,  Albany,  New  York 


APRIL  19,  1973  4:00  P.M. 

Barus  and  Holley  Building,  Room  168 


Tea  and  Coffee  will  be  served  prior  to  the  Colloquium 


No  admission  fee;  the  public  is  cordially  invited 


la  ui 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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BROWN  RESUMES  PHYSICIAN  EDUCATOR  ROLE 


After  130  years  of  dormancy  Brown  University 
has  resume. d its  role  as  an  educator  of  physicians. 
The  transition  from  a graduate  school  in  the  medi- 
cal sciences  to  a coordinated  program  culminating 
in  the  M.D.  degree,  took  place  on  the  morning  of 
January  31,  1973,  when  12  Brown  University  stu- 
dents donned  white  coats  and  assumed  their  respon- 
sibilities as  clinical  clerks  on  the  surgical  services 
of  the  Rhode  Island  and  the  Miriam  Hospitals. 
When  the  full  clerkship  program  is  operative,  medi- 
cal students  will  also  serve  at  the  Butler,  Lying-In, 
Memorial,  Roger  Williams  General,  and  Veterans 
Administration  Hospitals. 

These  12  charter  medical  students  elected  to  re- 
main at  Brown  University  rather  than  take  their 
two  years  of  clinical  experience  at  some  other  medi- 
cal campus,  as  had  their  predecessors  in  the  Master 
of  Medical  Science  program.  They  will  be  joined, 
this  August,  by  48  other  students  (principally  from 
Brown,  but  also  from  a number  of  other  so-called 
two-year  medical  schools).  This  inaugural  class  of 
60  students  will  graduate  in  June,  1975. 

The  core  clerkship  to  be  required  of  every  M.D. 


degree  candidate  consists  of  56  weeks  subdivided  as 
follows:  Medicine  and  related  specialties,  12  weeks; 
Surgery  and  related  specialties,  12  weeks;  Human 
growth  and  development  (including  obstetrics  and 
pediatrics),  10  weeks;  Psychiatry,  6 weeks;  Com- 
munity medicine,  4 weeks;  Clinical  clerkship  (se- 
lected by  student),  12  weeks. 

These  mandatory  clerkships  must  be  taken  at 
hospitals  affiliated  with  Biown  University.  Subject 
to  certain  logistic  constraints,  students  will  be  free 
to  choose  the  location  and  sequence  of  their  clerk- 
ships. 

One-fourth  of  the  total  academic  time  in  the  last 
two  years  of  the  medical  program  has  been  set 
aside  for  medical  students  to  involve  themselves  in 
productive  activities  other  than  the  required  clerk- 
ship experiences.  For  some  students  this  may  mean 
a resumption  of  personal  research,  for  others,  a 
return  to  classroom  participation  in  the  basic  life 
sciences  or  humanities;  and  for  still  others,  an  op- 
portunity for  hospital-based  specialty  training. 

Stanley  M.  Aronson,  M.D. 

Dean  of  Medical  Affairs 


^ ^ 


March  1973 
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House  Of  Delegates  Of  The  Rhode  Island 
Medical  Society 

Report  of  the  Meeting  of  September  20 , 1972 


(Continued  from  February,  1973  issue) 


COMMITTEE  ON  MEDICAL  ASPECT  OF  SPORTS 

The  Committee  on  the  Medical  Aspects  of  Sports 
is  busily  engaged  in  attempting  to  get  the  help 
of  a sponsor  for  a major  meeting  on  the  Medical 
Aspect  of  Sports  during  the  summer  of  1973.  There 
is  a reasonably  good  chance  that  a sponsor  from 
Connecticut  can  be  obtained  to  meet  the  expenses 
of  conducting  the  meeting  on  a broad  scale. 

Respectfully  submitted: 

A.  A.  Savastano,  m.d. 

Chairman 
* * * 

SOCIAL  WELFARE  COMMITTEE 

Concerns  of  the  Committee  include  continued 
adequate  private  medical  care  for  the  welfare  re- 
cipient by  the  private  sector  while  clinics  and 
other  groups  experiment  with  their  so-called  com- 
prehensive care  plans  at  an  enormous  oost  to  the 
government. 

In  this  vein,  and  working  with  the  Society,  the 
Rhode  Island  Medical  Assistance  Department.  P. 
Joseph  Pesare,  M.D.,  medical  director,  will  shortly 
implement  a Federal  regulation  which  became  ef- 
fective February  7,  1972. 

Brieflly,  this  regulation  requires  that  persons 
under  the  age  of  21  be  examined  (probably  yearly) 
to  ascertain  their  physical  status  and/or  mental 
defects  and  that  continuous  health  care,  treatment 
and  other  measures  be  provided  when  necessary 
to  correct  or  ameliorate  defects  and  chronic  con- 
ditions that  may  be  discovered.  A model  form  has 
been  prepared  for  this  purpose  which  the  medical 
vendor  will  use  on  a one  time  basis  for  the  six- 
year  old  for  a comprehensive  and  diagnostic  screen- 
ing examination  including  appropriate  referral  and 
follow  up  activity  for  his  patient.  An  equitable 
fee  will  be  provided  for  this  examination. 

At  the  present  time  clinics  and  other  groups  are 
soliciting  the  Welfare  Department  to  include  the 
welfare  recipient  in  their  experimental  pre-paid 
comprehensive  health  care  plans.  By  executive 
order  the  Health  Centers  and  R.  I.  Group  Health 


Association  have  contracts  for  the  health  care  of 
welfare  recipients.  This  proposed  model  examina- 
tion and  form  will  help  the  private  sector  continue 
maintaining  private  care  for  the  welfare  patient 
when  he  so  chooses. 

It  has  come  to  the  attention  of  the  chairman 
that  welfare  recipients  living  in  Massachusetts 
and  under  private  physician  care  have  not  and 
probably  will  not  be  reimbursed  by  Massachusetts 
for  medical  bills  rendered  prior  to  July,  1972  and 
still  unpaid.  Attempts  to  carify  this  situation  has 
brought  vague  responses.  It  is  recommended  that 
physicians  who  render  care  to  Massachusetts  wel- 
fare recipients  contact  Mr.  Mintner  or  Governor 
Francis  Sargent,  Social  Welfare  Director  and  Gov- 
ernor of  Massachusetts  respectively,  for  further 
information.  It  would  appear  that  hospitals  may 
continue  to  be  reimbursed  for  services  rendered 
to  welfare  recipients  from  Massachusetts. 

Physicians  should  keep  medical  fee  profiles  cur- 
rent and  a matter  of  record  if  they  hope  to  obtain 
any  consideration  from  the  intermediary  fiscal 
agent  in  future  updating  of  their  charges.  It  is 
suggested  that  the  physician  consider  placing  his 
usual  and  customary  charge  on  whatever  form 
he  fills  out  for  the  intermediary  even  though  at 
times  he  may  be  reimbursed  for  less. 

Respectfully  submitted: 

Peter  L.  Mathieu,  Jr.,  m.d. 

Chairman 
* * * 

BLOOD  BANK  COMMITTEE 

1.  Every  five  years  a survey  of  blood  banking 
activities  in  Rhode  Island  is  conducted  jointly  by 
the  Blood  Bank  Committee  of  the  Rhode  Island 
Medical  Society  and  the  Rhode  Island  Associa- 
tion of  Blood  Banks. 

For  the  year  1971,  blood  needs  statewide  were 
met  very  satisfactorily  and  completely  by  our 
hospital  blood  bank  system.  30,066  units  were 
collected,  of  which  96  per  cent  came  from  volun- 
teer blood  donors  (a  truly  wonderful  percentage), 
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1 per  cent  from  paid  donors  (mostly  on-call  hos- 
pital personnel)  and  3 per  cent  only  from  commer- 
cial blood  banks. 

2.  Because  of  this  statewide  almost  total  use 
of  volunteer  donor  blood,  the  incidence  of  serum 
hepatitis  is  extremely  low,  approximately  1 per 
2,000  transfusions. 

Since  blood  banks  are  complying  with  the 
Standards  of  the  American  Association  of  Blood 
Banks  — and  most  have  been  inspected  and  ac- 
credited under  the  AABB  Inspection  and  Accredi- 
tation Program  — routine  donor  screening  for 
Australia  Antigen  is  performed,  further  reducing 
the  risk  of  serum  hepatitis. 

3.  24,259  blood  transfusions  were  given  in  the 
state,  of  which  8,720  were  transfused  as  packed 
red  blood  cells. 

The  outdating  percentage  amounted  to  17  per 
cent,  which  is  equivalent  to  the  national  average. 
The  existence  of  many  small  hospitals  and  the 
necessity  for  keeping  a blood  inventory  on  hand 
drives  this  up  to  the  level  of  17  per  cent.  Con- 
stant efforts  are  made  to  keep  this  as  low  as  pos- 
sible. 

4.  The  competence  of  our  Rhode  Island  blood 
banks  and  the  total  success  of  the  present  system 
is  obvious  and  deserves  wholehearted  support. 

5.  The  commercial  blood  bank  established  in 
Rhode  Island  several  years  ago,  located  and  draw- 
ing donors  in  Hoyle  Square,  has  happily  closed  its 
doors. 

6.  The  Division  of  Biologic  Standards,  tradi- 
tionally responsible  for  inspecting  and  licensing 
those  blood  banks  engaged  in  the  interstate  ship- 
ment of  blood,  has  recently  been  transferred  to 
the  Food  and  Drug  Administration.  Rather 
promptly,  Harry  Meyer,  M.D.,  FDA  Director,  an- 
nounced that  in  the  near  future,  all  blood  banks, 
hospital  or  community,  whether  small  or  large, 
inter-  or  intra-state  in  operation,  would  be  in- 
spected and  licensed. 

The  basis  for  this  decision  is  the  long-standing 
and  arbitrary  listing  of  blood  as  a “drug”  in  the 
U.  S.  Pharmacopeia,  over  which  the  FDA  claims 
complete  control.  To  most  blood  bankers,  blood 
is  not  a drug  nor  a product,  but  human  living 
tissue;  furthermore,  blood  bankers  define  blood 
banking  as  the  practice  of  medicine  all  the  way 
from  donor  selection  to  the  transfusion  of  blood, 
and  feel  strongly  that  such  inspection  and  licensure 
is  a highly  objectionable  government  intrusion  into 
the  private  practice  of  medicine. 

Enold  H.  Dahlquist,  Jr.,  m.d. 

(Continued  on  Next  Page) 
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Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


FOR  SALE 

EAST  PROVIDENCE,  R.  I. 
MODERN  MEDICAL  BUILDING 

One  Story  — 4 Offices 
Waiting  Room  — Conference  Room 

Centrally  Air  Conditioned 
Fully  Furnished  — Parking 

Available  Immediately 

ROTKIN  & SYDNEY 
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Malpractice 
protection 
is  serious 
business ! 

Talk  only  to  the  experts! 


And  lei  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 

Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 


COMMITTEE  ON  OCCUPATIONAL  HEALTH 

We  have  had  no  formal,  full,  committee  meet- 
ings since  the  last  reported.  However,  informal 
discussions  and  problems  have  been  noted: 

The  Occupational  Safety'  and  Health  Act 
(O.S.H.A.)  affects  all  types  of  businesses  includ- 
ing the  physicians  office  and,  therefore,  is  so 
qualified  under  the  provisions  of  the  act.  The 
American  Medical  Association  House  of  Delegates 
did  resolve  to  oppose  these  requirements  as  they 
affect  the  physicians  offices.  It  was  felt  that  this 
does  not  negate  the  requirements  of  the  act  and 
this  Committee  has  suggested  that  the  Society 
notify  all  physicians  of  same,  so  that  their  office 
will  adhere  to  O.S.H.A.  requirements.  It  should 
be  noted  several  local  industries  have  had  numer- 
ous, recent  and  costly  citations  under  the  act. 

Employment  and  pregnancy  has  created  some 
problems  in  industry'.  Usually  pregnancy  has  been 
accepted  as  employable  to  the  seventh  month  on 
written  approval  of  the  patient’s  physician  and  the 
acceptability  of  same  by  the  plant  medical  direc- 
tor. A letter  from  the  obstetrician  stating  the  preg- 
nant employee  can  work  to  the  eighth  or  ninth 
month  is  accepted  by  the  R.  I.  Temporary  Disabil- 
ity as  a lay'  off  by'  industry,  so  the  patient  is  eli- 
gible to  collect  unemploy'ment  compensation.  This 
raises  the  taxation  percentage  of  industry  thus 
increasing  their  financial  liability  to  the  fund. 

The  Occupational  Health  Committee  of  the 
AMA  has  withdrawn  from  circulation  of  its  “Guide 
to  Occupational  Health  Services  for  Women’’  be- 
cause legal  counsel  believed  some  of  its  provisions 
were  in  conflict  with  recent  court  decisions  under 
the  Civil  Rights  Act  of  1964. 

For  the  present,  under  R.  I.  State  Statutes  and 
the  opinion  of  this  committee,  it  is  felt  the  medical 
director  has  the  authority,  with  consent  of  man- 
agement, to  formulate  the  medical  provisions  gov- 
erning all  phases  of  individual  employment  and 
employability. 

Relative  to  pregnancy,  termination  of  employ- 
ment for  normal  pregnancy,  for  sedentary  duties, 
is  usually  the  seventh  month,  with  the  written 
permission  of  her  attending  physician. 

Respectfully  submitted: 

Thomas  J.  Dolan,  m.d. 

Chairman 
* * * 

COMMITTEE  ON  ALCOHOLISM 

The  Committee  on  Alcoholism  was  reconstituted 
(Continued  on  page  94) 
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The  Department  of  Surgery  of  the  Roger  Williams  General  Hospital 

Presents 

The  Second  Annual 

Robert  H.  Whitmarsh  Oration 

MAY  9 and  10,  1973 


Bernard  Fisher , M.D. , Surgeon-In-Chief , Pro  Tempore 

Professor  of  Surgery 
University  of  Pittsburgh 
School  of  Medicine 

WEDNESDAY,  MAY  9,  1973: 

7:30  A.M. — Surgical  Staff  Conference 

12:00  Noon— WHITMARSH  ORATION  — Bernard  Fisher,  M.D. 

“Biological  Considerations  in  the  Management  of 
Primary  Breast  Cancer.” 

2:00  P.M. — Surgical  Staff  Presentations 

THURSDAY,  MAY  10,  1973: 

10:30  A.M. — Papers  By  Staff  Surgeons 

12:00  Noon— CLINICOPATHOLOGICAL  CONFERENCE  — Ber- 
nard Fisher,  M.D. 

All  Meetings  Will  be  Held  in  Kay  Auditorium 
at  the  Roger  Williams  General  Hospital 


Profile  "20" 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


-JJ'opliini 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  ( ASCP) 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  92) 

as  a new  committee  after  having  been  merged  with 
the  Committee  on  Drugs  for  several  years  as  a 
subcommittee  to  the  Committee  on  Mental  Health. 
The  committee  held  its  first  meeting  on  Monday, 
September  18,  1972,  and  plans  to  take  an  active 
part  in  review  of  insurance  policies  to  encourage 
coverage  of  alcoholism,  per  se,  to  provide  active 
assistance  in  the  integration  of  the  various  alcohol 
programs,  which  are  sponsored  by  different  agen- 
cies throughout  the  state,  investigate  the  feasibility 
of  a modern,  intermediate  care  facility  for  de- 
toxification and  therapy  for  the  chemically  de- 
pendent, chiefly  those  related  to  alcohol,  as  far 
as  this  committee  is  concerned. 

It  has  been  abundantly  clear  for  many  years 
that  the  abuse  of  and  the  dependence  upon  alcohol 
is  no  respecter  of  economic  or  social  status.  The 
problems  are  clearly  multiple  disciplinary  but  are 
in  crying  need  for  a knowledgeable  and  empathic 
understanding  by  the  members  of  our  profession. 

Respectfully  submitted: 

Roswell  D.  Johnson,  m.d. 

Chairman 
* * * 

ALLIED  HEALTH  PROFESSIONS  AND 

SERVICES  COMMITTEE 

The  Committee  and  invited  guests  met  on  Feb- 
ruary 17,  1972  and  heard  a talk  by  H.  Youngken, 
Ph.D.,  Dean  of  the  College  of  Pharmacy,  Uni- 
versity of  Rhode  Island  on  the  proposed  Area 
Health  Science  Education  Center  of  the  Tri-State 
Regional  Medical  Program. 

The  Chairman  has,  since  then,  represented  the 
Rhode  Island  Medical  Society  as  one  of  the  in- 
corporators of  the  Rhode  Island  Health  Science 
Education  Center  (RIHSEC),  in  several  meetings 
to  search  for  and  appoint  a director  for  this  pro- 
gram, which  has  been  funded  by  the  Tri-State 
Medical  Program  for  a period  of  three  years. 

Other  incorporators  are  as  follows: 

Institutions,  Associations  and  Representatives 

Rhode  Island  State  Nurses  Association,  Christina 
G.  McElroy,  R.N. 

Hospital  Association  of  R.  I.,  Jerome  Sapolsky. 

Brown  University,  Pierre  M.  Galletti,  M.D.,  I 
Ph.D.,  attending  for  Merton  P.  Stoltz. 

Board  of  Regents  for  Education,  Joseph  L. 
Byron. 

Rhode  Island  Consumers  Council,  Edwin  P. 
Palumbo. 

(Continued  on  Page  95) 
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Uvertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art’’ 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  difference 
in  bioavailability  and  clinic* 
predictability  among  drug  products 

, 


Teacher  of  Medicine 

' o 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  he  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don't  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  PredictabilitM 
More  Important  Than  PI 

Although  the  questiol 
price  has  been  greatlyl 
aggerated,  it  is  true  p 
patients  can  on  occa;# 
save  money  on  genfe 
drugs.  But  you  are  not  a 
ing  to  dare  attempt  to  ‘I 
money  if  it  jeopardizes! 
patient’s  health.  Let’s! 
turn  to  the  example  I 
has  become  very  promiin 
in  recent  years,  that  of# 
cardiac  glycosides.  Ti; 
are  probably  the  most  t|i 
drugs  we  use  with  res  # 
to  the  small  difference# 
tween  a maximally  effecj 
dose  and  a toxic  dose.  VVJ 
you  are  dealing  with  dfl 
of  this  type,  the  first  I 
cern  must  be  clinical  " 
dictability.  At  the  ris  ft 
variations  in  bioavaikii 
ity,  it  would  be  sheer  1*1 
to  try  to  save  the  patl 
what  might  amoun  t 
maybe  $10  or  $20  a >• 
The  physician  cannot  nil 
age  his  patient  unless  1 i 
sure  that  the  drug  h'i 
prescribing  has  the  s# 
positive  effect  each  to 
the  prescription  is  reneto 
This  is  especially  sig$ 
cant  when  the  patient  t :< 
the  product,  not  for  moia 
hut  for  the  rest  of  his  li . 


hlvertisement 


One  of  a series 


: 


( 


I 


Maker  of  Medicine 


C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Although  equivalence  of 
ifferent  preparations  of  a 
ug  substance  may  be  de- 
led by  certain  physical, 
emical  or  biological  char- 
.teristics,  identity  is  not 
:,ways  assured  even  though 
,ese  characteristics  may 
c described  in  compendia 
j ch  as  the  USP,  NF  or  de- 
ned  by  other  specific 
,'urce  standards.  More- 
• er,  even  with  equivalent 
, ug  substances,  similar 
larmaceutical  products 
rim  be  produced  by  differ- 
lt  manufacturers  such 
at  these  products  are  bio- 
gically  or  therapeutically 
equivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
ith  drug  substances  de- 
ved  from  different  sources 
id  under  different  condi- 
ons,  it  should  be  possible 
■ establish  specifications  in 
ifficient  detail  to  minimize 
ie  potential  for  their  non- 
quivalence.  However, 
lere  is  general  agreement 
lat  product  therapeutic 
quivalence  would  still  not 
e assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn't  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  GpDialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street.  N.W..  Washington.  D.C.  20005 


MINOCIN'  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.* 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.”)  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


‘Indicated  In  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  Infection.  fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 
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Tri-State  Regional  Medical  Program,  Johannes 
Virks,  M.D. 

Respectfully  submitted: 

George  F.  Meissner,  m.d. 

Chairman 
* * * 

PUBLIC  LAWS  COMMITTEE 

A summary  of  the  legislative  action  of  the 
January,  1972  session  of  the  Rhode  Island  Gen- 
eral Assembly  was  published  in  the  July  issue  of 
the  Rhode  Island  Medical  Journal,  Volume  55, 
No.  7,  Page  205. 

The  Public  Laws  Committee  reviewed  over  200 
pieces  of  legislation  including  160  bills  held  over 
bills  but  none  were  of  direct  interest  to  physicians, 
from  the  1971  session.  The  Governor  vetoed  25 
bills  but  none  were  of  direct  interest  to  physicians. 

The  Chief  Executive  did  sign  a bill  which  re- 
quires a rubella  hemagglutination  inhibition  test 
before  a marriage  license  oould  be  issued.  This 
measure  received  strong  support  of  the  Public 
Laws  Committee.  Rhode  Island  is  possibly  the 
second  such  state  (after  Colorado)  to  enact  such 
a measure. 

Three  chiropractic  bills  held  over  from  1971 
and  three  additional  measures  introduced  this  year 
all  died  in  committee.  One  proposal  provided  that 
chiropractors  be  permitted  to  use  a hypodermic 
needle  or  syringe  in  the  treatment  of  patients. 

In  1971,  the  Society  introduced  two  bills  con- 
cerning immunity  for  physicians  and  others  en- 
gaged in  the  transfusion  of  blood  and  for  com- 
pensation for  induced  hearing  loss.  The  bills  were 
not  reported  out  of  committee. 

An  act  which  would  have  made  representatives 
of  the  public  a majority  of  directors  of  nonprofit 
medical  service  corporations,  including  Blue  Shield, 
was  submitted  to  the  House.  It  also  died  in  com- 
mittee. 

Dr.  Robert  V.  Lewis,  President,  testified  in  op- 
position to  a drug  formulary  measure  before  the 
Senate  Health,  Education  and  Welfare  Committee. 
The  bill  was  not  reported  out  of  committee.  Legis- 
lation of  a similar  nature  failed  to  make  progress 
in  the  House. 

Supported  was  an  amendment  to  a hearing  aid 
bill  which  would  offer  medical  protection  to  the 
public  through  participation  of  an  otolaryngologist 
and  an  audiologist  on  the  Board  of  Hearing  Aid 
Dealers  and  Fitters  and  a provision  that  a hearing 
aid  could  not  be  sold  to  a child  16  years  of  age 
or  under  or  an  adult  over  55  years  of  age  without 
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the  recommendation  of  an  otolaryngologist  and  an 
audiologist.  The  amended  bill  did  not  pass. 

The  November  election  will  bring  many  new 
faces  to  the  General  Assembly;  therefore,  it  be- 
hooves each  District  Society  to  plan  to  meet  with 
their  legislators  and  to  educate  them  concerning 
the  important  issues  confronting  medicine. 

Respectfully  submitted: 

F.  Bruno  Agnelli,  m.d. 

Chairman 
* * * 

COMMITTEE  ON  DRUG  ABUSE 

The  Committee  on  Drug  Abuse  was  the  result 
of  a merger  between  the  subcommittee  of  the  Men- 
tal Health  Committee  of  the  Rhode  Island  Medical 
Society  and  the  R.  I.  Chapter  of  the  American 
Academy  of  Pediatrics  Committee  on  Drug  Abuse. 
The  latter  group  had  as  its  goal  the  increased  in- 
volvement of  Rhode  Island  physicians  in  local 
community  efforts  concerning  drug  abuse  and  the 
encouragement  of  interagency  collaboration  by 
means  of  an  ‘•umbrella"  approach. 

Drug  abuse  is  not  solely  a medical  problem  but 
the  medical  aspects  are  of  major  importance.  In- 
deed it  has  been  repeatedly  demonstrated,  that 
without  the  involvement  of  the  medical  com- 
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New  England's  Full  Service  Reference  Laboratory 
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We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin  Digitoxin 

• Plasma  Cortisol 
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• Lipoprotein  Electrophoresis 
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munity,  genuinely  successful  action  in  this  field 
seldom  occurs.  Medical  community  involvement  in 
Rhode  Island  has  been  minor  and  isolated.  The 
American  Medical  Association  Conference  on  Drug 
Abuse  in  Phoenix  in  March  demonstrated  both  the 
necessity  for  Society  and  individual  physician 
commitment  in  community  responsibility  and  also 
the  integral  need  for  an  •‘umbrella”  approach  in 
large  communities  to  prevent  duplication  of  effort 
and  fragmention  of  services. 

The  Drug  Abuse  Committee  of  the  Society  has 
been  focusing  the  hospital  responses  to  the  drug 
abuser  both  in  emergency  department  contacts 
and  hospital  admission  policies.  Contemporary  and 
updated  treatment  manuals  have  been  distributed 
to  all  the  emergency  departments  >n  the  state  as 
well  as  college  infirmaries.  Physicians  on  the  staff 
of  local  hospitals  have  been  encouraged  to  inquire 
about  hospital  policies  regarding  the  drug  abuser 
and  attempts  to  influence  these  policies  to  assure 
that  the  patient  with  a drug  problem  is  approached 
in  the  same  manner  as  any  other  patient  with  an 
illness. 

Legislative  sophistication  concerning  laws  deal- 
ing with  drug  abuse  leaves  much  to  be  desired  in 
Rhode  Island.  Approximately  a year  ago.  legisla- 
tion was  introduced  by  both  parties  to  bring  about 
a revision  in  Rhode  Island  statutes  concerning 
drug  abuse.  This  would  translate  new  existing 
federal  legislation  into  state  law.  The  desire  was 
commendable  and  the  revision  sorely  needed;  how- 
ever, this  legislation  was  so  inclusive,  effecting  so 
many  different  fields,  such  as  pharmacy,  medicine, 
and  law  enforcement  that  the  Committee  suggested 
to  the  Governor  that  this  legislation  was  too  im- 
portant to  pass  hurriedly  and  the  Committee  re- 
quested that  it  be  delayed  until  this  past  legisla- 
tive session,  but  in  the  meantime  an  interdisciplin- 
ary commission  be  formed  to  thoroughly  examine 
the  intricacies  of  the  proposed  changes.  The  bills 
were  not  adopted,  but  the  commission  was  never 
created. 

This  legislature  never  got  to  see  those  major 
revisions,  however,  because  of  the  fate  of  a bill 
which  this  Committee  and  the  Public  Laws  Com- 
mittee interceded  for  (the  Gladstone  bill),  which 
would  have  changed  possession  of  Marijuana  to 
a misdemeanor.  The  Committee  felt  that  this  was 
a key  measure  in  the  field  of  drug  abuse  not  only 
from  the  standpoint  of  reality  but  also  it  seemed 
as  if  it  was  the  only  way  indeed  contact  would 
truly  be  made  with  the  person  with  a drug  prob- 
( Continued  on  Page  98) 
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Halotestin  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S  P,,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ol  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  no!  just  a familial  trait 
In  the  lemale:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 

JA7I- 1006ft 


who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration 

Contraindications:  Carcinoma  of  the  male  breast 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  ejaculatory 
volume  Gynecomastia  Edema  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Up/ohn  representative  or  consult  the  package 
circular.  med  b-6-s  imahi 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 
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lem,  when  society  demonstrated  it  was  only  in- 
terested in  punitive  approaches.  In  the  House 
floor  discussion  of  this  bill,  it  sounded  as  if  mari- 
juana and  heroin  were  similar  substances.  The  bill 
was  recommitted  despite  Society’s  efforts  to  re- 
introduce the  bill.  Because  of  this  demonstration 
of  the  apparent  negative  legislative  feeling,  the 
major  revisions  of  the  law  were  never  introduced. 
It  appears  that  much  legislative  education  must 
be  accomplished  if  Rhode  Island  is  to  bring  its 
legislative  stance  in  line  with  the  majority  of  other 
states. 

The  “umbrella  agency’’  approach  in  some  states 
means  a non-governmental  group  which  has  ac- 
crediting and  funding  functions.  In  Rhode  Island, 
which  is  in  the  primary  stages  of  receiving  fairly 
large  federal  monies,  it  appears  as  if  the  depart- 
ments which  are  allocating  the  funds  will  not  re- 
linquish either  accrediting  or  funding  functions 
to  a non-governmental  agency.  It  therefore  appears 
that  what  the  AMA  conference  in  Phoenix  advo- 
cated as  a model  approach  to  community  efforts 
Island.  This  is  regrettable  based  upon  other  state 
to  cope  with  drug  abuse  is  not  possible  in  Rhode 
and  community  experience.  There  is  much  recent 
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concern  about  the  large  amount  of  federal  expen- 
diture in  what  appears  to  be  fragmented  and  un- 
coordinated local  efforts.  An  “umbrella  agency” 
seems  more  capable  of  preventing  this  than  a gov- 
ernmental advisory  committee  approach. 

Since  it  appeared  as  if  the  Governor’s  Commis- 
sion on  Drug  Abuse,  an  advisory  commission,  was 
the  only  way  in  Rhode  Island  in  which  the  con- 
cept of  coordination  could  be  effected,  the  Com- 
mittee on  Drug  Abuse  of  the  Society  encouraged 
the  Governor  to  expand  the  commission  to  include 
more  medical  representation  and  also  more  repre- 
sentatives of  the  community  based  drug  abuse  ef- 
forts such  as  RIDAC,  a recently  formed  inter- 
agency group.  The  Governor  apparently  plans  to 
do  this  shortly.  The  Committee  plans  to  meet  with 
RIDAC  in  the  near  future  to  see  how  we  can 
assist  them  in  their  efforts. 

Finally,  the  Committee  sponsored  a meeting 
at  Rhode  Island  Hospital  in  January  of  1973  of 
the  combined  medical  and  pediatric  staffs  involv- 
ing a discussion  of  the  role  of  the  hospital  in  drug 
abuse.  All  emergency  department  personnel  in  the 
state  were  invited  and  the  speaker  was  David 
Lewis,  M.D.,  a national  authority  in  the  field, 
who  met  the  hospital  administrators  prior  to  the 
discussion. 

In  another  matter,  the  Drug  Abuse  Committee 
of  the  Society  performed,  in  my  opinion,  an  ex- 
tremely valuable  service  to  the  people  of  Rhode 
Island  and  to  the  medical  profession  when  through 
its  initiative  and  zealousness  secured  the  coopera- 
tion of  the  R.  I.  Department  of  Health  to  modify 
the  implementation  of  provisions  of  a drug  abuse 
reporting  system  (S  3467).  The  Committee  was 
extremely  active  in  securing  the  cooperation  of  the 
Department  of  Health  in  requesting  only  the  ini- 
tials and  census  tract  of  individuals  reported  under 
this  law;  thus,  preserving  anonymity  and  prevents 
further  the  separation  of  drug  abuse  from  medical 
contact. 

Respectfully  submitted: 

John  E.  Farley,  m.d. 

Chairman 

EMERGENCY  MEDICAL  SERVICES 
COMMITTEE 

The  Emergency  Medical  Services  Committee  of 
the  Rhode  Island  Medical  Society  has  been  ex- 
tremely active  in  various  areas  since  the  Spring 
meeting  of  the  House  of  Delegates.  In  April,  Dr. 
Robert  L.  Conrad,  Committee  Chairman,  and  Ed- 
ward J.  Lynch,  Assistant  Executive  Secretary  of 
(Continued  on  page  127) 
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Boston,  Mass.:  The  Beacon 
No-Load  Mutual  Fund  was 
created  in  1961  by  physi- 
cians of  various  New  Eng- 
land State  Medical  Societies 
to  help  meet  the  need  for  a 
comprehensive  investment 
program  suitable  for  retire- 
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Physicians  Must  Decide  Whether  To 
Innovate  Or  Let  Others  Innovate  For 
Them. 


By  Joseph  E.  Caruolo,  M.D. 

There  are  far  too  many  issues  I could  discuss, 
so  that  from  among  them  I have  selected  four, 
which  might  be  categorized  as  a birth  announce- 
ment, two  observations,  and  a recommendation. 

THE  BROWN  UNIVERSITY  MEDICAL  SCHOOL 

For  150  years  the  Providence  Medical  Associa- 
tion has  helped  provide  quality  medical  care  for 
the  Providence  area,  but  has  done  so  in  terms 
of  an  incomplete  system.  The  Medical  School  at 
Brown  University  now  provides  the  academic  com- 
ponent previously  lacking. 

As  The  Providence  Medical  Association,  Brown 
University,  and  other  agencies  vital  to  health  care 
work  together,  each  contributing  its  genius,  medical 
care  in  Providence  is  bound  to  improve. 

We  must  support  the  medical  program  at  Brown 
University  and  must  encourage  all  citizens  to  join 
in  this  effort. 

ORGANIZATIONALLY  FRAGMENTED 
MEDICAL  CARE 

The  first  observation  I have  to  make  is  that 
while  efforts  are  being  made  to  make  medical  care 
more  coherent  for  the  individual,  fragmentation 
is  taking  place  at  the  organization  level. 

JOSEPH  E.  CARUOLO,  M.D.,  of  Providence, 
Rhode  Island,  Associate  Director,  Division  of  Gen- 
eral Surgery,  Roger  Williams  General  Hospital. 

* Delivered  at  the  126th  Annual  Meeting  of  the 
Providence  Medical  Association  at  the  Colonial  Hil- 
ton Hotel,  Cranston,  R.  I.,  January  10,  1973. 


Experimental  pluralism  in  the  delivery  of  medi- 
cal care  is  now  a reality.  This  is  salutory,  for 
as  medical  needs  change  medical  institutions  must 
change  to  meet  those  needs.  It  is  a bit  disturbing, 
however,  to  observe  a tendency  for  our  several 
experiments  to  become  isolated  somewhat  from  the 
mainstream  of  medical  care.  If  this  trend  continues, 
there  may  well  be  created  a Medical  Tower  of 
Babel  for  the  Providence  area. 

Divergence  must  take  place  in  matters  of  com- 
prehensiveness, internal  governance,  general  struc- 
ture, and  societal  relationships.  However,  there 
has  been  a divergence  of  value  systems  as  well. 
There  can  be  only  one  system  of  values  having  to 
do  with  ethics,  for  example.  There  can  be  only 
one  system  of  measurement,  able  to  measure  pre- 
cisely the  meaning  of  labels  such  as  "quality  care" 
and  “preventive  medicine’’. 

Without  a value  system  and  measuring  instru- 
ments applicable  to  all  medical  effort,  the  evalua- 
tion of  any  medical  experiment  is  but  a function 
of  perspective. 

The  local  medical  society  provides  the  only 
forum  in  which  all  physicians  can  meet  to  establish 
and  maintain  standards  relating  to  medical  care. 

An  excellent  example  of  what  I mean  is  the  Peer 
Review  System.  Peer  review  has  been  determined  by 
important  persons  in  Washington  to  be  essential 
to  the  continued  existence  of  private  medical  care. 

(Continued  on  Next  Page) 
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Medicine  as  we  have  known  it  and  as  it  is  prac- 
ticed even  in  our  experimental  groups  is  essentially 
private  practice  as  distinguished  from  socialized 
medicine.  This  mix  of  current  and  experimental 
systems  cannot  possibly  be  evaluated  on  an  indi- 
vidual basis.  The  inherent  weakness  of  internal 
review  is  obvious.  The  need  for  a universally  ap- 
plicable Peer  Review  System  is  unquestionable. 

The  Providence  Medical  Association,  as  a com- 
ponent of  the  Rhode  Island  Medical  Society,  has 
already  constructed  a Peer  Review  System.  It  is 
designed  to  apply  to  all  medical  practice  by  all 
physicians,  and  is  open  for  participation  through 
the  mechanism  of  the  local  medical  society  to  all 
physicians. 

Strong  area  medical  societies  are  necessary  to 
prevent  fragmentation  of  medical  care,  as  well  as 
for  a host  of  other  reasons. 

They  need  professional  and  public  support,  but 
above  all  else  they  need  active  participatory  effort 
on  the  part  of  all  members. 

THE  MEDICO-LEGAL  PROBLEM 

My  second  observation  concerns  the  medico- 
legal problem.  It  is  no  secret  that  its  rate  of 
growth  may  increase  as  the  result  of  a recent  court 
decision.  What  can  this  mean  to  the  people  of 
Providence?  Ask  any  aggrieved  person  from  Cali- 
fornia, whether  he  be  a patient  or  third  party  payor 
suffering  under  the  burden  of  medico-legally  in- 
duced extraneous  costs  which  add  nothing  to  the 
quality  and  subtract  from  the  quantity  of  medical 
care  possible  for  a given  area. 

The  intent  and  theory  of  the  recent  decision  is 
not  questioned.  The  right  of  every  person  to  sue 
in  court  is  an  unalienable  right,  and  no  one  would 
deny  that  there  are  patients  entitled  justifiably  to 
compensation. 

What  I should  like  to  emphasize  are  the  un- 
intended and  practical  effects  the  decision  might 
well  have. 

As  a United  States  senator  lamented  recently, 
one  of  the  distressing  problems  of  writing  legisla- 
tion in  our  very  complex  society  is  that  the  effect 
of  a law  may  diminish  to  a vanishing  point  as  it 
affects  an  intended  beneficiary.  He  further  pointed 
out  that  an  intended  beneficiary  sometimes  actually 
is  victimized.  Can  it  be  thus  with  legal  decisions? 
I think  so. 

The  question  is  whether  the  provisions  of  the 
decision  are  to  be  malinterpreted  — used  as  build- 
ing blocks  for  harassing  legal  action.  Terms  such 
as  “material  risks”,  “all  scientific  capability”,  and 
full  disclosure”  may  well  be  legal  absolutes,  but 


they  are  in  no  way  humanistic  absolutes.  In  truth, 
they  have  a different  meaning  in  every  medical 
case.  Full  disclosure  to  a young  executive  about 
to  launch  a costly  business  venture,  a husband  and 
a father  of  a growing  family,  is  one  matter.  Full 
disclosure  to  a frightened,  anxiety  ridden,  suffer- 
ing, senior  citizen  with  no  estate  whatsoever,  is 
is  another  matter.  I can  think  of  few  acts  I could 
perform  as  a physician  more  cruel,  counterproduc- 
tive, and  senseless  than  that  of  fully  disclosing  all 
material  risks  to  such  a patient. 

What  can  the  medical  society  do  in  addition  to 
promoting  strict  adherence  to  medical  ethics  and 
the  delivery  of  high  quality  medical  care? 

The  medical  society  can  educate  its  members 
to  recognize  those  extraneous  factors  which  en- 
gender the  frivolous  lawsuit.  We  can  meet  with 
members  of  the  Bar  Association  and  Judiciary  to 
delineate  the  practicalities  of  the  problem.  We  can 
educate  the  public  to  the  many  pitfalls  and  dan- 
gers of  applying  all  diagnostic  tests  available  as 
a legally  defensive  measure. 

We  can  educate  all  concerned  in  the  definition 
of  defensive  medicine.  We  should  point  out  that 
defensive  medicine  will  place  a Saturn  Booster 
beneath  the  already  sky-rocketing  medical  costs. 

Further,  we  can  support  the  concept  of  a na- 
tion catastrophic  health  insurance,  or  a state  pro- 
gram, or  both,  for  many  lawsuits  are  entered  into 
simply  because  there  is  a vulnerable  party,  albeit 
an  innocent  one,  associated  with  an  unavoidable 
medical  catastrophe.  Finally,  we  can  think  about 
the  idea  of  a medical  no  fault  insurance,  not  iden- 
tical to  be  sure,  but  similar  to  no  fault  auto  in- 
surance which  is  proving  so  successful  in  keeping 
out  of  the  courts  all  but  the  most  egregious  cases. 

It  is  fervently  hoped  that  we  will  not  have  to 
pass  through  the  period  of  travail  as  has  the  State 
of  California,  where  there  is  so  much  general  re- 
sentment to  the  medico-legal  problem  that  legis- 
lation is  now  being  considered  which  will  impose 
the  expense  of  a baseless  lawsuit  on  the  plaintiff. 
Imagine,  if  you  will,  the  exquisite  victimization 
of  the  patient  who  justly  deserves  compensation 
for  an  adverse  medical  result  but  who  does  not 
bring  action  because  he  is  fearful  of  being  tripped 
up  somewhere  along  the  legal  pathways. 

A MEDICAL  FOUNDATION 

The  recommendation  I present  in  outline  to- 
night is  admittedly  premature,  for  its  development 
is  far  from  completed,  but  the  spirit  and  philosophy 
which  should  gather  behind  it  are  overdue. 

A committee  of  the  Rhode  Island  Medical  So- 
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but  intimately  involved  in,  your  medical  associa- 
ciety  has  been  meeting  to  discuss  the  future  of 
delivery  of  medical  care  in  Rhode  Island.  Its  work 
has  not  been  completed,  and  the  following  sug- 
gestion may  or  may  not  come  out  of  committee. 
What  follows  is  my  own  personal  thought. 

About  a year  and  a half  ago  I realized  that  ex- 
perimentation in  the  delivery  of  medical  care  should 
be  the  concern  of  every  physician  in  the  state,  and 
appropriately  and  especially  a concern  of  the 
average  doctor  who  delivers  most  of  the  medical 
care.  I concluded  that  thinking  in  this  regard 
should  be  in  terms  of  a foundation. 

The  foundation  I envisioned  would  embody  the 
concepts  of  1)  Fee  for  service,  2)  Health  Mainte- 
nance, 3)  Pre-paid  capitation,  and  4)  an  Inde- 
pendence from  the  medical  society,  relating  to  it 
as  would  any  other  experimental  group.  Such  a 
practice  has  been  termed  “Group  Practice  Without 
Walls”. 

Why  fee  for  service?  Because  it  is  clearly  the 
least  expensive  method  of  delivery  for  most  medical 
services  and  can  be  tailored  in  settings  variable 
enough  to  meet  any  patient  need.  I speak  of  the 
office  visit  as  best  illustrating  this  capability.  Fee 
for  service  pays  for  no  more  medical  care  than  is 
delivered.  It  stimulates  the  physician  to  produce 
optimally,  even  maximally.  Yet,  with  modern  com- 
puters and  Peer  Review,  overutilization  by  patient 
and  physician  alike  can  be  controlled.  It  guards 
against  underutilization.  It  best  preserves  the  phy- 
sician-patient relationship,  a phenomenon  oft  de- 
rided, and  rarely  appreciated  until  it  disappears. 
Many  people  in  England  have  learned  this  and 
are  now  developing  a private  fee  for  service  sys- 
tem of  their  own.  In  England,  you  will  recall,  such 
a system  must  be  paid  for  out  of  pocket  after  taxes 
have  been  paid  to  finance  socialized  medicine 
which  simply  does  not  meet  the  needs  of  all  the 
English  people. 

Why  health  maintenance?  Because  there  is  a 
growing  feeling  among  patients  who  want  private 
care  that  it  should  be  delivered  in  a more  com- 
prehensive and  integrated  manner.  They  know 
there  is  a need  for  uniform  minimums  of  scope, 
quality,  availability,  and  accountability,  knowing 
also  that  they  do  not  exactly  know  how  to  go  about 
providing  for  these  features.  There  is  a need  for 
standardization  and  mobility  in  record  keeping,  and 
so  on. 

Why  pre-paid  capitation?  Because  third  party 
payors  are  increasingly  being  called  upon  to  ac- 


count for  the  monies  they  distribute.  They  see  the 
HMO  and  pre-paid  concepts  as  valid  tools  with 
which  they  might  accomplish  their  obligations. 

The  federal  government  is  an  expanding  third 
party  payor  on  the  medical  scene  and  it  is  per- 
fectly intrigued  with  these  concepts.  From  certain 
perspectives  it  may  be  difficult  to  believe,  but  the 
government  is  not  particularly  hostile  to  current 
methods  of  delivery.  It  simply  does  not  see  them 
as  suitable  vehicles  for  the  delivery  of  medical 
care  as  it  wishes  to  purchase  that  care. 

We  may  never  see  a national  health  insurance 
program  as  it  has  developed  in  other  countries, 
but  we  may  well,  and  will  probably,  see  the  fed- 
eral government  buying  most  if  not  all  medical 
care  dispensed  in  this  country.  A fine  distinction 
but  a crucial  one,  for  around  this  point  rotates  the 
matter  of  self-governance  in  the  medical  world. 
Legislative  and  administrative  attitudes  have  al- 
ready begun  to  favor  systems  of  delivery  offering 
HMO  and  Pre-paid  concepts.  I doubt  the  govern- 
ment will  ever  ban  any  type  of  medical  care  de- 
livery, but  it  will  have  no  qualms  about  making 
some  systems  irresistably  more  attractive  to  con- 
sumers than  others,  and  it  has  the  clout  to  do  this. 

Why  a foundation?  It  is  one  of  the  very  few 
mechanisms  possible  that  can  vend  care  as  the 
purchaser  desires  it  while  permitting  at  the  same 
time  a maximum  of  individuality  to  the  physician. 

A foundation  with  an  externally  supplied  ad- 
ministration and  electronic  data  processing  capa- 
bility would  at  first  take  up  but  a very  small 
percentage  of  any  one  physician’s  practice.  It 
would  dispense  medical  care  right  along  with  the 
physician’s  regular  practice.  The  percentage  of 
foundation  patients  in  any  one  practice  would  ex- 
pand or  contract  as  the  needs  of  the  future  re- 
quired. 

My  suggestion  is  in  no  way  to  be  construed  as 
destructive  criticism  of  the  present  system  by  any- 
one for  it  has  served  the  people  well.  I would  con- 
structively criticize  it  only  in  its  capability  to 
continue  to  serve  indefinitely  into  the  future.  The 
times  are  going  to  change.  Think  back  to  your 
course  in  physiology  where  you  learned  that  the 
essence  of  viability  is  the  ability  to  adapt  to 
change. 

As  your  outgoing  President  I leave  you  with  the 
thought  that  the  most  important  decision  physi- 
cians have  to  make  is  whether  to  innovate  or 
(Concluded  on  next  page) 
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whether  to  let  others  innovate  for  them.  If  that 
decision  is  a positive  one  the  level  of  participatory 
activity  within  the  society  must  increase  ten  fold. 


External  changes  take  place  whether  we  want  them 
or  not;  internal  changes  take  place  only  if  we  want 
them. 


REMARKS  OF  THOMAS  F.  HEAD,  M.D.  IN  ACCEPTING  THE 
PRESIDENCY  OF  THE  PROVIDENCE  MEDICAL  ASSOCIATION, 

JANUARY  10,  1973 


At  no  time  in  history  has  the  medical  profession 
— not  organized  medicine  — THE  MEDICAL 
PROFESSION  been  under  such  attack.  Daily,  es- 
pecially in  our  own  local  newspaper,  we  read  so- 
phisticated analyses  of  the  real  and  imaginary  ills 
of  the  medical  system:  how  physicians  are  respon- 
sible for  the  increased  cost  of  medical  care;  how 
National  Health  Insurance  is  the  answer  to  all 
problems;  how  medical  care  is  too  important  to 
be  left  to  the  physician. 

The  largest  single  factor  in  any  cost  analysis 
of  medical  care  is  the  hospital  factor.  These  costs 
are  determined  by  the  interaction  of  policies  de- 
termined by:  1.  Boards  of  Trustees  of  Hospitals, 
2.  Governmental  planning  agencies,  and  3.  Volun- 
tary planning  agencies. 

First.  In  the  Providence  medical  community, 
there  are  144  members  of  Boards  of  Trustees.  Of 
these,  eight,  or  five  per  cent  are  physicians. 

Second.  There  are  according  to  the  Governor’s 
office,  five  commissions  appointed  dealing  with 
medical  care.  There  are  62  members  of  these  com- 
missions. Six,  or  less  than  10  per  cent  are  physi- 
cians. 

Third.  Of  38  members  of  the  Health  Planning 
Council  of  Rhode  Island,  four,  or  again  slightly 
more  than  10  per  cent  are  physicians.  On  this 
council's  Executive  Committee  there  are  14  mem- 
bers, two  are  physicians. 

Fact  or  Fiction?  Doctors  control  hospital  costs? 

This  is  meant  neither  to  detract  from  or  to  de- 
ride the  efforts  of  those  innumerable  conscientious 
men  who  give  so  willing  of  their  time  and  talent 
to  see  that  medical  needs  are  met.  Nor  is  this  to 
be  construed  that  these  talents  are  not  needed 
they  most  desperately  are.  It  is  to  suggest  how- 
ever that  greater  physician  involvement  is  needed 

Thomas  F.  Head,  M.D.,  of  Providence,  Rhode  Is- 
land, member,  obstetrical  and  gnyecological  staff, 

St.  Joseph’s  Hospital. 


in  order  to  achieve  that  goal  for  which  we  all 
equally  strive  — high  quality  medical  care  at  rea- 
sonable cost. 

The  scholar  tells  us  that  he  who  refuses  to  learn 
from  history  is  doomed  to  be  ruled  by  it.  Na- 
tional Health  Insurance  has  been  grasped  to  the 
bosom  of  innumerable  politicians  as  a newborn 
child  to  the  breast  of  its  mother.  Historically,  the 
government  has  assumed  from  the  founding  of  the 
Republic,  responsibility  for:  1.  Education,  and  2. 
Courts,  and,  more  recently,  3.  Transportation. 

I ask  you:  On  the  basis  of  the  record  what 
would  the  scholar  project  concerning  the  quality 
and  cost  of  medical  care  under  government  run 
National  Health  Insurance? 

Are  the  vast  overruns  in  Medicare  and  Medicaid 
the  harbinger  of  the  need  for  future  medical  Lock- 
heed bailouts,  Grumman  loans  and  as  we  read  the 
other  evening,  127  million  dollars  illegally  spent 
by  the  Navy?  Are  we  to  see  vast  medical  corpora- 
tions dependent  upon  “political  clout”  for  federal 
funds  while  the  patient  is  lost  sight  of?  Is  this 
what  we  have  to  look  forward  to  under  govern- 
ment National  Health  Insurance? 

These  are  but  a few  of  the  reasons  that  medical 
care  is  too  important  — not  for  the  benefit  of  phy- 
sicians — - but  for  the  benefit  of  patients,  to  have 
physician  involvement  eliminated  or  ignored.  These 
are  but  a few  of  the  reasons  that  physicians  and 
their  ladies  must  become  not  only  members  of, 
but  intimately  involved  in,  your  medical  associa- 
tion and  its  women's  auxiliary.  As  individuals  we 
can  achieve  little  or  nothing.  The  motto  on  the 
Great  Seal  of  the  United  States  “e  pluribus  unum”, 
is  peculiarly  pertinent  for  today’s  physicians.  The 
executive  committee  and  officers  of  your  county 
medical  association  beseech  you  — become  in- 
volved in  your  county,  state,  and  national  organi- 
zations so  that  the  voice  crying  out  in  the  wilder- 
ness may  be  heard  and  more  importantly  heeded. 
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Alpha-Fetoprotein  In  Patients  With  Benign  And 
Malignant  Disease  Of  The  Liver 


AFP  Was  Detected  In  13  Of  23  Cases 
Of  Hepatocellular  Carcinoma 


By  Subhash  Bajaj,  M.D.,  Leslie  Leduc,  B.S..  Raj 
K.  Goyal,  M.D.,  and  Theodore  Hersh  M.D. 

Alpha  fetoprotein  (AFP),  present  in  human  em- 
bryonic serum,  is  an  alpha  globulin  which  dis- 
appears from  the  circulation  in  the  perinatal 
period.1  AFP  was  first  described  in  fetal  calf 
serum2  and  subsequently  in  blood  of  various  other 
mammalian  species.3  Abelev  and  co-workers  later 
detected  this  alpha  globulin  in  the  blood  of  mice 
harboring  chemically  induced  hepatomas4.  It  was 
demonstrated  that  AFP,  which  is  synthesized  by 
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the  neoplastic  hepatocytes,  disappears  from  the 
circulation  after  resection  of  the  hepatoma.  Tatari- 
nov5  extended  these  findings  to  patients  with  pri- 
mary cancer  of  the  liver  by  demonstrating  the  pres- 
ence in  serum  of  a protein  immunologically  iden- 
tical with  AFP.  These  findings  have  been  confirmed 
by  other  observers  in  different  parts  of  the 
world.6’  7>  6 This  study  reports  our  findings  in  pa- 
tients affected  with  various  benign  and  malignant 
diseases  of  the  liver  tested  for  the  presence  of  AFP 
by  the  technique  of  counterimmunoelectrophoresis, 
which  is  more  sensitive  than  the  usually  employed 
method  of  double  immunodiffusion  in  agar  gel. 

MATERIALS  AND  METHODS 
Sera  from  118  patients  having  a variety  of  dis- 
eases of  the  liver  were  investigated.  The  patients 
studied  are  enumerated  in  Table  1.  In  addition, 
25  selected  patients  with  Down’s  syndrome 
were  included  in  the  study,  since  these  patients 
have  been  shown  to  have  a high  incidence  of  anic- 
teric hepatitis  and  persistent  Australia  antigenemia, 
the  particle  associated  with  serum  hepatitis.9  The 
diagnosis  of  hepatoma  was  confirmed  by  histo 
logical  examination  of  liver  tissue  obtained  by 
(Continued  on  Next  Page) 
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Table  1 


Disease 

NEOPLASTIC  DISEASES  OF  LIVER 
Hepatoma0 

Negroes  

Caucasians  

Orientals  

Total  

Cholangiocarcinoma  

Carcinoma  of  Gall  Bladder  

Metastatic  disease  to  the  liver*  

NON-NEOPLASTIC  DISEASES  OF  LIVER 

Serum  Hepatitis  

Infectious  Hepatitis  

Chronic  Active  Hepatitis  

Chronic  Persistent  Hepatitis  

Halothane  Hepatitis  

Infectious  Mononucleosis  

Primary  Biliary  Cirrhosis  

Laennec’s  Cirrhosis  

Postnecrotic  Cirrhosis  

Polycystic  Disease  of  Liver  

Down’s  Syndrome  


No. 

a-Fetoprotein 

Australia  Antigen  Positive 

Cases 

Positive 

DCIE 

RIA 

7 

3 

3 

3 

15 

10 

1 

3 

1 

0 

0 

1 

23 

13 

4 

7 

3 

0 

0 

0 

2 

0 

0 

0 

2 

0 

0 

0 

13 

0 

0 

0 

31 

1 + 

26 

31 

6 

0 

0 

0 

16 

0 

7 

9 

5 

0 

5 

5 

1 

0 

0 

0 

2 

0 

0 

0 

3 

0 

0 

0 

9 

0 

0 

0 

3 

0 

1 

2 

1 

0 

0 

0 

25 

0 

15 

18 

*4  Carcinoma  of  Stomach,  2 Carcinoma  of  Colon,  2 Carcinoma  of  Pancreas,  3 Carcinoma  of  Lung, 
1 Each  Carcinoma  of  Breast  and  Diffuse  Carcinomatosis. 


-(-Positive  AFP  Detected  Transiently  During  thee  Acute  Illness  in  Four  Sepai'ate  Samples  Over  a 
19  Day  Period  and  Disappeared  as  the  Patient  Recovered. 

“Antibody  to  Au/SH  Antigen  Was  Found  in  8 of  13  Cases  (56.5%)  by  Passive  Haemagglutina- 
tion  Technique. 

DCI E = Discontinuous  Counterimmunoelectropho  resis. 

RIA=Radioimmunoassay. 


percutaneous  needle  biopsy  or  at  necropsy.  The 
diagnosis  in  all  the  other  patients  was  established 
by  clinical  criteria  and  biochemical  tests  and,  when 
indicated,  by  percutaneous  liver  biopsy.  AFP  was 
sought  by  a counterimmunoelectrophoresis  (DCIE) 
technique,  using  agar  gel  in  barbital  buffer  of 
ionic  strength  0.05  M at  a pH  of  8.6.  The  speci- 
mens were  also  tested  for  the  presence  of  the  Aus- 
tralia (Au/SH)  antigen  by  both  DCIE  and  radio- 
immunoassay (RIA)  techniques.  Antibody  to 
Au/SH  antigen  was  tested  by  both  aforementioned 
serologic  tests  and  by  passive  hemagglutination  only 
in  hepatoma  patients. 

RESULTS 

AFP  was  detected  in  13  of  the  23  patients  (56.5 
per  cent)  affected  with  hepatocellular  carcinoma 
(Table  1).  Eight  of  these  13  cases  (61  per  cent) 
revealed  concomitant  presence  of  either  Au/SH 
antigen  or  of  the  antibody  to  Au/SH  antigen.  The 
Au/SH  antigen  was  present  in  7 of  these  23  pa- 
tients (30.4  per  cent),  while  the  antibody  to  the 
Au/SH  antigen  was  present  in  four  other  cases 


harboring  hepatoma.  Thus,  the  incidence  of  ex- 
posure to  the  Au/SH  antigen  in  hepatoma  patients 
was  11  of  23  cases  (48  per  cent)  and  8 of  these 
11  cases  were  positive  for  AFP  (73  per  cent). 
Table  1 also  depicts  the  results  of  the  detection 
of  both  AFP  and  Au/SH  antigen  in  the  other 
patients  studied  by  the  various  serologic  techniques 
employed.  AFP  was  not  detected  in  the  patients 
having  carcinoma  of  the  bile  ducts  or  gall  bladder 
or  in  the  other  13  cases  affected  with  metastatic 
disease  to  the  liver.  Except  for  one  case  of  viral 
hepatitis,  AFP  was  not  present  in  the  patients 
suffering  from  acute  or  chronic  disease  of  the  liver. 
In  the  hepatitis  patient,  AFP  was  no  longer  re- 
covered from  her  blood,  as  she  experienced  clinical 
and  biochemical  improvement  while  on  corticos- 
teroid therapy.10  The  institutionalized  cases  of 
Down's  syndrome  revealed  presence  of  Au/SH 
antigen  in  15  of  the  25  patients  (60  per  cent),  but 
none  had  AFP. 

DISCUSSION 

The  presence  of  serum  proteins  which  are  other- 
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wise  specific  for  the  fetus  may  reappear  in  blood 
in  association  with  the  development  of  malignant 
tumors.  In  1963  Abelev4  first  showed  the  presence 
f AFP  in  adult  mice  in  which  hepatomas  were 
induced  experimentally.  In  addition  to  AFP  in 
primary  hepatocellular  cancer  in  humans,5  other 
fetal  components  in  serum  have  also  been  described 
in  colon  cancer  patients.11  Various  tumors  have 
been  shown  to  synthesize  an  isoenzyme  of  alkaline 
phosphatase  (Regan  isoenzyme)  which  has  electro- 
phoretic and  chemical  characteristics  of  the  pla- 
cental alkaline  phosphatase.12 

AFP  is  synthesized  by  perivascular  parenchymal 
cells  of  fetal  liver  and  in  the  gastrointestinal 
tract13’ 14  and  has  a molecular  weight  of  70,000. 
It  was  first  detected  in  the  human  fetus  in  1956  by 
Bergstrand  and  Czar.1  AFP  disappears  from  the 
circulation  in  the  perinatal  period  and  remains  un- 
detectable in  the  adult  when  sought  by  the  routine 
technique  of  immunodiffusion  in  agar  gel. 

Because  of  its  presence  in  hepatoma  cases,  im- 
munological demonstration  of  AFP  is  widely  used 
as  an  aid  in  the  diagnosis  of  these  tumors.  There 
are,  however,  geographical  differences  in  the  fre- 
quency of  AFP  in  patients  with  hepatoma.  The 
incidence  varies  from  40  per  cent  in  Great  Brit- 
ain,16 60  per  cent  in  USSR,17  75  per  cent  in  South 
Africa,18  80  per  cent  in  Senegal,19  67  per  cent  in 
Uganda,20  to  a reported  wide  range  of  28  to  78  oer 
cent  in  the  United  States.21- 22’ 37 

The  presence  of  AFP  in  hepatoma  cases  depends 
on  the  mode  of  development  of  the  tumor.  In  all 
rats  in  which  hepatomas  were  induced  by  a car- 
cinogenic dye  findings  were  positive,  whereas  in 
none  of  the  animals  in  which  hepatomas  were  in- 
duced by  aflotoxins  was  AFP  detected.24  Au/SH 
antigen,  the  viral  particle  found  in  cases  of  serum 
hepatitis,23  has  been  implicated  as  an  etiologic 
factor  in  some  hepatoma  patients20  and  may  be 
responsible  for  inducing  production  of  AFP  by 
the  liver. 

The  present  study  also  shows  the  increased  fre- 
quency of  AFP  in  sera  of  hepatoma  patients  par- 
ticularly associated  in  those  patients  who  also  had 
exposure  to  the  Au/SH  antigen.  AFP  was  detected 
in  13  of  the  23  hepatoma  patients  (56.5  per  cent); 
8 of  these  13  cases  studied  (61  per  cent)  revealed 
concomitant  presence  of  either  the  Au/SH  antigen 
or  the  antibody.  In  contrast,  in  our  series  of  1 1 
hepatoma  cases  exposed  to  Au/SH  antigen,  8 cases 
were  positive  for  AFP  (73  per  cent).  A similar 
relationship  of  AFP  and  Au/SH  antigen  has  been 


reported  in  the  literature:  30  of  the  45  (65  per 
cent)  hepatoma  patients  from  Uganda  were  AFP 
positive  while  16  (53  per  cent)  were  also  Au/SH 
antigen  positive.20  Eighty-eight  of  210  patients 
from  Senegal  (42  per  cent)  were  both  positive  for 
AFP  and  Au/SH  antigen,25  suggesting  a relation- 
ship between  chronic  hepatitis,  hepatoma,  and  the 
presence  of  AFP.  This  relationship,  however,  has 
not  been  found  in  other  studies  from  this  coun- 
try,25- 26  where  the  frequency  of  Au/SH  antigen 
in  the  blood  of  hepatoma  patients  has  not  been  as 
high  as  in  the  aforementioned  studies.  This  ap- 
parent discrepancy  may  be  related  to  the  fre- 
quency of  Au/SH  antigen  in  the  respective  control 
populations  where  it  is  2 per  cent  in  Uganda,  and 
9 to  12  per  cent  in  Senegal  as  compared  to  0.1 
per  cent  to  1 .0  per  cent  in  the  United  States.25, 27 

AFP  has  also  been  demonstrated  in  the  sera  of 
patients  affected  with  germinal  cell  testicular  and 
ovarian  neoplasms,  particularly  those  with  wide- 
spread metastases15  and  in  some  patients  having 
carcinoma  of  the  stomach  with  metastasis  to  the 
liver.28-  29>  30  It  is  also  found  in  Indian  childhood 
cirrhosis32  and  has  been  demonstrated  transiently 
in  blood  of  children  under  one  year  of  age  affected 
with  viral  hepatitis  and  other  hepatic  disorders.33 
A few  adolescents  with  serum  hepatitis  were  also 
found  to  have  AFP  during  the  acute  illness.21,  31 

A radioimmunoassay  has  recently  been  developed 
for  detection  of  AFP.34  With  this  method  very  low 
levels  of  5 to  10  ng/ml  of  AFP  have  been  found 
in  the  serum  of  normal  subjects.  Immunodiffusion 
techniques  are  not  as  sensitive  to  detect  such  low 
levels  of  AFP.  With  the  use  of  radioimmunoassay 
the  amount  of  AFP  found  in  hepatoma  patients 
ranges  from  1 to  over  100  mg /ml. 

It  has  been  suggested  that  the  occurrence  of 
fetal  proteins  in  cancer  cases  may  result  from  de- 
repression of  a gene  normally  repressed  in  the  dif- 
ferentiated cells  of  the  adult.  The  occurrence  of 
AFP  in  normal  human  serum  suggests  that  the 
adult  has  hepatocytes  which  synthesize  AFP.  Simi- 
lar results  have  been  reported  with  the  carcino- 
embryonic  antigen11  which  is  present  in  small 
amounts  in  normal  colon.35  These  observations, 
which  make  it  unnecessary  to  postulate  dedifferen- 
tiation as  the  cause  of  appearance  of  fetal  pro- 
teins in  adults  affected  with  cancer,  in  fact  sup- 
port an  alternative  theory  that  tumors  arise  from 
relatively  undifferentiated  stem  cells.36  The  cells 
could  still  have  the  genes  responsible  for  AFP 
(Continued  on  Next  Page) 
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production  in  the  nonsuppressed  form  and  presence 
of  some  AFP  in  minute  quantities  in  normal  adult 
patients  suggests  that  its  detection  in  disease  states 
may  be  a quantitative  rather  than  qualitative 
phenomenon.  The  evidence  cited  and  our  results 
suggest  that  exposure  to  Au/SH  antigen  may  make 
this  phenomenon  more  manifest  in  some  patients 
affected  with  benign  or  malignant  disease  of  the 
liver. 

SUMMARY 

Alpha  fetoprotein  was  sought  by  a counter- 
immunoelectrophoresis  technique  in  sera  of  143 
patients  affected  by  a variety  of  acute  and  chronic 
diseases  -of  the  liver.  It  was  present  only  in  13  of 
23  hepatoma  patients  and  transiently  in  one  case 
of  viral  hepatitis.  Of  the  13  AFP  positive  cases  of 
hepatoma,  8 had  been  exposed  to  Australia  antigen 
(61  per  cent),  while  of  the  11  Au/SH  antigen 
positive  hepatoma  patients.  8 also  had  AFP  (73 
per  cent).  The  diagnostic  significance  of  AFP  in 
relation  to  co-existent  hepatoma  is  discussed.  Pres- 
ent evidence  suggests  that  detection  of  AFP  in 
sera  is  a quantitative  rather  than  a qualitative 
phenomenon. 
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The  Nitro  Blue  Tetrazolium  (NBT)  Test  In  Clinical 
Medicine  - Some  Current  Views 


NBT  Test  Gaining  Popularity  As  Ad- 
junct To  Infectious  Disease  Diagnosis. 
Practical  Aspects  And  Common  Pitfalls 
Discussed 


By  Patricia  Fames,  M.D.,  Barbara  E.  Barker, 

Ph.D.,  Edwin  N.  Forman,  M.D. 

Chronic  granulomatous  disease  of  childhood 
(CGDC),  an  uncommon,  fatal,  sex  linked  disorder, 
is  now  generally  cited  as  the  prototype  of  defective 
intracellular  neutrophil  function.  From  investiga- 
tions of  the  mechanism (s)  of  deficiency  in  this  dis- 
ease, a wealth  of  new  information  has  evolved  con- 
cerning basic  metabolic  properties  of  neutrophils. 
The  most  notable  discoveries  relate  to  (1)  changes 
in  the  carbohydrate  metabolism  of  neutrophils  dur- 
ing phagocytosis1- 2 and  (2)  the  mechanisms  by 
which  bacteria  are  killed,  intracellularly,  by  neu- 
trophils.3- 4 

It  is  known  that  incidental  to  bacterial  phago- 
cytosis — and  triggered  by  a mechanism  which  is 
still  the  subject  of  dispute5’ 6 — normal  neutro- 
phils “turn  on”  increased  glucose  utilization 
through  the  hexose  monophosphate  shunt,  and 
through  the  glycolytic  pathway.  The  process  is 
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necessarily  accompanied  by  increased  generation  of 
H*,  and  this  H*  production  appears  to  be  a 
sine  qua  non  for  successful  generation  of  hydrogen 
peroxide  (which  participates  in  killing  of  certain 
catalase-positive  bacteria).7  Investigation  of  the 
neutrophils  in  CGDC  revealed  that  the  normal 
“turn  on”  (and  hence  peroxide  production)  did 
not  occur,8  rendering  the  otherwise  competent 
cells  “impotent”  in  the  killing  of  a variety  of  in- 
gested bacteria. 

A screening  diagnostic  test,  which  was  the  fore- 
runner of  the  now  popular  spontaneous  BT  test, 
was  devised  by  Baehner  and  Nathan9  specifically 
to  detect  patients  with  CGDC  and  their  asympto- 
matic carrier  female  relatives.  This  test  depended 
upon  the  ability  of  neutrophils  which  ingested  latex 
particles  to  undergo  the  metabolic  “turn  on”  and 
produce  H*  in  quantities  sufficient  to  reduce 
nitroblue  tetrazolium  (NBT)  to  a blue  formazan. 
The  blue  formazan  precipitate  can  be  visualized 
microscopically  in  individual  phagotytizing  cells, 
and  a scoring  procedure  allows  assessment  of  the 
ability  of  the  neutrophil  population  to  undergo  the 
normal  metabolic  response  associated  with  particle 
ingestion.  About  80-90  per  cent  of  normal  phago- 
cvtizing  neutrophils  turn  blue  in  this  test  system. 

(Continued  on  Next  Page) 
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In  CGDC,  practically  none  of  the  neutrophils 
which  ingest  particles  contain  formazan.  In  the 
carrier  state,  from  30-70  per  cent  of  the  ingesting 
neutrophils  reduce  the  dye  to  a blue  color.  The 
latter  results  are  consistent  with  the  expected  defi- 
cits according  to  the  Lyon  hypothesis,  by  which 
random  inactivation  of  the  X chromosome  in  in- 
dividual female  cells  leads  to  a split  population  of 
normal  and  deficient  neutrophils.10  In  the  past 
several  years  we  have  identified  three  Rhode  Island 
families  with  this  disease. 

In  1968  Park  et  al.11  reported  that  populations 
of  neutrophils  from  patients  with  bacterial  infec- 
tions, when  tested  directly  from  the  circulation  with 
XBT  dye,  showed  a significantly  higher  proportion 
of  formazan-positive  ceils  than  neutrophil  popula- 
tions from  normal  persons,  or  from  those  with 
non-bacterial  disease.  These  observations  suggested 
that  the  neutrophils  in  bacterial  infections  behaved 
as  if  the  metabolic  triggers  associated  with  phago- 
cytosis had  been  “turned  on-’,  even  though  the 
cells  were  not  ingesting  particles.  The  results  led 
to  the  development  of  the  spontaneous  XBT  test 
which  has  enjoyed  increasing  popularity  as  an  ad- 
junct to  diagnosis  of  infectious  disease  problems. 

The  neutrophils  are  obtained  from  heparinized 
capillary  or  venous  blood  and  are  incubated  di- 
rectly with  XBT  to  determine  the  amount  of  “turn 
on’’  in  vivo.  The  results  can  be  expressed  in  simple 
per  cent  positive  cells,  or  in  more  complex  fashion, 
according  to  the  nomogram  distribution  proposed 
by  Feigin  et  al.12  An  important  supplement  to  the 
test  is  incubation  of  the  cells  with  XBT  after  ex- 
posure to  a standard  amount  of  bacterial  endo- 
toxin. Xormal  cells  “turn  on’’  with  this  stimulus, 
and  the  intrinsic  ability  of  the  cells  to  undergo  the 
normal  metabolic  adaptation  is  confirmed. 

The  physiological  basis  for  the  in  vivo  “turn 
on’’  of  neutrophils  in  the  presence  of  bacterial  in- 
fection is  still  unclear.  The  appearance  of  forma- 
zan in  the  cytoplasm  of  reactive  cells  probably 
reflects  increased  cell  membrane  permeability  to 
the  dye,  increased  generation  of  H*  from  the 
carbohydrate  metabolism  pathways,  or  both.  It  is 
now  clear  that  a number  of  physical,  chemical,  and 
physiological  circumstances  (including  the  expo- 
sure to  endotoxin)  directed  toward  the  cell  mem- 
brane of  the  neutrophil  can  result  in  an  increased 
XBT  reaction.13'  14  Practically  speaking,  in  clinical 
practice  quantitative  "turn  on’’  of  blood  neutrophils 
shows  a high  correlation  with  untreated  systemic 
bacterial  infection12-  15>  16.  Presumably,  the  “turn 


on”  is  associated  with  exposure  of  the  circulating 
cells  to  circulating  bacterial  products. 

To  date  the  chief  applications  of  the  XBT  test 
have  been  based  upon  this  assumed  relationship. 
They  are:  (1)  to  identify  the  presence  of  untreated 
systemic  bacterial  infections  (especially  menin- 
gitis, pneumonia,  and  septicemia),  (2)  to  serve 
as  an  index  of  effectiveness  of  antibiotic  therapy 
in  established  cases  of  bacterial  infection  under- 
going treatment,  and  (3)  coupled  with  the  endo- 
toxin stimulation  test,  to  provide  a clue  to  both 
intracellular  and  extracellular  abnormalities  in 
neutrophil  ability  to  respond  to  bacterial  infections. 
In  the  past  18  months  in  our  laboratory,  we  have 
performed  more  than  350  XBT  tests  on  pediatric 
and  adult  patients.  Recently  we  have  also  reported 
a micromethod  for  this  test  which  can  be  performed 
from  finger  puncture  blood,  obviating  the  need  for 
venipuncture.  Some  of  our  experiences  with  this 
micromethod,  and  especially  consideration  of  the 
problems  involved  in  interpretation  of  the  XBT 
test  in  general,  are  presented  here. 

RESULTS,  FALSE-POSITIVES  AND 
FALSE-NEGATIVES 

Ideally,  the  basis  /or  clinical  application  and 
interpretation  of  the  X’BT  test  must  rest  on  sev- 
eral assumptions.  First,  it  is  assumed  that  “nor- 
mal” circulating  neutrophils  (which  are  actually 
in  transit  to  tissue  duties)  are  relatively  imperme- 
able to  XBT ; that  is,  some  alteration  in  membrane 
function  must  occur  to  permit  ingress  of  the  dye. 
Also,  the  normal  neutrophil  relies  primarily  on 
glycolysis  for  energy  production,  and  increased 
activity  of  the  hexose  monophosphate  shunt,  with 
subsequent  H*  generation,  is  stimulated  by  mem- 
brane-mediated events  such  as  phagocytosis. 
Therefore,  unless  provoked  by  some  stimulating 
event  or  agent,  normal  cells  show  only  occasional 
(less  than  5 per  cent)  formazan  development  when 
removed  from  the  circulation  and  incubated  with 
XBT  under  standard  conditions.  It  is  assumed 
further  that  such  neutrophils,  if  exposed  to  the 
action  of  endotoxin  or  other  bacterial  products, 
will  become  more  permeable,  alter  their  metabol- 
ism, or  both,  to  mimic  the  carbohydrate  adjust- 
ments associated  with  phagocytosis  (even  when 
none  has  occurred).  This  last  point  is  important, 
because  phagocytosis  of  bacteria  by  circulating 
neutrophils  is  an  uncommon  event.  When  it  does 
occur,  it  is  usually  associated  with  advanced  sepsis 
and  a poor  prognosis.  Also,  neutrophils  which  have 
entered  the  tissues  do  not  return  to  the  blood- 
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stream,  so  it  must  be  assumed  that  “positive”  cells 
in  the  circulation  have  been  exposed,  while  circu- 
lating, to  some  circumstance  which  leads  to  mem- 
brane alteration. 

TABLE  I 


SEPSIS 


Nitroblue  tetrazolium  scores  of  blood  neutrophils, 
micromethod 

In  fact,  the  results  presented  in  Table  I show 
that  “normal”  blood  neutrophils,  with  the  micro- 
method employed  in  this  laboratory,  show  minimal 
reducing  capacity  for  NBT,  while  exposure  to  a 
standard  endotoxin  stimulation  dose  in  vitro  pro- 
vokes a high  proportion  of  “turn  on”.  In  vivo,  a 
comparable  “turn  on”  of  neutrophils  also  occurs 
in  bacterial  infection,  providing  that  there  is  ac- 
cess of  appropriate  bacterial  products  or  byproducts 
to  the  circulating  neutrophil  pool.  Factors  which 
can  play  a significant  role  in  determining  the  in 
vitro  spontaneous  neutrophil  test  score  in  bacterial 
infections  include  the  extent  of  localization  of  in- 
fection, the  short  circulation  time  of  blood  neutro- 
phils (hours),  humoral  factors  now  known  to  be 
necessary  for  neutrophil  “turn  on”,  and  the  in- 
trinsic ability  (or  lack  of  ability)  of  the  neutro- 
phils of  individual  patients  to  undergo  the  appro- 
priate metabolic  responses.  These  factors  are  the 
basis  for  much  of  the  continuing  discussion  here 
on  “false-positive”  and  “false-negative”  results. 

The  Venn  diagram  (Table  II)  provides  a basis 
for  consideration  of  “false-positive”  (FP)  and 
“false- negative”  (FN)  test  reactions  (see  legend). 
The  universe  includes  patients  suspected  of  bac- 
terial infections,  and  these  patients  may  show  ele- 
vated blood  leukocyte  count,  fever,  neither  sign 
or  both  signs.  While  the  diagram  provides  only 
qualitative  relationships,  the  oxerlay  of  NBT  tests 
results  represents  a realistic  representation  of  the 


specificity  of  the  test  — that  is,  FP  and  FN  re- 
actions ought  to  be  (and  are,  in  practice)  uncom- 
mon, as  compared  with  valid  reactions. 

FALSE-POSITIVE  REACTIONS 

An  FP  reaction  is  defined  as  an  elevated  spon- 
taneous NBT  test  score  occurring  in  the  absence 
of  bacterial  infection.  Such  reactions  are  in  our 
experience  rare,  but  it  is  essential  to  recognize 
their  possibilities  when  using  this  test  in  clinical 

practice.  For  instance,  parasitic  infections  may  be 
associated  with  elevated  NBT  scores15’ 17.  Malaria 
and  Nocardia  have  been  cited,  and  the  mechan- 
isms have  not  been  investigated.  In  one  case  of 
documented  malaria  which  we  have  studied,  the 
reaction  was  not  increased.  In  a series  of  dogs 
which  we  studied,  we  found  that  neutrophil  “turn 
on”  could  be  directly  provoked  in  vitro  by  ex- 
posure of  normal  cells  to  an  intravascular  parasite 
(dog  heartworm).18 

The  myeloproliferative  disorders  may  present  a 
problem  in  NBT  test  interpretation.  Elevated  NBT 
reduction  has  been  described  in  the  neutrophils  of 
patients  with  polycythemia  vera19,  and  there  is  at 
present  insufficient  evidence  to  conclude  whether 
neutrophils  of  other  myeloproliferative  disorders 
may  show  spurious  responses.  Increased  scores  have 
also  been  observed  in  post-immunization  states, 
and  in  the  rare  Chediak-Higashi  syndrome.15  FP 
scores  are  well-known  in  the  neo-natal  period20’ 21 
and  may  persist  up  to  two  or  three  months  of  age. 
In  this  group  there  is  great  variability  in  score 
from  individual  to  individual,  and  a negative  test 
(in  the  presence  of  normal  endotoxin  stimulation) 
may  be  significant  in  ruling  out  infection.  Pre- 
liminary experiments  in  neonates  using  the  micro- 
method suggest  that  lower  normal  baselines  in  this 
age  group  might  be  achieved  through  manipulation 
of  methodology.  The  basis  for  the  FP  reactions  in 
neonates  has  been  investigated,  and  appears  to  be 
due  to  increased  metabolic  activity  of  the  neutro- 
phils.22 There  has  been  dispute  about  increased 
NBT  scores  reported  in  some  patients  with  osteo- 
genesis imperfecta.23 

Tn  our  own  series  we  observed  a persistently  ele- 
vated score  in  a leukopenic  cirrhotic  patient  who 
(after  antibiotic  treatment,  and  at  autopsy)  showed 
no  evidence  of  active  infection.  The  possibility  of 
successfully  treated  infection  could  not  be  ex- 
cluded, but  it  was  of  interest  that  the  patient  was 
heparinized.  The  action  of  heparin  on  neutrophil 
“turn  on”  is  of  critical  importance  in  methodology 

(Continued  on  Next  Page) 
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of  the  XBT  test;  indeed,  the  variable  “normal” 
ranges  reported  by  different  authors  may  be  in 
part  related  to  differences  in  heparin  concentra- 
tions. By  mechanisms  which  are  uncertain,  heparin 
"turns  on”  neutrophils  in  a dose-dependent  fash- 
ion14, and  a critical  (1  unit/ml)  concentration  of 
heparin  is  used  in  our  test  system.  Whether  in  vivo 
heparin  could  result  in  a spurious  FP  test  is  not 


established.  The  concentration  achieved  in  vivo  ap- 
pear lower  than  those  required  to  influence  the 
test.  In  our  studies  other  heparinized  patients 
have  shown  normal  XBT  scores. 

FALSE-NEGATIVE  REACTIONS 
An  FX  reaction  is  defined  as  one  in  which  the 
spontaneous  neutrophil  XBT  score  is  normal  in  a 
patient  with  demonstrated  bacterial  infection,  or 


Table  II 


Fever 

(All  causes) 


Leukocytosis 
(All  causes) 


Infection 
(All  types) 


The  area  surrounded  by  the  heavy  bar  includes 
all  bacterial  infections,  localized  and  systemic, 
treated  and  untreated,  but  excludes  all  nonbacterial 
infections  (viral,  mycoplasmal,  parasitic).  Patients 
with  bacterial  infections  could  show  fever  (5),  leuko- 
cytosis (6),  both  symptoms  (7),  or  neither  symptom 
(2).  Areas  shaded  in  blue  represent  positive  (ele- 
vated) NBT  scores.  Most,  but  not  all,  of  the  popu- 
lation of  bacterial  infections  shows  a positive  test. 
In  addition,  a small  population  outside  of  the  bac- 
terial infection  area  shows  a positive  test.  The 
dotted  area  within  the  bacterial  infection  group 
demaractes  treated  T from  untreated  U. 

False-positives:  The  elongate  arc  of  blue  shading 
left  of  center  shows  distribution  of  false  positive 
NBT  scores.  Patients  in  this  group  could  show  fever, 


infection,  leukocytosis,  combinations  of  these,  or 
none  of  these.  However,  no  patient  in  this  group 
has  a bacterial  infection.  The  patients  include  neo- 
nates without  disease,  parasitic  infections,  certain 
myeloproliferative  disorders,  rare  neutrophil  struc- 
tural anoomalies  and  post-immunization  states. 

False-negatives:  The  yellow  shaded  area  within 
the  bacterial  infection  group  represents  false-negative 
reactions.  These  patients  could  also  show  symptom 
combinations  represented  by  (5),  (7),  or  (6).  All 
of  them  have  bacterial  infections.  Causes  of  the 
false-negative  reactions  include  treatment  of  bac- 
terial infection,  localized  infection,  steroid  therapy, 
defective  neutrophil  function,  and  bacterial  infectoins 
involving  mainly  cellular  immune  mechanisms. 
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in  which  exposure  to  bacterial  products  in  vitro 
fails  to  “turn  on”  neutrophils.  FX  reactions  are 
far  more  common  than  FP  reactions.  The  most 
common  causes  of  FX*  reactions  are  (1)  localized 
infections  and  (2)  treatment  of  the  infection  with 
an  appropriate  antibiotic. 

Since  it  is  assumed  that  circulating  substances 
mediate  the  neutrophil  “turn  on”,  we  could  ex- 
pect that  neutrophil  test  scores  in  well-localized 
infections  might  be  within  the  normal  range.  This 
seems  to  be  the  general  experience  of  the  test  in 
a number  of  laboratories.  Precise  relationships  be- 
tween the  extent  of  infection  localization  and  ex- 
pectation of  XBT  response  have  not  been  defined, 
and  provide  a significant  clinical  problem  yet  to 
be  solved.  Most  available  information  is  anecdotal, 
and  controlled  studies  will  be  necessary. 

More  information  is  available  on  the  effects  of 
antibiotic  therapy  on  systemic  bacterial  infections 
as  they  relate  to  the  XBT  test.  It  is  known,  for 
example,  that  very  brief  effective  therapy  (of  the 
order  of  hours)  may  cause  reversion  of  the  test 
towards  normal,  or  even  to  the  normal  range.12’ 15 
For  this  reason  it  is  important  that  the  test  be 
obtained  whenever  possible  prior  to  the  adminis- 
tration of  antibiotics.  The  rapid  response  of  the 
X*BT  test  to  effective  treatment  provides  another 
possible  use  of  the  test  in  bacterial  disease.  Fail- 
ure of  the  test  to  revert  in  the  face  of  therapy  can 
provide  an  important  clue  to  ineffectiveness  of  the 
selected  antibiotic.  In  a case  of  meningitis  with 
septicemia  at  Rhode  Island  Hospital,  failure  of 
an  XBT  test  to  convert  led  to  a trial  of  a second 
antibiotic,  and  the  ineffectiveness  of  the  first  was 
confirmed  on  the  following  day  by  the  bacterial 
sensitivity  studies. 

While  the  effects  of  drugs  on  the  XBT  reaction 
in  vivo  are  largely  unknown,  the  inhibiting  action 
of  glucocorticoids  on  “turn  on”  has  been  widely 
discussed  in  the  literature.23, 25  Review  of  the  evi- 
dence provided  by  others  and  of  our  own  experi- 
ences with  steroid-treated  patients  (see  Table  I) 
suggests  that  many  steroid-treated  patients  should 
present  valid  tests  as  judged  by  endotoxin  re- 
sponses. However,  there  are  impressive  exceptions, 
and  the  steroid-status  of  the  patients  must  be  taken 
into  account  in  interpreting  results.  In  one  patient 
studied  in  our  series,  endotoxin  stimulation  in  vitro 
was  persistently  depressed  on  three  occasions  while 
the  patient  received  12  mg  of  Decadron®  daily. 
Three  days  after  discontinuation  of  the  steroids 
the  endotoxin  stimulation  response  was  restored 


to  the  normal  range. 

Certain  bacterial  infections  involve  primarily 
cellular  immune  mechanisms  which  are  not  asso- 
ciated with  a classic  neutrophil  response.  These 
infections,  including  tuberculosis,  are  not  generally 
associated  with  marked  elevation  of  the  XBT  score. 

Among  the  most  significant  FX  scores,  especially 
in  pediatric  patients,  are  those  encountered  in  neu- 
trophil dysfunction  states.  The  deficiency  of  neutro- 
phil response  can  be  due  to  intracellular  defects, 
or  to  humoral  abnormalities.  Failure  of  neutrophils 
to  “turn  on”  in  the  face  of  frank  sepsis  is  an  im- 
portant clue  (often  the  first)  to  such  disorders, 
and  the  specific  defects  must  then  be  searched  for.16 
In  one  of  our  cases  (later  discovered  to  be  CGDC) 
there  was  failure  of  endotoxin  stimulation  in  the 
standard  test.  In  another  instance  this  test  was 
utilized  to  diagnose  CGDC  in  a newborn  whose 
mother  was  a known  carrier  of  the  disorder.  In  a 
third  instance  another  suspected  newborn  was  dem- 
onstrated by  a positive  test  to  be  free  of  CGDC. 

Finally,  FX*  reactions  occur  when  there  is  de- 
ficient humoral  “opsonizing”  capacity.  In  these 
cases  neutrophils  are  incapable  of  "turn  on”  in  the 
presence  cf  bacteria  which  cannot  be  opsonized. 
The  mechanisms  by  which  deficient  humoral  fac- 
tors prevent  the  normal  neutrophil  response,  prob- 
ably at  the  membrane  level,  is  not  clear.  The  most 
classic  cases  have  been  reported  in  patients  with 
sickle  cell  anemia  and  pneumococcal  or  Salmon- 
ella' sepsis.16, 21  These  patients  lack  opsonizing 
capacity  for  pneumococci,  a deficiency  which  re- 
lates to  their  functional  asplenia.26  Similar  defi- 
ciencies have  been  reported  in  the  nephrotic  syn- 
drome with  pneumococcal  peritonitis,16  and  we 
have  observed  one  of  these  in  our  own  series.  We 
have  also  studied  a child  with  agammaglobulinemia 
and  Klebsiella  septicemia,  in  whom  bacteria- 
containing  neutrophils  from  peripheral  blood  failed 
to  reduce  XBT.  In  this  case,  phagocytosis  of  latex 
particles  (which  is  opsonin-independent)  was  asso- 
ciated with  formazan  deposition  in  the  ingesting 
cells. 

It  seems  likely  that  further  clinical  associations 
with  FP  and  FX*  reactions  will  be  reported  in  the 
future.  And  it  is  evident  that  much  remains  to  be 
learned  about  the  applications  and  limitations  of 
the  XBT  test  in  clinical  medicine.  Awareness  of 
some  of  the  factors  currently  recognized  which  in- 
fluence the  test  should  facilitate  interpretation  at 
the  bedside. 

(Concluded  on  page  132) 
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Neuropatliological  Findings  In  The  Rubinstein 
Taybi  Syndrome 


Syndrome  Combining  Broad  Toes,  Fa- 
cial Abnormalities  and  Mental  Retarda- 
tion Manifests  Interesting  N euro  path- 
ological Findings 


By  Srecko  Pogacar,  M.D.,  Nedo  F.  Nora,  M.D., 
and  Thomas  L.  Kemper,  M.D. 

In  1963  Rubinstein  and  Taybi  described  a syn- 
drome of  broad  thumbs,  broad  toes,  facial  abnor- 
malities, and  mental  retardation.1  Since  that  time, 
Rubinstein  has  collected  more  than  224  cases.2  A 
variety  of  additional  features  including  antimongo- 
loid  slanting  of  the  palpebral  fissures,  hypertelor- 
ism, beaked  or  straight  nose,  prolonged  nasal  sep- 
tum below  the  alae,  broad  nasal  bridge,  mild 
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abnormalities  in  position,  rotation,  size  or  shape 
of  the  ears,  slight  retrognathia,  high-arched  palate, 
and  incomplete  or  delayed  descent  of  the  testes 
have  been  noted  in  the  majority  of  the  patients. 
Seventy-four  of  89  reported  patients  demonstrated 
an  intelligence  quotient  (I.Q.)  less  than  SO  and 
thus  fell  into  the  category  of  moderate  to  pro- 
found mental  retardaton.3 

In  a search  of  the  literature,  we  were  able  to 
find  only  three  cases  in  which  the  neuropathology 
had  been  described. 4~7  The  most  recent  case6' 7 
was  published  twice,  first  by  Aoki,  et  al.,  (1968) 
and  later  by  Fukunaga,  et  al.,  (1969).  It  is  the 
purpose  of  this  communication  to  describe  an  addi- 
tional case  and  to  compare  the  neuropathological 
findings  with  those  previously  reported. 

REPORT  OF  A CASE 

H.  B.  A-70-54/656,  RIMC,  was  a severely  re- 
tarded man  who  was  admitted  to  the  Ladd  School, 
an  institution  for  the  mentally  retarded,  at  age 
nine  years  and  remained  there  until  his  death  at 
age  33.  He  was  the  only  child  born  to  a healthy, 
24-year-old  mother  and  a 31 -year-old  father.  There 
was  no  family  history  of  mental  retardation.  Grand 
mal  seizures  began  at  age  four.  The  patient  was 
described  as  very  affectionate,  but  he  cried  easily 
and  had  occasional  attacks  of  screaming.  He  showed 
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Fig.  1A.  Facial  abnormalities. 
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Fig.  IB.  Note  broad  tip  of  thumb. 


Fig.  1C.  X-ray  of  the  left  foot.  Note  malformed 
broad  distal  phalanx  of  the  great  toe  and  remnant 
of  the  incompletely  amputated  sixth  toe. 


signs  of  compulsive  behavior  such  as  closing  doors 
and  arranging  of  his  belongings.  Penile  erection 
was  never  observed.  While  eating  he  was  able  to 
hold  his  dish  and  use  a spoon.  On  several  occa- 
sions while  eating,  he  would  aspirate  his  food  and, 
as  a result,  had  multiple  episodes  of  pneumonia. 

Physical  examination  shortly  before  his  death 
revealed  the  typical  features  of  the  Rubinstein- 
Taybi  syndrome  (R.T.S.).  He  was  152.4  cm  tall 
and  weighed  45.5  kg.  The  head  circumference  was 
53  cm  (second  percentile),  and  the  occiput  was 
flat.  Antimongoloid  slanting  of  the  palpebral  fis- 
sures, long,  sparse  eyelashes,  epicanthal  folds,  nar- 
row upper  lip,  prominent  thick  lower  lip,  a pro- 
truding, partially  bifid  tongue,  a high-arched  pal- 
ate, and  a hypoplastic  jaw  were  noted.  The  ex- 
ternal ears  were  midly  malformed  (Fig.  1A).  Both 
thumbs  were  broad  (Fig.  IB),  and  opposition  to 
the  other  fingers  was  performed  with  difficulty. 
The  fifth  digits  demonstrated  mild  incurving.  Ex- 
cept for  the  thumbs,  the  joints  of  the  fingers  were 
lax.  A surgical  scar  was  present  on  the  left  foot, 
where  a sixth  toe  had  been  amputated.  The  left 
knee  could  noot  be  completely  extended  due  to  a 
contracture,  and  there  was  talipes  equinus  deform- 
ity of  the  left  foot.  The  thoracic  spine  showed  a 
scoliosis  with  a convexity  to  the  right.  His  beard, 
moustache,  and  axillary  and  pubic  hairs  were 
sparse.  The  heart  was  unremarkable,  and  the  liver 
and  spleen  were  not  enlarged.  The  testes  were  not 
palpable. 

On  neurological  examination  it  was  noted  that 
the  patient  could  not  follow  simple  commands  and 
had  a vocabulary  of  approximately  10  words.  His 
language  comprehension  appeared  to  be  greater 
than  was  anticipated  from  his  limited  vocabulary. 
Cranial  nerve  examination  was  within  normal 
limits.  Although  the  muscles  of  the  upper  and 
lower  extremities  appeared  small,  no  specific  weak- 
ness could  be  demonstrated.  However,  muscle  tone 
was  decreased.  The  deep  tension  reflexes  were  mod- 
erately increased,  and  his  gait  was  stiff,  awkward, 
and  limping. 

Laboratory  and  Special  Investigations : Blood 
counts  and  urinalysis  were  normal.  Chromosome 
studies  showed  a normal  karyotype.  X-ray  studies 
of  the  head  revealed  a small  skull  with  supraorbital 
bulging.  The  cranial  vault  was  thick,  particularly 
in  the  frontal  areas.  The  coronal  sutures  were 
united,  but  there  wTas  a failure  of  fusion  of  the 
central  part  of  the  sagittal  suture.  The  sphenoid 
(Continued  on  Next  Page) 
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Fig.  2A.  Lateral  view  of  the  gross  specimen  of 
the  R.T.S.  brain.  Note  underdevelopment  of  the 
frontal  lobes,  parietal-occipital  region,  and  oper- 
culum. 


* 


Fig.  2B.  Lateral  view  of  the  brain  of  a 29-week 
gestational  age  human  fetus.  The  overall  shape  of 
the  brain  is  similar  to  the  R.T.S.  brain.  The  brain 
size  is,  however,  considerable  smaller,  and  the  gvral 
pattern  is  less  complex. 

sinus  was  large  and  ballooned.  Radiographic  stud- 
ies of  the  hands  and  feet  demonstrated  broadening 
of  the  distal  phalanges  of  both  thumbs  and  both 
great  toes,  with  a malformation  of  the  terminal 
phalanx  of  the  great  toe,  w'hich  was  more  marked 
on  the  left  side  (Fig.  1C).  A remnant  of  the  am- 
putated sixth  toe  was  noted  arising  from  the  distal 
end  of  the  right  fifth  metarsal  bone  (Fig.  1C).  The 
chest  x-ray  film  and  an  intravenous  pyelogram 
were  unremarkable.  An  electroencephalogram  was 
abnormal  because  of  diffuse  slowing  and  spike  and 
sharp  wave  complexes. 

Course : On  October  23,  1969,  the  patient  was 
found  cyanotic  and  in  respiratory  distress  and  died 
the  same  day  from  aspiration  of  food. 

Postmortem  Examination:  The  general  au- 
topsy. performed  10  hours  after  death,  revealed 


Fig.  2C.  Normative  control  brain  from  a 32- 
year-old  female  for  comparison  with  Fig.  2A. 


atelectasis  of  both  lung  bases  secondary  to  aspira- 
tion of  food. 

The  brain  weighed  1,015  grams  (average  in 
adult  males  is  approximately  1,300  to  1,500 
grams8).  Its  gross  appearance  was  striking  (Fig. 
2A).  The  frontal  lobes  were  foreshortened,  and  the 
parietal-occipital  area  was  hypoplastic.  The  tem- 
poral lobes,  however,  appeared  to  be  dispropor- 
tionately large.  The  Sylvian  fissures  demonstrated 
a steep  inclination.  The  opercula  were  poorly  de- 
veloped and  incompletely  covered  the  insula.  In 
configuration  the  brain  was  similar  to  that  of  a 
29-week-old  fetus  (Fig.  2B),  although  the  gyral 
pattern  was  more  complex.  Mild  irregularity  of  the 
gyri  was  noted,  particularly  in  the  association  areas 
of  the  frontal,  parietal,  and  temporal  lobes.  The 
temporal  gyri  were  broad  and  the  sulci  of  the  su- 
perior and  middle  temporal  gyri  ill  defined  (Fig. 
2A). 

The  leptomeninges  in  the  sulci  over  the  dorso- 
lateral surface  of  the  brain  were  slightly  opaque. 
At  the  base  of  the  brain  the  large  arteries  ap- 
peared to  be  thin-walled  and  translucent.  The  right 
posterior  communicating  artery  was  found  to  be 
unusually  large  and  the  proximal  part  of  the  right 
posterior  cerebral  artery  (mesencephalic  artery) 
small.  The  spinal  cord  was  not  available  for  exam- 
ination. 

The  fixed  brain  was  cut  into  slabs  in  the  frontal 
plane.  Multiple  blocks  from  the  forebrain,  cere- 
bellum, and  brain  stem  were  embedded  in  paraffin 
and  in  celloidin.  For  evaluation  of  myelination 
and  cytoarchitectonic  maturation  of  the  forebrain, 
two  of  the  large  celloidin-embedded  frontal  blocks 
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Fig.  3A  Motor  cortex  (area  4 of  Brodman).  The 
R.T.S.  brain  is  on  reader’s  left  side,  and  the  norma- 
tive control  is  on  the  reader’s  right  side  of  the  illus- 


containing  both  cerebral  hemispheres  were  cut  and 
stained  at  the  E.  E.  Southard  Research  Labora- 
tory. The  same  protocols  used  for  processing  the 
whole  brain  serial  sections  of  their  normative  cere- 
bra  was  employed  (Yakovlev,  1970). 9 These  large 
whole  brain  sections  were  cut  on  a Mico  Giant 
Microtome  (Mico  Instrument  Company,  Cam- 
bridge, Massachusetts)  set  at  a cutting  thickness 
of  35  microns.  Although  the  cutting  thickness  re- 
mained constant,  the  sections  varied  in  thickness. 
For  analysis  of  nerve  cell  packing  densities,  sec- 
tions of  comparable  thickness  were  needed.  These 
sections  were  selected  by  noting  the  micrometer 
setting  on  the  fine  adjustment  of  the  microscope 
when  the  top  and  then  the  bottom  of  the  section 
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tration.  Note  the  greater  cell  packing  density  and 
smaller  neuronal  size  in  the  R.T.S.  brain.  Cresyl 
violet  stain.  X33. 


were  in  focus  at  a magnification  of  400X  using  a 
40X  oil  immersion  objective  (X.A.  of  0.85). 

The  abnormalities  noted  in  the  R.T.S.  brain 
were  most  readily  seen  when  the  large  whole  brain 
celloidin  sections  were  compared  with  similar  sec- 
tions from  normative  controls  of  approximately 
the  same  age.  The  control  bram  selected  for  the 
illustrations  (Std.  1 1 A ) weighed  1,200  grams  at 
autopsy  and  is  from  a 32-year-old  female  who 
showed  no  clinical  or  pathological  evidence  of  cen- 
tral nervous  system  disease.  This  was  the  closest 
age-  and  weight-matched  control  in  the  collections. 

In  the  cerebral  cortex  of  the  R.T.S.  brain,  the 
general  architecture  in  all  areas  was  preserved 
(Continued  on  Next  Page) 
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Fig.  3B.  Tip  of  the  temporal  lobe  (area  38  of 
Brodman).  The  R.T.S.  brain  is  on  the  reader’s  left 
side,  and  the  normative  control  brain  is  on  the 
reader’s  right  side  of  the  illustration.  The  greater 


I 


cell  packing  density  of  small  neuronal  size  in  the 
R.T.S.  brain  is  particularly  prominent  in  layer  III. 
Cresyl  violet  stain.  X33. 


and  the  cortical  layers  readily  recognized.  How- 
ever, the  demarcation  between  the  cortex  and  the 
subcortical  white  matter  in  the  R.T.S.  cerebrum 
was  more  gradual  than  that  of  the  control  brain. 
The  individual  cortical  neurons  tended  to  be 
slightly  smaller,  but  the  cell  shape,  relative  amount 
of  cytoplasm,  and  distribution  of  Xissl  granules 
closely  resembled  that  of  the  normative  controls. 
The  most  striking  finding  was  an  increased  cell 
packing  densitiy  in  all  cortical  areas,  which  wTas 
documented  by  comparing  photomicrographs  made 
at  the  same  magnification  of  five  different  cortical 
areas  in  the  R.T.S.  brain  and  the  normative  con- 
trol. The  areas  selected  were  area  4 (heterotypical 
agranular  cortex  from  a primary  cortical  analyzer, 


motor  cortex),  area  24  (heterotypical  agranular 
limbic  cortex  of  the  anterior  cingulate  gyrus) ; area 
23  (heterotypical  granular  limbic  cortex  of  the 
posterior  cingulate  gyrus);  area  7 (homotvpical 
cortex  of  the  superior  parietal  lobule) ; and  area 
38  (homotypical  cortex  of  the  tip  of  the  temporal 
llobe).  Two  of  these  pairs  of  photomicrographs 
are  shown  in  Fig.  3 A and  Fig.  3B.  Comparison  of 
these  histologic  sections  with  other  normative 
cerebra  of  different  ages  in  the  collections  of  the 
E.  E.  Southard  Laboratory  indicated  that  the 
R.T.S.  brain  showed  a cell  packing  density  inter- 
mediate between  that  found  in  the  cerebra  of  a 
normative  one-year-old  and  a normative  three-vear- 
old  child. 
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Fig.  4A.  Myelin  stained  section  at  the  level  of 
the  head  of  the  caudate  nucleus  from  the  R.T.S. 
brain.  Note  the  thin  corpus  callosum,  hypoplasia 
of  the  corona  radiata  in  the  frontal  lobes,  and  ab- 
normal ventricular  shape. 


The  white  matter  of  the  cerebral  hemispheres 
of  R.T.S.  brain  was  reduced  in  amount  as  com- 
pared to  that  of  the  normative  cerebrum  of  the 
same  age.  This  deficit  was  particularly  conspicuous 
in  the  frontal  lobes  and  involved  primarily  the 
fiber  systems  of  the  corona  radiata  (Fig.  4A).  The 
body  of  the  corpus  callosum  was  thinner  than  that 
noted  in  a comparable  age-matched  brain  (Fig. 
4B)  and  was  foreshortened  in  its  anterior-posterior 
extent.  Both  the  rostrum  and  splenium  of  the  cor- 
pus callosum  had  failed  to  develop.  Caudallv  the 
corpus  callosum  was  thin,  and  callosal  fibers  failed 
to  reach  the  level  of  the  posterior  pole  of  the 
pulvinar.  Instead,  at  this  level  some  of  these  fibers 
turned  posteriorly  and  formed  a longitudinal  cal- 
losal fasciculus  of  I’robst10  (Fig.  4D).  The  fimbria 
and  fornix  were  well  developed,  and  the  bodies 
and  columns  of  the  fornices  were  widely  separated. 
The  hippocampal  commissure  could  not  be  located. 
The  anteriar  commissure  was  small.  The  cavum 
septi  pellucidi  was  open  ventrallv  (Fig.  4C). 

The  anterior  horns  of  the  lateral  ventricles  were 
slit-like  with  their  lateral  angles  rounded  and 
slanted  upwards.  The  dorsal  part  of  the  collateral 
trigones  were  mildly  pointed  and  turned  dorso- 
laterally  (Fig.  4D).  The  inferior  horns  appeared 
to  be  slightly  enlarged,  and  the  occipital  horns 
extended  deep  into  the  occipital  lobes. 

The  tinctorial  density  of  myelin  staining  of  the 
fiber  systems  of  the  forebrain,  brain  stem,  and 
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Fig.  4B.  Myelin  stained  section  from  a normative 
control  brain.  Compare  with  Fig.  4A. 


cerebellum  was  comparable  to  that  of  age-matched 
controls.  There  was  no  evidence  of  heterotopias, 
abnormal  gliosis,  or  inflammation  in  any  of  the 
histologic  sections. 

DISCUSSION 

The  neuropathologic  findings  in  the  present  case, 
taken  together  with  those  reported  in  the  litera- 
ture,4’ 6-8  indicate  that  a common  feature  of  the 
R.T.S.  appears  to  be  the  curtailment  of  the  fore- 
brain development.  In  agreement  with  this  is  the 
frequent  clinical  finding  of  small  head  size.  Rubin- 
stein and  Taybi3  reported  that  in  93  out  of  96 
cases  the  head  circumference  was  below  the  50th 
percentile  and  in  54  of  these  cases  was  at  or  below 
the  third  percentile.  At  autopsy  an  abnormally  low 
brain  weight  for  age  was  found  by  Coffin4  and  in 
the  present  patient.  In  the  case  reported  from 
Japan,  although  the  head  circumference  was  small, 
the  brain  weight  was  greater  than  that  expected 
for  age.  This  disparity  might  be  attributable  to 
cerebral  edema.  This  curtailment  of  forebrain  de- 
velopment appears  to  affect  specific  cortical  areas 
disproportionately.  Coffin4  reported  foreshortening 
of  the  frontal  lobes  in  his  cases.  In  the  present 
case  the  frontal  lobes  were  also  found  to  be  under- 
developed as  was  the  parietal-occipital  region. 

The  neuropathologic  descriptions  of  the  three 
previously  reported  cases  and  of  the  present  case 
all  provided  evidence  of  curtailment  of  the  normal 
development  of  the  cortical  plate.  Coffin4  reported 
poor  differentiation  of  the  cortical  layers  and  small, 
immature  spindle-shaped  cortical  neurons,  with 
scant  cytoplasm.  True  and  Rubinstein5  described 
“excessive”,  randomly  distributed  cortical  neurons 
(Continued  on  Next  Page) 
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ha\ing  either  rounded  contours  or  a small  pyra- 
midal shape  and  scant  cytoplasm  with  no  Xissl 
substance.  In  the  case  reported  from  Japan,  the 
cortical  layers  were  not  well  differentiated,  and 
most  of  the  cortical  neurons  were  small  and  poor 
in  cytoplasm.6’ 7 In  the  present  case  there  was  in- 
creased cell  packing  density  and  reduction  in  the 
size  of  the  cortical  neurons. 

The  most  conspicuous  abnormality  in  the  case 
reported  here  was  curtailment  of  development  of 
the  corona  radiata,  corpus  callosum,  and  anterior 
commissure.  Coffin4  also  noted  a similar  decreased 
amount  of  central  white  matter  and  partial  agenesis 
of  the  corpus  callosum.  In  all  other  case  reports 
with  neuropathological  descriptions  only  abnor- 
malities in  the  development  of  the  corpus  callosum 
have  been  described.  True  and  Rubinstein5  noted 
complete  absence  of  the  corpus  callosum,  and  in 
the  case  of  Oako,  et  al.,6  and  Fukanaga,  et  al.,7 
the  corpus  callosum  was  only  one  millimeter  thick. 
Xeuhauser11  reported  that  two  out  of  three  patients 
demonstrated  radiologic  evidence  of  partial  age- 
nesis, and  Lamy,  et  al.,12  reported  a patient  in 
whom  air  study  revealed  findings  consistent  with 
a diagnosis  of  agenesis  of  the  corpus  callosum.  Sev- 
eral patients  with  R.T.S.,  however,  are  known  to 
have  had  normal  pneumoencephalograms.2- 3 It  thus 
appears  that  curtailment  of  development  of  the 
corpus  callosum  was  a frequent  finding  in  the 
R.T.S.  since,  according  to  Freytag  and  Linden- 
berg13  it  was  found  in  only  2.2  per  cent  of  359 
unselected  autopsies  from  a hospital  for  the  men- 
tally retarded. 

In  the  present  case  the  ventrally  open  cavum 
septi  pellucidi  was  associated  with  absence  of  de- 


F.'g. 41).  Coronal  section  from  the  gross  specimen. 
Note  absence  of  the  splenium  of  the  corpus  callosum 
anti  the  Probst  bundle  (arrow). 

velopment  of  the  rostrum  of  the  corpus  callosum. 
This  finding  is  in  accord  with  the  studies  of  Zuck- 
erkandl14  and  of  Rakic  and  Yakovlev15  on  the 
relationship  between  the  embryologic  development 
of  the  cavum  septi  and  the  development  of  the 
corpus  callosum.  These  authors  maintain  that  the 
cavum  septi  is  formed  by  the  infolding  of  the 
lamina  reuniens  of  His  into  the  median  groove, 
followed  by  the  bridging  over  of  this  groove  by  the 
development  of  the  massa  commissuralis  through 
which  the  callosal  fibers  eventually  cross.  The 
cavum  septi  thus  formed  is,  at  first,  open  into  the 
interhemispheric  fissure.  With  subsequent  develop- 
ment of  the  rostrum  of  corpus  callosum,  the  pocket 
becomes  sealed  off  and  forms  a closed  cavum. 

In  the  present  case,  a 33-year-old  man.  myelina- 
tion  was  normal;  however,  in  an  18-month-old 
child  reported  by  True  and  Rubinstein5  and  in 
the  45-dav-old  infant  reported  from  Japan6- 7 mye- 
lination  appeared  to  have  been  retarded.  These 
findings  suggest  that  myelination  may  be  delayed 
but  not  deficient  in  the  R.T.S. 

The  neuropathologic  findings  in  the  present  case 
are  in  close  agreement  with  those  reported  in  the 
literature.  The  data  indicate  that  in  the  R.T.S. 
a retardation  of  normal  brain  development  has 
occurred.  The  most  severe  curtailment  was  in  the 
growth  and  development  of  the  frontal  lobes,  the 
parietal-occipital  region,  and  the  intercortical  as- 
sociation and  commissural  fiber  systems.  Less  af- 
fected was  the  differentiation  of  the  cerebral  cor- 
tex Myelination  was  possibly  only  delayed. 

SUMMARY 

The  neuropathologic  findings  in  a 33-year-old 
mentally  retarded  man  with  R.T.S.  are  presented. 
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The  forehrain  was  smaller  than  normal  with  hypo- 
plasia of  the  frontal  lobes  and  parietal-occipital 
regions.  The  histologic  sections  revealed  curtail- 
ment of  development  of  the  corona  radiata,  corpus 
callosum,  and  anterior  commissure  and  an  abnor- 
mally increased  nerve  cell  packing  density  in  all 
cerebral  cortical  areas.  These  findings  are  con- 
sistent with  those  reported  in  the  literature  and 
suggest  that  in  the  R.T.S.  there  is  a widespread 
curtailment  of  normal  development  of  the  fore- 
brain. A particularly  characteristic  feature  of  brain 
in  this  syndrome  is  the  frequent  occurrence  of 
partial  or  complete  agenesis  of  the  corpus  callosum. 
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ONE  SENTENCE  ESSAY 

Problems  are  not  solved  by  throwing  money  at 
them. 

. . . Richard  M.  Nixon. 

^ $ 

ONE  SENTENCE  ESSAY 

No  man  ever  went  broke  underestimating  the 
taste  of  the  American  people. 

. . . H.  L.  Mencken. 


ONE  SENTENCE  ESSAY 

The  right  to  the  preservation  of  health  is  in- 
alienable. 

. . William  Lyman,  member  of  Congress  from 
Massachusetts,  1796. 
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Editorials 

TERMINATION  OF  BLUE  CROSS-BLUE  SHIELD  BENEFITS 


Physicians  have  long  recognized  the  serious  prob- 
lems created  by  the  loss  of  Blue  Cross-Blue  Shield 
benefits  upon  termination  of  employment  due  to 
the  closing  of  a business  or  the  laying  off  of  em- 
ployees in  times  of  unemployment.  At  the  urging 
of  the  Rhode  Island  Medical  Society,  Blue  Shield 
and  Blue  Cross  staff  explored  the  feasibility  of  de- 
vising some  method  of  continuing  coverage  through 
a lay -a way  increment  to  the  premium  or  some  other 
pool  mechanism.  It  was  concluded  that  past  ex- 
perience had  demonstrated  the  serious  actuarial 
difficulties  of  setting  a rate  for  the  continued  cov- 
erage because  of  the  lability  of  employment  in  gen- 
eral and  more  specifically  in  the  Rhode  Island 
area.  Experiments  with  this  type  of  coverage  had 
been  mostly  discouraging,  if  not  downright  dis- 
astrous. Some  observers,  according  to  Sidney 
Cobb,  an  authority  in  this  field,  have  concluded 
that  employees  when  thrown  out  of  work  will  often 
adopt  the  sick  role  in  preference  to  that  of  the 
unemployed.  The  closing  of  the  Studebaker  plant 
in  South  Bend.  Indiana  is  a classical  example.  Con- 
tinued health  insurance  had  been  provided  as  a 
severance  benefit.  Claims  after  the  closing  rose  to 
such  astronomical  levels  that  the  corporation  at- 
tempted to  limit  the  payments  until  pressured  into 
meeting  its  vastly  underestimated  commitments. 

Sidney  Cobb.  M.D.,  who  is  director  of  the  Sur- 
vey Research  Center  of  the  Institute  for  Social 
Research  at  the  University  of  Michigan,  has  been 
studying  the  effects  of  termination  of  employment 
on  the  health  of  workers.  He  has  demonstrated, 
for  example,  changes  in  the  uric  acid  and  choles- 
terol levels  affected  variously  by  anticipated  and 
actual  loss  of  employment.  There  is  in  general  in 
such  situations  a deteriorating  effect  upon  the 
health  of  the  workers,  many  of  whom  are  “too  old 
to  work,  too  young  to  retire”. 

The  need  for  continuing  health  insurance  during 
periods  of  unemployment  has  recently  been  em- 
phasized in  a newspaper  column  by  financial  writer 
Sylvia  Porter.  Her  suggestion  for  combining  health 
insurance  coverage  with  unemployment  compensa- 
tion was  inspired  by  the  book  '‘Termination:  The 
Closing  at  Baker  Plant",  written  by  author  Alfred 
Slote,  based  on  the  studies  of  Sidney  Cobb  and 
Slote's  own  investigations  into  the  fate  of  em- 
ployees of  the  plant.  Cobb,  a friend  and  neighbor 
of  Slote  in  Michigan,  thinks  highly  of  the  book 
and  cooperated  in  its  formulation.  "Baker",  a fic- 
titous  name,  a Detroit  automotive  paint  division 


of  ‘‘Pennsylvania  Corporation”  (probably  Pitts- 
burgh Plate  Glass),  was  the  object  of  an  intensive 
prospective  study  by  Cobb. 

Cobb  supports,  in  addition  to  the  continuation 
of  health  coverage,  the  principle  of  the  portable 
pension  or  of  some  change  in  social  security 
whereby  older  men  whose  jobs  are  terminated  do 
not  lose  their  retirement  benefits. 

In  his  foreword  to  the  Slote  book  Cobb  states: 
■‘I  believe  that  the  closing  of  a factory  should  be 
considered  a social  emergency  and  that  community 
resources  should  be  mobilized  to  provide  help  to 
the  . . . disadvantaged  groups  before  they  become 
unemployed,  not  after  they  have  been  unemployed 
for  some  months". 

Cobb  urges  that  a company  should  be  required 
by  law  to  continue  health  insurance  benefits  for  at 
least  six  months  after  a closing,  or  until  the  em- 
ployee is  reemployed  under  circumstances  providing 
coverage.  This  is  not  precisely  the  same  as  pro- 
viding health  insurance  as  part  of  unemployment 
compensation,  but  is  another  way  of  accomplishing 
a similar  objective. 

Xational  Health  Insurance  as  envisioned  by  its 
more  moderate  proponents  would  be  a benefit  sup- 
ported by  a tax  contributed  to  by  both  employer 
and  employee,  as  is  unemployment  compensation 
insurance.  It  is  a practical  and  logical  step  to  have 
hospital  and  physician  coverage  continue  after  ter- 
mination of  employment  as  a part  of  unemploy- 
ment compensation.  Under  present  law  the  period 
would  be  six  months.  Coverage  for  the  unemployed 
or  dependent  would  be  an  insurance  benefit  pro- 
vided by  the  federal  government,  or  by  the  local 
government  with  federal  support.  Those  over  age 
65  are  already  accounted  for. 

It  is  time  that  the  continued  medical  care  of 
those  who  have  lost  employment  be  deemed  a 
proper  joint  responsibility  of  the  employer,  the 
Federal  and  state  governments,  and  the  community. 
Blue  Cross  and  Blue  Shield  are  fully  ready  to  pro- 
vide the  benefits  when  the  community  assumes  its 
rightful  responsibility. 
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MODEL  CITIES  SURVIVAL 


Model  Cities  was  created  by  the  Demonstration 
Cities  and  Metropolitan  Development  Act  of  1966, 
Title  I as  amended,  Public  Law  89-754. 

A Model  Cities  program  has  been  in  operation 
in  the  city  of  Providence,  Rhode  Island  for  about 
two-and-one-half  years.  Model  Cities  supplemen- 
tary grants  are  unique  in  that  they  are  Federal 
money  which  can  be  matched  with  other  Federal 
money  as  the  local  share  of  the  Federal  grant  in 
aid  program.  Model  Cities  is  a planning  agency 
rather  than  an  agency  to  do  the  actual  work.  It 
attempts  to  put  money  into  areas  where  the  need 
is  greatest.  Thus  Model  Cities  is  really  an  um- 
brella agency  whose  purpose  is  to  try  to  coordinate 
the  many  programs  already  in  existence  in  other 
agencies,  select  through  its  own  management  areas 
of  need,  and  contract  with  other  providers  of  serv- 
ice for  each  identified  project.  It  is  the  Model 
Cities’  responsibility,  in  addition  to  providing  funds 
for  the  project  under  contract,  to  make  certain  that 
the  goals  contracted  for  are  achieved  and  that 
the  people  for  whom  they  are  designed  are  truly 
served.  For  example.  Model  Cities  may  contract 
with  an  HMO  or  a medical  practice  group  to  pro- 
vide services  for  Model  Cities  residents. 

Model  Cities  was  conceived  as  the  coordinating 
arm  of  the  Federal  government,  deals  with  a spe- 
cific geographic  area  encompassing  all  ranges  of 
income,  and  usually  is  limited  to  10  per  cent  of 
the  population.  In  any  area  it  is  a direct  extension 
of  the  Mayor’s  office  and  works  with  a Citizens’ 
Advisory  Council. 

In  1967  Providence  chose  for  its  Model  Cities 
site  an  area  in  South  Providence  of  one-and-one- 
half  square  miles  with  a population  of  about  18,000 
(Providence  population  180,000)  of  whom  approxi- 
mately 40  per  cent  are  black.  Two-and-one-half 
million  dollars  have  been  budgeted  each  year  for 
a total  of  11  million  dollars  after  five  years  of 
operation. 

Model  Cities  has  attempted  to  play  several  roles 
in  Providence.  First,  attitudes  of  the  people  served 
must  be  changed  from  a defeatist  live-for-todav 
philosophy  to  an  expectant  hopeful  philosophy  of 
better  living  for  tomorrow.  Model  Cities  has  tried 
to  be  honest  at  all  times,  teaching  accountability 
and  attempting  to  involve  as  many  citizens  as 
possible.  The  timing  of  the  citizens’  involvement 
has  not  always  been  the  best  possible.  It  is  im- 
portant to  have  them  involved  as  soon  as  an  idea 


is  germinated.  Confrontation  is  important.  Fur- 
ther, ghetto  residents  have  a cynicism  which  per- 
vades their  attitudes. 

Status  for  people  means  many  things.  For  poor 
people  it  seems  lo  be  a home  of  their  own  and 
yard  space.  Housing  for  poor  people  has  been  of 
prime  importance  during  the  past  two  years.  Proj- 
ect and  high  rise  housing  for  the  poor  has  not 
worked.  Model  Cities  in  Providence  has  tried  to 
provide  single  family  home  ownership  for  the 
poor.  Providence  housing  is  old  and  obsolete.  The 
past  two  years  have  been  devoted  to  tooling  up 
with  the  tearing  down  of  much  of  the  unusable 
housing  in  the  Model  Cities  area.  Eleven  new 
homes  have  been  completed,  and  over  2,000  single 
family  dwellings  will  be  constructed  in  the  next 
10  years.  Poor  people  will  be  given  a subsidy  of 
up  to  $5,000  with  a discounted  one  per  cent  in- 
terest mortgage. 

Home  ownership  counseling  courses  are  to  be 
provided.  Hopefully,  greater  incentive,  account- 
ability, and  pride,  and  better  home  maintenance 
will  be  developed  and  reverse  the  deterioration 
that  has  been  rampant  up  to  now. 

One  of  the  greatest  challenges  facing  Providence, 
as  well  as  any  city  and  particularly  any  Model  City 
area,  is  urban  renewal.  Providence  is  sufficiently 
small  for  all  to  work  together  and  solve  problems. 
The  Weybosset  Hill  project  of  Mayor  Joseph  A. 
Doorley.  Jr.  is  an  attempt  to  rejuvenate  the  entire 
downtown  area.  Most  of  the  renewal  activity  in  the 
Model  City  area  is  neighborhood  initiated.  Much 
of  the  demolition  work  has  already  occurred.  Sev- 
eral locations  are  now  ready  for  rebuilding.  One 
hundred  to  150  single  family  houses  will  be  con- 
structed shortly  in  the  16-acre  Lockwood  Street 
section  adjacent  to  the  Rhode  Island  Hospital.  It 
is  anticipated  that  the  city  will  acquire  a 2x/2- acre 
site  from  the  Rhode  Island  Hospital  for  a 250-unit 
complex  for  the  elderly  and  handicapped.  Lender 
an  innovative  plan  this  unit  will  be  hospital  serv- 
iced on  an  ambulatory  basis  and  at  the  same  time 
provide  housing.  The  residents  may  well  receive 
their  laundry  and  food  services  from  Rhode  Island 
Hospital,  and  some  of  their  medical  care  from  the 
physicians  based  at  the  hospital.  Additional  and 
similar  housing  programs  are  ready  to  be  imple- 
mented in  Upper  South  Providence  (Comstock 
Avenue  area)  and  Lower  South  Providence  (Ox- 
ford Street  to  Beacon  Avenue).  Over  one  million 
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dollars  will  be  used  to  modernize  the  Roger  Wil- 
liams Housing  Project  and  to  reduce  the  number 
of  units  from  750  to  a more  manageable  350.  With- 
in five  years  all  of  South  Providence  should  be  an 
economical  esthetic  place  to  live. 

While  housing  has  been  a prime  consideration 
for  Model  Cities,  education  has  not  been  neglected. 
Some  S600.000  was  used  to  design  in  cooperation 
with  the  Providence  School  Department  remedial 
reading  programs  to  assist  the  children  in  upgrad- 
ing their  level  of  reading.  The  Model  Cities  schools 
will  use  this  reading  curriculum.  Recreation  pro- 
grams, best  friend  clubs,  community  protection 
officers  because  of  the  security  problem,  a credit 
union,  and  day  care  and  health  centers  are  helping 
the  neighborhood  residents.  On  Mystic  Street  a 
combination  special  Service  Center  serves  as  a 
shopping  area  for  the  residents,  with  access  to  a 
variety  of  agencies  with  offices  under  one  roof. 
Agencies  and  clients  are  brought  together  without 
an  endless  bureaucracy  physically  hindering  them 
from  obtaining  answers  to  their  problems. 


Model  Cities,  directed  by  Richard  Torchia,  is 
a viable  program.  But  will  it  be  permitted  to  carry 
out  its  original  mandate?  Model  Cities  funds  with 
or  without  federal  money  may  be  used  to  purchase 
services  from  or  contract  for  existing  services  with 
vendors  for  the  provision  of  health  and  social 
services  to  the  residents  in  the  Model  Cities  area. 
Any  service  provider  wishing  to  deliver  services 
to  Model  Cities  residents  is  encouraged  to  present 
a proposal  to  the  local  Model  Cities  administration. 

When  the  federal  government  passed  the  Model 
Cities  bill  it  was  intended  to  place  all  of  the  fed- 
eral categorical  programs  in  the  towns,  cities,  and 
states  under  one  umbrella,  encompassing  the  varied 
ethnic  and  social  groups.  The  original  intent  of 
the  law  has  failed.  It  is  not  too  late  for  all  of  those 
who  have  an  interest  in  these  programs  to  take  one 
last  hard  look  at  the  original  intent  of  the  law, 
to  make  a reassessment,  and  to  attempt  to  re- 
juvenate them.  Perhaps  with  a determined  and  in- 
telligent effort  they  can  still  be  made  to  work 
smoothly. 


THE  MEDICAL  SOCIETY  AND  ALLIED  HEALTH  TRAINING 


The  Rhode  Island  Medical  Society  devoted  its 
Annual  Scientific  Assembly  in  1971  to  a discussion 
of  Allied  Health  Training,  exploring  such  matters 
as  the  Medex  program  at  Dartmouth  College,  the 
Physician's  Assistant  Program  at  Duke  University, 
and  the  present  scope  of  paramedical  training  pro- 
grams in  Rhode  Island.  In  his  able  discussion  of 
the  latter  subject  Doctor  Heber  Youngken,  Dean 
of  the  College  of  Pharmacy  at  the  University  of 
Rhode  Island,  recommended  the  creation  of  an 
Area  Health  Science  Education  Center.  Thus,  out 
of  the  Society’s  meeting  came  the  stimulation  for 
the  chartering  of  the  new  Rhode  Island  Health 
Science  Education  Council,  comprised  of  a broad 
consortium  of  health  care  agencies  to  develop  a 
unified  health  manpower  training  system  for  the 
state. 

Early  Medical  Society  involvement  increased 
significantly  when  this  new  concept  was  reviewed 
by  its  Allied  Health  Professions  and  Services  Com- 
mittee, led  by  Doctor  George  F.  Meissner.  The 
committee  endorsed  in  principle  this  innovative 
agency  and  urged  that  the  Medical  Society  partici- 
pate actively  in  development  of  such  a center.  In 
a companion  matter,  the  committee  also  urged  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society  to  request  a moratorium  on  licensure  of 
any  additional  health  occupations  in  Rhode  Island 
until  long  range  solutions  are  developed.  The  Rhode 


Island  Medical  Society  thus  became  one  of  seven 
incorporators  of  RIHSEC,  together  with  the  Hos- 
pital Association  of  Rhode  Island,  the  Board  of 
Regents,  the  Rhode  Island  State  Xurses  Associa- 
tion, Brown  University,  the  Consumers  Council, 
and  the  Tri-State  Regional  Medical  Program. 

It  has  been  announced  that  Edward  Berg,  Ph.D., 
former  director  of  allied  health  professions  and 
professor  of  biology  at  California  State  University, 
Fresno,  California,  has  been  named  executive  di- 
rector of  the  Council.  At  a recent  meeting  of  the 
Continuing  Medical  Education  Committee  of  the 
Society,  Doctor  Berg  explained  the  background, 
purposes,  and  goals  of  the  organization  in  attempt- 
ing to  systematize  the  education  and  training  of 
those  working  in  the  health  field.  As  he  described 
them,  Doctor  Berg’s  tasks  will  indeed  be  formid- 
able — but  not  insurmountable.  The  program  has 
been  funded  by  a three  year  grant  of  $594,000 
from  the  Tri-State  Regional  Medical  Program. 
With  this  fiscal  buttress  and  the  cooperation  and 
good  will  of  the  various  agencies,  the  new  consor- 
tium can  make  a substantial  contribution  to  the 
clarification  and  implementation  of  allied  health 
manpower  training  programs  in  Rhode  Island.  The 
Medical  Society  is  proud  of  its  leading  role  in  the 
development  of  the  Rhode  Island  Health  Sciences 
Education  Council  and  wishes  every  success  to 
Doctor  Berg  in  his  new  position  of  leadership. 
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Muscles 
and  joints 


,ierever  it  hurts,  Empirin 
mpound  with  Codeine  usually 
i Dvides  the  symptomatic 
ief  needed. 


flu  and  associated  respiratory 
:ection,  Empirin  Compound 
th  Codeine  provides  an 
titussive  bonus  in  addition  to 
ief  of  pain  and  bodily 
scomfort. 

J prescribing  convenience: 

i up  to  5 refills  in  6 months, 
your  discretion  (unless 
stricted  by  state  law);  by 
iephone  order  in  many  states. 

npirin  Compound  with 
ideine  No.  3,  codeine 
losphate*  32.4  mg.  (gr.  V2); 

5. 4,  codeine  phosphate* 

1.8  mg.  (gr.  1)  *Warning-may 
i habit-forming.  Each  tablet 
so  contains:  aspirin  gr.  3Vfe, 
lenacetin  gr.  2V2,  caffeine 


WHEN  FLU  HITS  AND 

HURTS 


COMPOUND 

£ CODEINE 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
hid  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphert* 
late  HCI  is  theoretically  possible  at  high  dosage!# 
not  exceed  recommended  dosages.  Administer  {■ 
caution  to  patients  receiving  addicting  drug  }■ 
known  to  be  addiction  prone  or  having  a histoB 
drug  abuse.  The  subtherapeutic  amount  of  atrolj 
is  added  to  discourage  deliberate  overdospp 
strictly  observe  contraindications,  warnings  and  M 
cautions  for  atropine;  use  with  caution  in  chilH 
since  signs  of  atropinism  may  occur  even  with M| 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dry® 
of  skin  and  mucous  membranes,  flushing  -and  jjfl 
nary  retention.  Other  side  effects  with  Lomotil# 
elude  nausea,  sedation,  vomiting,  swelling  oflfj 
gums,  abdominal  discomfort,  respiratory  depres  flf 
numbness  of  the  extremities,  headache,  dizzirpi 
depression,  malaise,  drowsiness,  coma,  leth.iy. ' 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


■ :xia,  restlessness,  euphoria,  pruritus,  angioneu- 

< edema,  giant  urticaria  and  paralytic  ileus. 

i ge  and  administration:  Lomotil  Is  contralndl- 
i t In  children  less  than  2 years  old.  Use  only 
I til  liquid  for  children  2 to  12  years  old.  For 
t 2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
r daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
Us  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
15  mg.)  q.i.d.  Maintenance  dosage  may  be  as 
* s one  fourth  of  the  initial  dosage.  Make  down- 

< dosage  adjustment  as  soon  as  initial  symptoms 
lontrolled. 

jj losage:  Keep  the  medication  out  of  the  reach 
ildren  since  accidental  overdosage  may  cause 
s e,  even  fatal,  respiratory  depression.  Signs  of 
1 osage  include  flushing,  lethargy  or  coma,  hypo- 
} fe'lexes,  nystagmus,  pinpoint  pupils,  tachy- 
and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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knows  what  evil  lurks  in 
iucous  membranes? 


m TYademark  4 . 

tlrnade  knows. 


Each  Spansule*(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 


Knows  the  public  s enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy:  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  mightbear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  1 131  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Botties  of  50  capsules. 

SK&F  Smith  Kline  &■  French  Laboratories 
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WILLIAM  A.  REID  has  been  appointed  medi- 
cal director  of  the  Rhode  Island  Group  Health 
Association.  Doctor  Reid  replaces  MARTIN  POS- 
NER who  has  become  director  of  community  medi- 
cine and  ambulatory  services  at  Miseracordia  Hos- 
pital in  the  Bronx  and  a professor  at  the  New 
York  Medical  College. 

* * * 

ROBERT  P.  DAVIS,  Chief  of  Medicine,  The 
Miriam  Hospital,  was  named  secretary  of  a legis- 
lative commission  that  will  study  the  possibility 
of  state  financial  assistance  for  a kidney  treatment 
program,  including  the  possible  purchase  of  two 
kidney  machines. 

* * * 

IRVING  T.  GILSON,  Chief  of  Medicine  at  St. 
Joseph’s  Hospital,  has  been  appointed  a Clinical 
Instructor  in  Medicine  at  Brown  University. 

* * * 

HENRY  IZEMAN,  representing  the  Providence 
Medical  Association,  was  elected  to  serve  on  the 
Board  of  Directors  of  the  Home  Care  Association 
of  Greater  Providence,  Inc.  to  coordinate  home 
care  for  patients  discharged  from  five  hospitals  in 
the  metropolitan  area. 

* * * 

J.  D.  KEITH  PALMER,  Director  of  Physical 
Rehabilitation  Medicine,  has  been  appointed  to 
the  Steering  Committee  of  the  New  England  Cord 
Injury  System.  He  will  also  serve  on  the  Evalua- 
tion of  Services  Committee. 

* * * 

MAURICE  W.  LAUFER,  director  of  the  Emma 
Pendleton  Bradley  Hospital  in  East  Providence 
has  been  appointed  Clinical  Professor  of  Psy- 
chiatry on  the  faculty  of  Brown  University’s  Divi- 
sion of  Biological  and  Medical  Science. 

* * * 

ROBERT  V.  LEWIS,  immediate  past  president 
of  the  Medical  Society,  has  been  nominated  to  be 
President-Elect  of  the  Council  of  the  New  England 
Medical  Societies. 


HENRY  S.  M.  UHL,  Chairman  of  the  Society’s 
Committee  on  Continuing  Medical  Education,  has 
been  elected  a member  of  the  Rhode  Island  Ad- 
visory Committee  of  the  Tri-State  Regional  Medi- 
cal Program  for  a two-year  term. 

* * * 

RICHARD  E.  LAND,  associate  radiologist  and 
director  of  Radiologic  Education  at  Massachusetts 
General  Hospital,  has  been  named  Chief  of  Ra- 
diology at  St.  Joseph's  Hospital. 

* * * 

SEEBERT  J.  GOLDOWSKY,  Editor-in-Chief  of 
this  Journal,  has  been  elected  to  a five-year  term 
on  the  Advisory  Committee  of  the  State  Medical 
Journal  Advertising  Bureau,  beginning  January, 
1973. 

* * * 

CONSTANTINE  S.  GEORAS  has  been  granted 
Fellowship  in  the  American  College  of  Cardiology 
(ACC),  the  national  medical  society  for  specialists 
in  cardiovascular  diseases.  The  announcement  was 
made  by  F.  A.  SIMEONE,  ACC  Governor  for 
Rhode  Island. 

LOUIS  A.  LEONE  has  been  elected  President 
of  the  staff  association  of  Rhode  Island  Hospital; 
ROBERT  V.  LEWIS  was  named  President-elect; 
HERBERT  FANGER,  Vice  President;  THOMAS 
McOSKER,  Treasurer.  WARREN  W.  FRANCIS 
was  elected  to  a two-year  term  on  the  executive 
committee. 

Named  to  the  active  staff  were  JOSEPH  D. 
AKERS,  anesthesiology;  NORBERTO  G.  CON- 
CEPCION, anesthesiology;  NALINKANT  A. 
PATEL,  anesthesiology;  ROBERT  S.  POTASH, 
anesthesiology;  M.  PATRICIA  F ARNES,  medi- 
cine; and  CARL  F.  ROSEN  BLOOM,  pediatrics. 

ALBERT  J.  LAURENZO  was  named  to  the 
courtesy  staff  in  medicine;  and  George  S.  Hambly 
to  the  surgical  courtesy  staff. 


Members  are  urged  to  notify  the  executive  office  of  items  of  professional 
or  personal  interest  for  publication  in  this  column. 
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District  County  Medical  Society 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Elm  Tree  Inn, 
Westerly,  R.  I.,  on  October  11,  1972. 

The  meeting  was  called  to  order  at  11:30  a.m. 
by  Dr.  Gregory  Burbelo,  President.  Members  pres- 
ent were  Doctors  Agnelli,  Burbelo,  Capalbo,  Fal- 
coner, Gale,  L.  Johnson,  Rosenfield.  Ruisi,  Tang,  J. 
Wood,  and  P.  Wood. 

It  was  moved  by  Doctor  Sylvester  Capalbo  and 
seconded  by  Doctor  Alfred  Potter  that  the  minutes 
of  the  last  regular  meeting  be  accepted  as  printed 
and  distributed. 

COMMUNICATIONS 

Several  communications  were  read  to  the  group. 

COMMITTEE  REPORTS 

Doctor  F.  Bruno  Agnelli  reported  on.  the  activities 
of  the  Council.  Doctor  William  H.  McDermott 
asked  of  the  Society’s  bank  account  could  be  moved 
to  the  Industrial  National  Bank  so  that  it  would 
be  more  convenient  for  him  to  make  deposits.  Doc- 
tor Joseph  L.  Ruisi  moved  and  seconded  by  Doctor 
Capalbo  that  the  account  be  moved  from  the  Wash- 
ington Park  Trust  Bank  to  the  Industrial  Bank. 
This  was  approved  by  the  body. 

OLD  BUSINESS 

Doctor  Palaia  distributed  copies  of  a new  By- 
laws and  Constitution.  Doctor  Ruisi  moved  that 

Editor’s  Mailbox 


Gentlemen: 

Congratulations  on  the  excellent  article  appear- 
ing in  the  December  issue  of  the  Rhode  Island 
Medical  Journal.  Your  insight  into  the  short- 
comings of  the  Federal  Medicare  Program,  as  it 
applies  to  nursing  homes,  is  indeed  candid  and 
honest. 

As  it  now  stands,  in  my  opinion,  the  Federal 
Medicare  Program  which  applies  to  nursing  homes 
is  a hoax  on  the  American  people  and  is  a virtually 
defunct  program. 

More  extended  care  beds  are  needed  in  Rhode 
Island,  and  to  my  knowledge  there  are  approxi- 
mately 2,000  proprietary  beds  on  the  drawing 


they  be  put  on  the  agenda  for  the  next  meeting, 
when  they  will  be  discussed  in  detail. 

NEW  BUSINESS 

The  nominating  committee  of  Doctors  Man- 
ganaro,  Capalbo,  Agnelli  and  Ruisi  were  appointed 
by  the  President. 

Doctor  Ruisi  brought  up  the  cost  of  Blue  Cross 
to  Rhode  Island  physicians  through  the  Medical 
Society’s  Group  Plan.  Why  is  it  so  high? 

Doctor  Pinto  moved  that  a letter  be  sent  to  the 
Rhode  Island  Medical  Society,  asking  if  an  ex- 
planation can  be  given  why  the  doctors  as  a group 
are  placed  in  such  a category  and  why  it  is  so 
much  more  expensive  than  other  group  plans? 

Dr.  Albert  Laurenzo  and  Dr.  Judith  Eaton  were 
approved  as  transfer  members  from  the  Provi- 
dence Medical  Association,  and  the  applications 
of  Doctor  Musselman  and  Doctor  Spens  were  ap- 
proved as  new  members. 

The  meeting  was  adjourned  at  12:30  p.m.  after 
which  Dr.  John  Cunningham,  Chairman  of  RIM- 
PAC  and  Mr.  William  Baltaks  from  the  AMA  pre- 
sented the  RIMPAC  program  to  the  Society. 

Respectfully  submitted: 

Francis  M.  Palaia,  m.d. 

Secretary 


boards  in  this  State.  When  these  beds  are  com- 
pleted and  in  operation  they  will  go  a long  way 
towards  filling  the  needs  for  extended  care  beds 
at  reasonable  prices. 

I agree  with  your  editorial  which  stated  that 
the  matter  is  urgent  and  critical,  and  the  time  is 
here  to  motivate  our  leaders  and  the  general  public 
about  the  dire  need  for  properly  financing  extended 
care  beds. 

Very  truly  yours, 

Theodore  F.  DiStefano 

President,  Allen  Health  Center 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  98) 

the  Society,  attended  a meeting  of  the  American 
Medical  Association’s  Committee  on  Emergency 
Medical  Services  in  Framingham,  Massachusetts. 
The  meeting  was  attended  by  delegates  of  the 
six  New  England  states  who  discussed  the  progress 
that  each  state  had  made  on  emergency  medical 
services.  During  the  discussion.  Doctor  Conrad 
outlined  the  progress  of  his  committee  in  estab- 
lishing the  Emergency  Medical  Technician  course 
and  its  unparrelleled  success.  He  also  outlined  the 
participation  of  community  representatives  in  the 
Citizens’  Advisory  Committee  on  Emergency  Medi- 
cal Services. 

During  a question  period,  Dr.  Roy  Baker,  of 
Jacksonville,  Florida,  a member  of  the  Commit- 
tee, expressed  the  view  that  there  is  an  indefinable 
point  where  a committee  should  transfer  emer- 
gency medical  services  from  volunteer  rescue  squad 
workers  in  the  community  to  full-time  people  with 
a concomitant  upgrading  of  training  and  educa- 
tion. Doctor  Farquhar  outlined  the  benefits  of  the 
AMA  to  emergency  medical  service: 

1.  It  drafted  model  bills  for  specific  states. 

2.  It  consulted  with  various  states  when  con- 
sultation was  sought. 


3.  It  worked  with  the  Congress  on  Emergency 
Medical  Service  legislation. 

4.  It  established  a conference  with  the  Amer- 
ican Hospital  Association  on  emergency 
service  in  the  accident  room. 

5.  It  worked  in  association  with  other  agencies 
to  establish  a national  registry  for  emer- 
gency medical  technicians,  including  na- 
tional tests. 

6.  It  initiated  emergency  medical  service  coun- 
cils wherever  possible. 

7.  It  sponsored  with  the  Jaycees  a conference 
for  group  planning  on  emergency  medical 
service. 

8.  It  helped  plan  an  insurance  carrier  sym- 
posium to  be  held  November  29  and  30, 
1972  in  Phoenix,  Arizona,  with  the  empha- 
sis on  cost  and  the  benefits  of  emergency 
medical  service  for  communities  for  approxi- 
mately 150  corporation  executives. 

Emergency  Medical  Services  Committee  Meeting 
in  Marlboro 

The  first  New  England  conference  on  Emergency 
Medical  Services,  conducted  by  the  Division  of 
Emergency  Health  Services.  Health  Services  and 
Mental  Health  Administration  of  the  Department 
(Continued  on  Next  Page) 
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of  Health,  Education  and  Welfare,  was  held  in 
June  in  Marlboro,  Massachusetts.  Representatives 
from  the  six  New  England  states  attended  the 
meeting  including  a significant  delegation  from 
public  and  private  agencies  in  Rhode  Island.  Sev- 
eral Rhode  Island  representatives  participated  as 
a member  of  one  of  the  panels.  The  conference 
was  divided  into  several  areas  of  discussion  in- 
cluding legislation,  training,  communications, 
emergency  medical  service  advisory  councils,  and 
the  operation  of  emergency  medical  departments. 
Doctor  Conrad  served  as  moderator  for  the  ses- 
sion concerning  emergency  department  operations. 
Of  particular  interest  was  a discussion  of  the  elec- 
trographic telemetry  system  in  Hartford,  Connec- 
ticut described  by  Dr.  Robert  J.  Huszar,  Director 
of  Research  at  St.  Francis  Hospital  in  that  city. 
The  Hartford  Cardiac  Alert  project  was  interest- 
ing, since  the  Rhode  Island  Department  of  Health, 
Division  of  Emergency  Medical  Service,  and  the 
Citizens’  Advisory  Committee  on  Emergency  Medi- 
cal Services,  in  conjunction  with  the  Society,  are 
attempting  to  establish  an  electrographic  telemetry 
system  pilot  program  at  the  Kent  County  Memorial 
Hospital  in  Warwick.  Mounting  of  this  program, 
however,  rests  largely  on  the  funding  of  the  plan 
through  the  Tri-State  Regional  Medical  Program, 
which  has  received  federal  funds  to  create  an  emer- 
gency medical  service  system  in  New  Hampshire, 
Massachusetts  and  Rhode  Island.  The  electro- 
graphic telemetry  system  in  Rhode  Island  would 
involve  six  rescue  vehicles  tied  into  the  Kent 
County  Memorial  Hospital  in  Warwick. 

Of  particular  importance  was  the  federal  em- 
phasis placed  on  the  requirement  of  an  81 -hour 
emergency  medical  technician  course. 

Tri-State  Regional  Funds 

The  Tri-State  Regional  Medical  Program  Medi- 
cal Care  and  Education  Foundation  for  Massachu- 
setts, New  Hampshire  and  Rhode  Island  filed  an 
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application  on  April  IS,  1972  to  develop  an  emer- 
gency medical  services  system  in  those  three  states. 
The  program  for  two  of  the  three  years  has  been 
funded  in  its  entirety  or  $847,025  in  the  first  year, 
and  $869,965  in  the  second  year.  The  Federal  Gov- 
ernment has  told  Tri-State  that  it  would  guaran- 
tee funding  for  the  third  year  but  the  amount  has 
not  yet,  as  far  as  we  can  determine,  been  made 
specific.  After  numerous  meetings  with  members 
oi  the  Rhode  Island  Department  of  Health,  The 
Hospital  Association  of  Rhode  Island,  the  Health 
Planning  Council,  R.  I.  Health  Services  Research, 
Inc.  (Search),  and  members  of  the  Tri-State 
Regional  Medical  Program,  it  was  decided  that 
Search  should  assume  the  role  of  fiscal  agent  in 
Rhode  Island  for  emergency  medical  services  fund- 
ing. A state-wide  emergency  medical  services  plan 
has  been  prepared  by  the  Department  of  Health 
and  has  been  submitted  to  Tri-State.  The  plan 
calls  for  funding  of  $68,975  in  the  first  fiscal  year 
for  Rhode  Island. 

Emergency  Medical  Technician  Course 

At  a recent  meeting  of  the  various  public  and 
private  agencies  involved  in  the  training  of  emer- 
gency medical  technicians,  it  was  agreed  that  the 
present  37J4  hour  course  should  be  expanded  to 
50  hours  this  Fall.  Hopefully,  hospitals  in  the 
state  will  cooperate  in  permitting  emergency  medi- 
cal technicians  to  gain  important  experience  and 
to  fill  the  gaps  in  their  theoretical  knowledge  by 
working  in  an  emergency  room  for  approximately 
1 iy2  hours  during  a semester  in  conjunction  with 
the  Emergency  Medical  Technician  oourse.  This 
course  is  expected  to  be  presented  in  three  sec- 
tions in  the  state  this  Fall.  The  EMT  classes 
will  start  in  Warwick  on  Tuesday,  September  19, 
1972  on  the  new  campus  of  Rhode  Island  Junior 
College.  Thursday,  September  28th  in  the  Westerly 
area,  and  in  Newport.  Monday.  October  2nd.  Each 
class  is  expected  to  have  35  students.  Presently, 
those  students  who  successfully  complete  the  EMT 
oourse  are  awarded  a patch  and  a certificate.  Be- 
cause of  the  importance  of  reciprocity  among  the 
states  for  licensing  Emergency  Medical  Techni- 
cians, a National  Registry  has  been  established  in 
Ohio.  Approximately  75  applications  have  been 
submitted  to  the  Department  of  Health  to  take  a 
written  and  practical  examination  on  September 
16.  1972.  Members  of  the  Committee  supervised 
in  the  administration  of  this  test. 

The  Committee  is  also  considering  a seminar 
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for  a physician  orientation  in  emergency  room 
training  with  funds  available  from  the  U.  S.  Pub- 
lic Health  Service,  and  the  Committee  has  also 
considered  working  with  the  American  College  of 
Emergency  Physicians  in  seeking  the  assistance 
of  emergency  room  physicians  to  locate  HEAR 
System  radios  in  their  accident  rooms  so  that  they 
can  communicate  directly  with  rescue  vehicles 
rather  than  going  through  a hospital  dispatcher. 

Respectfully  submitted: 

Robert  L.  Conrad,  m.d. 

Chairman 
* * * 

NURSING  COMMITTEE 

As  Chairman  of  the  Nursing  Committee,  I have 
attended  all  the  meetings  of  the  Rhode  Island 
State  Nurses’  Association  and  the  meetings  of  the 
statewide  community  planning  committee  for  nurs- 
ing and  the  study  of  nursing  education  in  Rhode 
Island.  The  Nursing  Committee,  in  conjunction 
with  representatives  from  the  State  Nurses’  As- 
sociation, have  formed  the  Rhode  Island  Joint 
Practice  Commission,  whose  task  it  will  be  to 
examine  the  roles  and  functions  in  medical  and 
nursing  practice.  At  a recent  meeting  of  the  Rhode 
Island  Joint  Practice  Commission,  the  objectives 
and  priorities  of  the  National  Joint  Practice  Com- 
mission were  adopted  as  follows: 

I.  Examination  of  roles  and  functions  in  medi- 
cal and  nursing  practice  with  definition  of 
new  and  altered  patterns. 

1.  Define  authoriity,  responsibility  and  opera- 
tion of  each  profession  and  examine  relation- 
ships (clarification-identification  — of  inde- 
pendent and  interdependent  functions  of 
medicine  and  nursing). 

2.  Identify  responsibiliity  that  nursing  and 
medicine  are  willing  to  assume  in  fulfill- 
ment of  health  care  needs. 

3.  Identify  and  discuss  areas  of  joint  practice 
of  medicine  and  nursing  (gray  areas). 

4.  Examine  to  what  extent  medicine  and  nurs- 
ing can  change  to  meet  health  needs. 

5.  Define  changes  in  medical  and  nursing  prac- 
tices needed  to  improve  quality  health  care. 

6.  Define  the  new  responsibilities  of  physicians 
and  nurses  and  take  the  lead  in  gaining  ac- 
ceptance by  physicians,  nurses,  government 
agencies,  state,  national  laws  and  other  or- 
ganizations such  as  the  Joint  Commission 
on  Accreditation  of  Hospitals  (JCAH). 

II.  Definition,  identification,  and  examination 
of  health  care  needs. 


1.  Define  affordable  quality  health  care  for  the 
United  States. 

2.  Identify  health  needs  nationally  and  region- 
ally, amenable  to  medical  and/or  nursing 
care. 

3.  Identify  unmet  health  needs  which  have  im- 
pact on  medicine  and  nursing. 

4.  Identify  social,  educational  and  economic 
barriers  which  now  prevent  or  impede  qual- 
ity health  care. 

5.  Examine  types  of  care  delivery  systems  with 
identification  of  priorities  in  specific  geo- 
graphic areas. 

III.  Improve  communication  between  medicine 
and  nursing  to  enhance  joint  planning  and 
action. 

1.  Identify  ways  of  enhancing  communication 
between  the  two  professions  on  national, 
state  and  local  levels. 

2.  Foster  and  increase  working  communica- 
tions between  the  two  major  health  care 
professions. 

3.  Determine  ways  to  improve  quality  of  care 
through  joint  planning. 

IV.  Propose  changes  in  educational  patterns 
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and  relationships  that  would  enhance  the 
new  role  functioning  of  nurses  and  physi- 
cians. 

1.  Recommend  (advocate)  a constant  modifi- 
cation in  the  training  and  practice  of  medi- 
cine and  nursing  to  meet  present  and  future 
health  needs. 

2.  Examine  interdisciplinary  teaching  pro- 
grams. 

3.  Study  present  motivation  modalities  that  af- 
fect medical  and  nursing  student  selection 
of  specialty. 

V.  Address  the  traditional  problems  which  af- 
fect nurse-physician  relationships  in  order 
to  establish  enhanced  role  functioning. 

1.  Examine  issue  of  male-female,  class,  status, 
and  how  these  affect  collaborative  relation- 
ships. 

2.  Examine  the  issues  of  male  vs.  female,  class 
and  status  as  they  affect  collaborative  and 
collegial  relationships  in  delivery  of  health 
care. 

VI.  Encourage  and  assist  in  the  development 
of  state  counterpart  joint  practice  commit- 
tees. 

1.  Outline  methodology  for  state  joint  practice 
commissions  (identify  unmet  health  care 
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needs  at  a local  level  amendable  to  correc- 
tion by  nursing  or  medical  care). 

2.  Aid  in  establishing  state  joint  organizations 
and  channels  of  communication  with  them. 

VII.  Identify  and  address  the  ensuing  prob- 
lems related  to  basic  role  reorganization. 

1.  Identify  problems  that  may  arise  because  of 
role  changes  (legal  usage,  continuing  educa- 
tion) and  attempt  to  sole  them. 

2.  Identification  and  breaking  down  of  legal 
barriers  in  the  way  of  implementing  new  or 
altered  nursing  and  medical  roles. 

3.  Provide  models  and  demonstrations  aimed 
at  resolving  present  problems  in  practice. 

Respectfully  submitted: 

Maurice  Adelman,  m.d. 

Chairman 
* * * 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  of  the  Rhode  Island 
Medical  Society  met  on  Thursday,  June  8,  1972 
at  the  Cedar  Crest  Nursing  Center.  In  attendance, 
in  addition  to  the  Chairman,  Dr.  Raymond  Mof- 
fitt,  were:  Dr.  Mark  Yessian,  a committee  mem- 
ber, and  the  following  invited  guests:  Miss  Alice 
Gibnev,  representative  of  John  Chafee,  a candi- 
date for  the  U.  S.  Senate:  Mr.  Frederick  Creigh- 
ton, President  of  the  Golden  Agers;  State  Sena- 
tor Raymond  E.  Grimes;  Air.  Theodore  DiStefano, 
C.P.A.,  owner,  Allen  Nursing  Home;  Rev.  Toseph 
M.  Protano,  Inner  City;  and  Mrs.  Madeline 
Ernest,  LNHA,  Administration,  Cedar  Crest  Nurs- 
ing Center. 

The  meeting  was  called  to  order  at  7:30  D.m. 
bv  Doctor  Moffitt  who  welcomed  those  attending 
and  explained  that  they  had  been  asked  to  partici- 
pate due  to  their  peculiar  situations  in  dealing 
with  the  elderly,  their  problems  and,  in  particular, 
as  related  to  the  health  care  field.  It  was  noted 
that  of  those  in  attendance,  state  and  federal  offi- 
cials, the  Golden  Agers  Club,  The  Inner  City,  hos- 
pitals and  nursing  homes  were  represented. 

The  importance  of  making  public  officials  aware 
of  our  problems  was  stressed.  Since  this  is  an  elec- 
tion year,  it  was  the  general  feeling  that  this  should 
be  done  now. 

Mr.  Creighton  feels  that  the  elderly  person  re- 
quires more  money  to  live  — and  still  maintain  a 
sense  of  dignity.  It  was  his  opinion  that  since 
the  advent  of  Federal  Medicare,  the  elderly  have 
been  able  to  receive  better  care  and  the  doctors  have 
been  able  to  receive  a reasonable  amount  for  their 
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Senator  Grimes  mentioned  that  one-half  of  all 
costs  for  welfare  recipients  is  for  medical  needs. 
He  would  like  to  see  OAA,  AB,  and  AD  recipients 
not  grouped  together  in  one  welfare  category,  ex- 
plaining that  the  budget  was  very  nearly  cut  and 
that  AB  and  AD  many  times  are  used  as  scape- 
goats. Public  should  be  aware  of  the  cost  of  sup- 
porting those  in  each  category,  the  Senator  stated. 

To  help  lower  costs,  Doctor  Yessian  related  that 
he  directs  his  patients  to  druggists  that  will  give 
them  lowest  prices  and  in  addition  he  distributes 
his  samples  to  the  needy.  Recommendations  were 
for  better  surveillance  and  for  doctors  to  direct 
their  patients  to  drug  stores  where  prices  are  low- 
est and  in  addition  the  doctor  should  prescribe 
medications  that  are  the  least  expensive. 

With  regard  to  Federal  Medicare,  Title  XVIII, 
it  was  hoped  that  lower  co-insurance  amounts 
would  come  about,  that  the  three  day  hospital  stay 
to  qualify  for  ECF  stay  would  be  eliminated,  and 
that  direct  admission  of  patients  from  home  to 
EFC  in  lieu  of  hospitals  would  be  made.  With  ref- 
erence to  decisions  as  to  what  constitutes  “skilled 
care”  in  an  EFC,  it  was  felt  that  the  physician, 
not  bureaucrats,  should  make  the  decisions. 

To  ensure  better  health  facilities  to  house  the 
elderly,  Mr.  DiStefano  suggested  that  the  Health 
Department  and  licensing  unit  in  enforcing  rules 
and  regulations  should  make  surprise  inspections, 
be  more  strict  in  enforcement  and  hopefully  would 
tighten  to  a point  where  people  would  be  unable 
to  use  political  influence. 

Father  Protano  showed  much  concern  over  the 
elderly  losing  their  place  in  society  having  to  live 
in  nursing  homes  and  becoming  more  or  less  “in- 
stitutionalized” — what  of  the  concept  of  younger 
patient  in  the  same  environment  with  the  elderly. 
Mrs.  Ernest  felt  that  greater  stress  has  been  placed 
on  recreational  activities;  those  who  can  par- 
ticipate, also  volunteer  programs  to  allow  for  visits 
to  lonely  patients  with  no  family,  social  service 
to  determine  specific  needs.  The  idea  of  younger 
patient  interrelationship  with  elderly  was  thought 
to  be  a good  idea.  The  elderly,  for  the  most  part, 
seem  to  enjoy  the  young.  Conversation  touched 
briefly  on . multi-level  concept  of  care  — EFC  to 
Nursing,  Nursing  to  Convalescent,  Convalescent 
to  retirement  home  — - all  within  a common  bound- 
ary. All  agreed  this  approach  is  by  far  the  best. 

The  problem  of  physician  visits  to  patients  in 
nursing  homes  was  brought  up  by  Mr.  DiStefano 
who  felt  there  must  be  some  way  to  ensure  phy- 
sician visits  to  a home  on  a more  frequent  basis. 
Doctor  Moffitt  felt  that  many  doctors  were  just 
too  busy,  since  it  does  present  a problem  to  gp  to 


3-5  nursing  homes  in  addition  to  hospital  visits, 
plus  keeping  up  a private  practice.  He  mentioned 
that  the  Federal  Government  allows  payment  for 
3 visits  monthly  to  patients  in  the  ECF  for  Medi- 
care patients  unless  clinical  condition  warrants 
more  visits;  but  only  one  visit  per  month  to  those 
in  the  nursing  home  section  and  multiple  visits 
at  the  same  time  are  discouraged.  For  example: 
If  you  have  20  patients  in  a hospital  and  can  see 
them  all  in  one  visit  this  would  be  allowed,  if  you 
have  20  patients  in  a nursing  home  you  would 
have  to  make  several  separate  visits  in  order  to 
visit  each  one  in  a month’s  time  which  is  time  con- 
suming and  discourages  physicians  because  of  their 
taxing  schedule  in  other  more  medically  necessary 
areas.  Physician  problems  reflect  shortage  of  phy- 
sicians and  recommendation  was  for  paramedical 
assistants. 

General  discussion  brought  forth  the  following: 
Father  Protano  felt  that  controls  or  guidelines 
should  be  written  for  a decent  socializing  sort  of 
life  for  our  patients  — and  for  the  protection  of 
our  patients.  He  requested  also  that  doctor  ap- 
pointments for  our  elderly  should  be  made  early 
in  the  day  since  so  many  are  afraid  to  venture  out 
after  dark  and  during  the  winter  months  later 
afternoon  appointments  make  it  necessary  for  them 
to  leave  a doctor’s  office  when  it  is  no  longer  day- 
light. Mr.  Creighton  brought  out  the  fact  that 
R.  I.  now  has  set  up  nutritional  centers  in  vari- 
ous sections  in  the  state  and  furnishes  buses  to 
transport  people  to  the  centers  for  meals.  He  would 
like  to  see  them  get  money  instead,  but  on  the 
other  hand  it  was  the  general  opinion  that  they 
would  actually  eat  when  in  the  company  of  others 
. . . alone  they  might  not  prepare  a meal.  It  was 
brought  forth  by  Mr.  Grimes  that  latest  figures 
show  48  per  cent  of  people  in  Providence  are  over 
the  age  of  55.  Poverty  level  is  now  considered  to 
be  $7,500  gross  yearly  income. 

It  was  decided  that  this  committee  should  plan 
for  publicity  on  future  meetings  and  felt  it  is 
necessary  to  meet  with  Sen.  Clairborne  Pell  and 
Former  Secretary  of  the  Navy,  Former  Gov.  John 
Chafee,  to  go  over  health  problems  and  problems 
of  the  elderly.  A letter  is  to  be  sent  to  both  to  set 
up  separate  meetings  to  go  over  issues.  This  was 
to  be  done  as  soon  as  possible.  A reporter  is  to  be 
notified  to  attend. 

The  next  committee  meeting  is  to  be  called  the 
first  wreek  of  October. 

The  meeting  adjourned  at  approximately  10  p.m. 

Raymond  Moffitt,  m.d. 

Chairman 
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Legs  don’t  come  in  exact  sizes 

No  two  legs  are  alike  . . . not  even  on  the  same  patient,  and  the 
usual  “small,  medium  and  large’’  sizes  of  elastic  stockings 
will  not  be  effective  for  the  majority  of  your  patients. 

That’s  why  Jobst  Venous  Pressure  Gradient®  supports  are 
custom-made,  and  precisely  fitted  to  the  individual  patient 
with  a long  series  of  careful  measurements. 


Even  more  important  than  the  perfect  fit,  are  the  exact 
counterpressures  built-in  to  your  own  prescription! 

Jobst  Venous  Pressure  Gradient®  elastic  stockings  are  a 
treatment  of  choice  for  leg  ulcers,  varicose  veins,  stasis 
dermatitis,  postmastectomy  lymphedema,  post-phlebitis  syn- 
drome, post-fracture,  post-operative  and  injury  edema. 

Your  nearest  Jobst  Fitter  is  shown  below.  You  can  send 
your  patients  to  him  with  confidence.  He  has  been  trained  by 
Jobst  for  accuracy,  and  will  give  you  the  best  in  service. 


Jobst  Authorized  Fitter 
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Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  genera 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


Librium* 

(chlordiazepoxide  HCI) 

5-mg,  lO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


in  relief  of  clinically 
significant  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g .,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants:  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  rever: 
ble  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ot 
served  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reports 
Also  encountered  are  isolated  instances 
skin  eruptions,  edema,  minor  menstrua 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  ar 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-volt? 
fast  activity)  may  appear  during  and  aft 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasic 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro 
tracted  therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide. 
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Alcoholism 

- 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


i Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
an,  check  on  w hether  or  not  the 
atient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
een.  Along  w ith  the  medical  and 
>cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
sts  and  should  be  discontinued 
. hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
alerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
iave  been  the  most  commonly  re- 
torted side  effects. 

Until  response  is  determined, 
>atients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  w ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  w'eigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypote., 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  shirred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 


Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  information. 
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more  than  sleep 

YOUR  CHOICE  OF  SLEEP  MEDICATION 
IS  WISELY  BASED  ON  MORE  THAN 
SLEEP-INDUCING  POTENTIAL 


Sleep  with 
relative  safety 

Chronic  tolerance  studies  have  con- 
firmed thetelative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression 
of  cardiac  or  respiratory  function  was 
noted  in  patients  administered 
recommended  or  higher  doses  for 
as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse 
reactions  were  reported,  they  were 
mild,  infrequent  and  seldom  required 
discontinuance  of  therapy.  Morning 
“hang-over”with  Dalmane  has  been 
relatively  infrequent.  Dizziness, 
drowsiness,  lightheadedness  and  the 
like  have  been  the  side  effects  noted 
most  frequently,  particularly  in  the 
elderly  and  debilitated.  (An  initial 
dose  of  Dalmane  15  mg  should  be 
prescribed  for  these  patients.) 


Sleepfor7to8 
hours  without  need 
to  repeat  dosage 
during  the  night 

No  sleep  medication  has  been  as 
rigorously  evaluated  in  the  sleep 
research  laboratory  as  Dalmane. 
Insomnia  patients  given  one  30-mg 
capsule  of  Dalmane  (flurazepam  HCI) 
at  bedtime,  on  average:  fell  asleep 
within  17  minutes,  had  fewer  night- 
time awakenings,  spent  less  time 
awake  after  sleep  onset,  and  slept  for 
7 to  8 hours  with  no  need  to  repeat 
dosage  during  the  night. 


Sleep  with 
consistency- 
no  waning  of 
therapeutic 
effectiveness 

Over  multiple  nights  of  therapy,  no 
waning  of  drug  effectiveness  was 
noted. There  was  consequently  no 
need  to  increase  dosage  during  the 
study  periods.  It  stands  to  reason 
that  the  fewer  repeat  or  incremental 
doses  needed  to  sustain  sleep,  the 
lower  the  total  cost  of  the  sleep  medi- 
cation. Consistent  effectiveness  is  the 
measure  of  Dalmane(flurazepam  HCI) 
economy. 

When  your  evaluation  of  insomnia 
indicates  the  need  for  a sleep  medi- 
cation, consider  Dalmane— a single 
entity  nonnarcotic,  nonbarbiturate 
agent  proved  effective  and  relatively 
safe  for  relief  of  insomnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage. 

One  15-mg  capsule  h.s.  — initial  dosage 
for  elderly  or  debilitated  patients. 

' \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
w / Nutley,  New  Jersey  07110 
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Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (eg.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologic.) 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuz 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mgl 
to  preclude  oversedation,  dizziness  and,1 
or  ataxia.  If  combined  with  other  drugs  j 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effect 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


ent  depression  or  suicidal  tendencies, 
riodic  blood  counts  and  liver  and  kid- 
y function  tests  are  advised  during 
seated  therapy.  Observe  usual  precau- 
ns  in  presence  of  impaired  renal  or 
patic  function. 

verse  Reactions:  Dizziness,  drowsi- 
ss,  lightheadedness,  staggering,  ataxia 
d falling  have  occurred,  particularly 
elderly  or  debilitated  patients.  Severe 
Nation,  lethargy,  disorientation  and 
ma,  probably  indicative  of  drug  intoler- 
ce  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg..  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect  .Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


He  won’t  resist 
feeling  better  with 

Mylanta 


Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  tu  1 1 ness  and  bloating 

□ non-constipating 


TABLETS 


LIQUID 


aluminum  and  magnesium  hydroxides  with  simethicone 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Thursday,  Friday,  Saturday,  May  3,  4,  and  5,  1973 

FOURTH  J.  MURRAY  BEARDSLEY  SURGEON-IN-CHIEF  Rhode  Island  Hospital 

PRO-TEMPORE  George  Auditorium 

Dr.  William  Scott,  Jr. 

Professor  of  Surgery  and  Chairman  of  the  Department, 

Vanderbilt  University  Department  of  Surgery,  Rhode 
Island  Hospital 


Monday,  May  7,  1973 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
COLLOQUIUM 

Dr.  Joseph  Varner 

Atomic  Energy  Commission,  Plant  Research  Laboratory, 
Michigan  State  University 


Brown  University 
Wilson  Hall  102 
4:00  p.m. 


Friday,  May  11,  1973 


POLYADENYLATE  SEQUENCES  IN  MESSENGER  RNA  AND 
HETEROGENEOUS  NUCLEAR  RNA 
Dr.  Mary  Edmonds 

Associate  Professor,  Department  of  Biochemistry,  Uni- 
versity of  Pittsburgh,  Pittsburgh,  Pennsylvania 

Saturday,  May  12,  1973 


Brown  University 
Wilson  Hall  102 
4:00  p.m. 


THE  CURRENT  STATUS  OF  RENAL  TRANSPLANTATION 
Dr.  John  T.  Harrington 

Assistant  Professor,  Renal  Unit  — Department  of  Medi- 
cine, Tufts  New  England  Medical  Center,  Boston, 
Massachusetts 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Friday,  May  18,  1973 


Dr.  Donald  L.  Paulson  Rhode  Island  Hospital 

Detai's  Incomplete 

Saturday,  May  19,  1973 

Dr.  Donald  L.  Paulson  Rhode  Island  Hospital 

Details  Incomplete 


MEDICAL  EVENTS  CALENDAR 

Monday,  May  21,  1973 


DIET  AND  HEART  DISEASE  - WHAT  WE  KNOW  AND 
DON'T  KNOW 

Dr.  David  Kritchevsky 

Chairman,  Graduate  Group  on  Molecular  Biology, 
Professor  of  Biochemistry,  School  of  Veterinary  Medi- 
cine, University  of  Pennsylvania.  Co-sponsored  by  the 
Nutrition  Council  of  R.  I.,  Inc.  and  the  New  England 
Dairy  and  Food  Council 


Saturday,  May  26,  1973 

THE  PHYSIOLOGIC  BASIS  FOR  THERAPY  OF  THE  ACUTE 

RESPIRATORY  DISTRESS  SYNDROME 
Dr.  Samuel  R.  Powers,  Jr. 

Professor  of  Surgical  Laboratory,  Albany  Medical 
College  of  Union  University,  Albany,  New  York 

Thursday,  June  7,  1973 

ALCOHOLISM:  CAUSES,  CONSEQUENCES  AND  TREATMENTS 

Registration  and  Opening  Remarks 

THE  SOCIAL  ASPECTS  OF  ADDICTION 
Dr.  Seldon  Bacon 

PATHOPHYSIOLOGY  OF  ALCOHOLISM 
Dr.  Jack  Mendelson 

PSYCHODYNAMICS  OF  ALCOHOL  ABUSE 
Dr.  Joseph  Rosenfeld 

Workshop  with  Drs.  Bacon,  Mendelson.  and  Rosenfeld 

Friday,  June  8,  1973 

THE  USE  OF  COVERT  CONDITIONING  AND  THE 

TREATMENT  OF  ALCOHOLISM 
Dr.  Joseph  Cautela 

MEDICAL  RX  OF  ALCOHOLISM 
Dr.  LeClair  Bissell 

TREATMENT  APPROACHES 
Frank  Hayes,  M.S.W. 

Treatment  Panel 

Closing  Remarks 

Limited  Registration  — For  information  call  521-3400 

Saturday,  June  9,  1973 

INTERRELATIONSHIPS  OF  CARDIO-RESPIRATORY  PHYSIOLOGY 
Dr.  Joseph  M.  Civetta 

Departments  of  Surgery  and  Anesthesiology,  Univer- 
sity of  Miami  School  of  Medicine,  Miami,  Florida 


R.  I.  Junior  College 
Amphi-Theater 
7:45  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Butler  Hospital 
Ray  Hall 

9:00  a.m.  — 10:00  a.m. 
10:30  a.m.  — 11:30  a.m. 
1:00  p.m.  — 2:00  p.m. 


2:30  p.m..  — 3:30  p.m. 


3:45  p.m.  — 5:00  p.m. 


9:30  a.m.  — 10:30  a.m. 


11:00  a.m.  — 12:00  noon 


1:30  p.m.  — 2:30  p.m. 


3:30  p.m.  — 4:30  p.m. 
4:30  p.m.  — 5:00  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


House  Of  Delegates  Of  The  American 
Medical  Association 

Report  Of  The  Clinical  Session , November  26-29,  1972 


By  Edmund  T.  Hackman,  M.D.,  Delegate,  and 
Seebert  J.  Goldowsky,  M.D.,  Alternate  Dele- 
gate 

The  AMA  will  “provide  a dominant  role  of  lead- 
ership in  the  implementation  of  the  PSRO  pro- 
gram to  assure  that  the  best  interests  of  the  public 
and  the  profession  are  preserved,”  the  House  of 
Delegates,  decreed,  in  acting  on  the  major  issue 
at  the  1972  Clinical  Convention.  This  will  be  done 
by  creating  an  Advisory  Committee  on  Professional 
Standards  Review  to  help  provide  input  from  the 
medical  profession  in  development  of  PSRO  regu- 
lations, and  to  help  constituent  societies  set  up 
PSRO’s,  among  other  things. 

On  other  matters,  President  Carl  A.  Hoffman 
offered  bold  suggestions  on  solving  the  problems 
of  catastrophic  illness  insurance  coverage  for  Amer- 
icans and  the  maldistribution  of  physicians.  And 
delegates  gave  their  approval  to  budget  restraint 
measures  within  the  AMA. 

Meeting  for  a total  of  8 hours  and  55  minutes, 
the  House  acted  on  59  reports  and  65  resolutions, 
the  greatest  number  of  measures  presented  at  a 
clinical  meeting  in  several  years. 

PSRO'S 

The  AMA  will  “provide  a dominant  role  of  lead- 
ership in  the  implementation  of  the  PS'RO  pro- 
gram to  assure  that  the  best  interests  of  the  public 
and  the  profession  are  preserved,”  the  House  de- 
creed, in  adopting  Report  Z of  the  Board  of  Trus- 
tees and  the  Council  on  Medical  Service.  The  issue 
of  PSRO  — Peer  Standards  Review  Organization 
— was  No.  1 at  the  convention. 

A lengthy  plea  by  one  delegate  that  the  House 
defer  action  on  Report  Z — ■ which  he  called  a 
“complete  reversal  of  our  policy”  — was  rejected. 
Report  Z noted  that  while  PSRO  legislation  was 
pending  in  Congress,  the  AMA  questioned  whether 
its  emphasis  on  cost  control  might  not  lead  to  a 
lowering  of  the  quality  of  medical  care.  But  since 
it  is  now  law,  the  report  said,  AMA  should  act  to 
guard  the  interests  of  the  public  and  the  profes- 
sion. 


An  AMA  Advisory  Committee  on  Professions. 
Standards  Review  will  be  created  by  the  Board 
of  Trustees.  It  will  include  members  of  the  Board 
and  Council  on  Medical  Service.  In  addition,  the 
Board  may  invite  other  appropriate  organizations 
to  participate. 

Among  responsibilities  of  the  Committee  are 
these: 

1.  To  provide  input  from  the  medical  profes- 
sion in  the  development  of  rules  and  regulations 
which  will  govern  the  PSRO  program. 

2.  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county  so- 

(Continued  on  Next  Page) 
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Profile  "20" 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


cclicci(  oCaf? 


jora 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


cieties,  in  developing  PSRO’s  and  to  recommend 
structures  and  operating  mechanisms  for  such  or- 
ganizations. 

3.  To  aid  in  defining  appropriate  geographic 
boundaries  for  PSRO’s,  especially  where  more  than 
•one  state  be  involved. 

In  addition  to  the  eight  areas  of  responsibility 
outlined  in  Report  Z (including  the  above)  floor 
amendments  added  several  more  which  would  have 
the  Committee: 

Develop  and  distribute  information  about  PL 
92-603  to  constituent  societies,  monitor  the  effect 
of  PSRO  on  medical  care,  and  report  to  each  future 
House  session:  and  instruct  the  House  and  state 
societies  on  procedures  to  follow  “whenever  rules 
and  regulations  interpreting  the  law  and  published 
in  the  Federal  Register  seem  to  be  contrary  to 
the  spirit  of  the  law  as  written.” 

ADDRESS  OF  THE  PRESIDENT, 

DR.  CARL  A.  HOFFMAN 

Doctor  Hoffman  offered  bold  suggestions  as  to 
how  some  long-decried  national  health  problems 
might  be  solved. 

The  major  problems,  he  said,  are  protecting 
Americans  from  financial  ruin  due  to  catastrophic 
illness,  and  the  maldistribution  of  physicians  as 
it  affects  the  inner  city  and  rural  areas. 

Doctor  Hoffman,  in  reporting  on  his  recent  Eu- 
ropean survey  of  health  care  systems,  showed  a 
film  of  his  interviews  in  England,  Sweden,  West 
Germany  and  the  Soviet  Union. 

“What  impressed  me  most,”  he  said,  “was  the 
fact  that  the  health  care  problems  of  the  United 
States  also  are  to  be  found  in  these  other  nations 
— • where  economic,  political  and  cultural  condi- 
tions are  so  different  from  our  own.” 

The  nations  he  visited  also  grapple  with  mal- 
distribution, which  limits  access  to  medical  care 
for  some  citizens. 

“But  we  in  the  U.S.  appear  to  be  sadly  deficient 
in  insurance  coverage  for  catastrophic  illness,”  the 
AMA  president  said.  “Xo  one  in  this  affluent  na- 
tion should  suffer  financial  deprivation  or  bank- 
ruptcy because  of  serious  illness  or  accident.” 

The  Huntington,  W.  Va.,  urologist  said  insur- 
ance company  executives  had  told  him  there  were 
“insoluble  problems”  involved  in  providing  such 
coverage.  “But  I have  a suggestion  which  may 
help  solve  one  of  those  problems,  that  of  abuse. 

“I  suggest  that  a number  of  conditions  be  speci- 
( Continued  on  Page  138) 
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Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Opinions 
Dialodu 


Are  there  significant  difference  i 
in  bioavailability  and  clinical 
predictability  among  drug  products! 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  hatch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original . 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  LISP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
LJnless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don't  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailabilitv  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  PiH 

Although  the  questiol 
price  has  been  greatly  H 
aggerated,  it  is  true  tT 
patients  can  on  occasl 
save  money  on  geml 
drugs.  But  you  are  not  I 
ing  to  dare  attempt  to  si 
money  if  it  jeopardizes! 
patient’s  health.  Let’s  I 
turn  to  the  example  tl 
has  become  very  promirl 
in  recent  years,  that  of  I 
cardiac  glycosides.  T J 
are  probably  the  most  til 
drugs  we  use  with  res]l 
to  the  small  difference  ■ 
tween  a maximally  effecl 
dose  and  a toxic  dose.  WB 
you  are  dealing  with  diH 
of  this  type,  the  first  <H 
cern  must  be  clinical  W 
dictability.  At  the  rislgf 
variations  in  bioavaikH 
ity,  it  would  be  sheer  fn 
to  try  to  save  the  pat® 
what  might  amounlt# 
maybe  $10  or  $20  a yj§ 
The  physician  cannot  ntii 
age  his  patient  unless  llit 
sure  that  the  drug  h is 
prescribing  has  the  sal 
positive  effect  each  me 
the  prescription  is  rene'W 
This  is  especially  siglfl 
cant  when  the  patient  t 9 
the  product,  not  for  moits. 
but  for  the  rest  of  his  li,H 


I tertisement 


One  of  a series 
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aker  of  Medicine 


I C.  J.  Cavallito,  Ph.D. 
Ivecutive  Vice  President 
Ayerst  Laboratories 


dthough  equivalence  of 
lerent  preparations  of  a 
i g substance  may  be  de- 
i d by  certain  physical, 

: mical  or  biological  char- 
I eristics,  identity  is  not 
i ays  assured  even  though 
Jse  characteristics  may 
j, described  in  compendia 
i h as  the  USP,  NF  or  de- 

ied  by  other  specific 
irce  standards.  More- 
; r,  even  with  equivalent 
iig  substances,  similar 
armaceutical  products 
li  be  produced  by  differ- 
manufacturers  such 
t these  products  are  bio- 
ically  or  therapeutically 
quivalent. 

t Growing  Awareness 
of  Potential  for 
Nonequivalence 
experience  increases 
h drug  substances  de- 
?d  from  different  sources 
1 under  different  condi- 
ns,  it  should  be  possible 
■stablish  specifications  in 
ficient  detail  to  minimize 
• potential  for  their  non- 
uivalence.  However, 
■re  is  general  agreement 
*t  product  therapeutic 
fivalence  would  still  not 
assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance . that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W..  Washington,  D.C.  20005 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INblCATtONSrTfierapeutfcal/tf  used  as  an  adjunct'to  appropriate  systemic 
therapy  for  topical  infections,  primary  6r  secondary,  due  to  susceptible 
, organisms,  asjn:  • infected  bums,  skin  grafts,  surgffcal  incisions,  otitis  etferna 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


B-BACITRA 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B Sulfa' 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 m 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatu 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  %2  oz.  (approx.)  foil  packet 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


You  must  be  a member  of 
the  medical  profession  to 
qualify  as  a shareholder 

in  the  BEACON  no-load 
MUTUAL  FUND 


Boston,  Mass.:  The  Beacon 
No-Load  Mutual  Fund  was 
created  in  1961  by  physi- 
cians of  various  New  Eng- 
land State  Medical  Societies 
to  help  meet  the  need  for  a 
comprehensive  investment 
program  suitable  for  retire- 
ment plans  of  physicians  and 
other  medical  personnel. 
Sales  are  generally  restricted 
to  residents  of  the  New  Eng- 
land States.  There  are  No 
Sales  Charges  and  No  Re- 
demption Charges.  The  in- 
itial investment  is  a minimum 


of  $250.  The  primary  ob- 
jective of  the  Fund  is  to 
achieve  long-term  growth  of 
capital.  The  Board  of  Direc- 
tors of  the  Beacon  Mutual 
Fund  recently  appointed 
Douglas  T.  Johnston  & Co., 
managers  of  the  Johnston 
Mutual  Fund,  as  investment 
adviser  and  managers.  You 
are  invited  to  write  for  a 
prospectus.  Please  address 
inquiries  to  Beacon  Investing 
Corp.  Box  #104,  7 Whittier 
Place,  Boston,  Massa- 
chusetts 02114 


AMA  HOUSE  OF  DELEGATES 
REPORT 

(Continued  from  Page  136) 
fled  as  catastrophic  — hemophilia,  stroke,  severe 
burns  and  severe  injuries,  for  instance.” 

Perhaps  certain  stipulations  could  be  made  to 
provide  coverage  for  unforeseen  or  extremely  un- 
usual situations,  he  said,  adding: 

‘‘A  precedent  has  been  established  by  HR  1, 
which  recently  became  law  and  provides  financial 
protection  for  those  undergoing  renal  dialysis. 

"I  cannot  believe  that  this  proposal  is  not  work- 
able.” 

As  for  maldistribution  of  doctors,  Doctor  Hoff- 


HAVE  YOU  CONTRIBUTED  TO  YOUR 
MEDICAL  SCHOOL? 

IF  NOT 

GIVE  TO  YOUR  MEDICAL  SCHOOL 
Through  AAAA-ERF 

Send  to: 

Rhode  Island  Medical  Society 

106  Francis  Street 

or 

Woman's  Auxiliary  to  R.  I.  Medical  Society 

c/o  Mrs.  Daniel  Calenda 
296  Taber  Avenue 
Providence,  R.  I.  02906 
AMA-ERF  Chairman 


N.  H.  TOWN  HOUSE  FOR  RENT 

Available  June  and/ or  July,  Lake  Sunapee, 
New  Hampshire;  fully  furnished  with  free 
use  of  private  golf  course,  beach,  tennis 
courts,  pool,  3 bedrooms,  all  electric  dish- 
washer, washer,  and  dryer. 

Call  (401)  861-5700 
(401)  861-3056 
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man  offered  what  he  called  "perhaps  a revolution- 
ary suggestion”  on  how  to  get  physicians  into 
rural  areas:  A “strictly  voluntary”  program  under 
which  needy  students  could  get  a medical  educa- 
tion with  state  or  federal  financing,  by  signing  an 
unbreakable  contract  to  practice  in  needy  areas  for 
three  or  four  years.  He  would  have  no  option  to 
repay  the  loan  in  cash. 

To  control  the  program,  medical  societies  and 
licensing  boards  could  grant  temporary  licenses, 
allowing  the  physician  to  practice  only  in  the  desig- 
nated community.  After  the  period  of  service  was 
completed,  the  physician  would  get  complete  licen- 
sure. 

In  regard  to  doctor  shortages  in  the  inner  cities, 
Doctor  Hoffman  said,  “It  is  possible  that  part 
of  the  solution  may  lie  in  neighborhood  health 
centers.” 

His  proposals  were  referred  to  the  Council  on 
Medical  Service. 

BUDGET  AND  FISCAL  RESTRAINT 

A summary  of  the  1973  AMA  budget,  prepared 
by  the  Office  of  Finance  and  the  Finance  Com- 
mittee, drew  congratulations  from  the  reference 
committee  which  studied  it.  And  budget-cutting 
action  recently  taken  by  the  Board  of  Trustees 
was  approved  by  the  House. 

“In  considering  the  budget  for  1973,  the  Board 
of  Trustees  made  a determined  effort  to  exercise 
fiscal  restraint,  and  to  allocate  our  financial  re- 
sources according  to  priority  needs,”  the  Board 
said  in  Report  A.  The  budget  summary  antici- 
pates 1973  gross  revenues  of  just  over  $37  million 
and  operating  expenses  of  $36,322,000,  leaving  a 
projected  surplus  of  about  $800,000. 

Fiscal  restraint  action  taken  by  the  Board  in- 
cluded the  termination  of  four  councils  and  six 
committees.  One  resolution  sought  to  rescind  ter- 
mination of  the  Council  on  Drugs,  but  the  House 
instead  adopted  a substitute  resolution.  That  meas- 
ure says  the  Board  shall  continue  to  use  “all  ap- 
propriate AMA  resources  and  methods  indicated, 
to  the  point  of  establishing  a committee,  if  neces- 
sary, to  delineate  clearly  the  independent  AMA 
policy  on  drugs  and  drug  therapy.” 

Another  economy  action  was  making  specialty 
journals  available  on  subscription  only,  starting 
Jan.  9.  Prism,  the  AMA’s  new  socioeconomic  pub- 
lication, will  be  sent  as  a membership  benefit,  along 
with  JAMA. 

TERMS  OF  TRUSTEES 

As  authorized  at  the  1972  annual  meeting,  House 
(Continued  on  Page  139) 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Void  or 


AUergyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
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tabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.;  1 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 

® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 

with  Codeine 

Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  (%  gr).  16  2 mg  (warning 
may  be  habit  forming):  Aspirin  (2 Yz  gr  ).  162  0 mg  : Phenacetin  (3  gr  ).  194  0 mg  . Codeine 
phosphate.  V « gr.  (No.  2).  V z gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon  although  nausea  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No  3—1  or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature. 

/J?.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
vi  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law 
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members  balloted  on  the  question  of  terms  of  office 
of  board  members. 

At  present,  trustees  serve  three-year  terms,  with 
a maximum  of  three  terms.  Eighty-nine  delegates 
voted  to  continue  this  policy  but  the  majority, 
128,  voted  for  a maximum  of  only  two  three-year 
terms.  There  were  14  votes  for  two  terms  of  four 
years  each,  and  six  votes  for  a single  six-year  term 
of  office.  The  matter  was  referred  to  the  Council 
on  Constitution  and  Bylaws  for  study  and  possible 
recommendations. 

MEDICAL  CARE  OF  THE  POOR 

Since  the  House  in  1971  urged  creation  of  state 
and  local  medical  society  committees  concerned 
with  health  care  of  the  poor,  23  state  and  29  local 
societies  have  set  up  such  panels.  And  they  are 
now  developing  programs  to  improve  health  care 
services.  This  progress  note  is  included  in  Report 
G of  the  Council  on  Medical  Service,  which  the 
House  urged  be  given  wide  distribution.  The  report 
emphasized  that  local  systems  must  be  developed 
to  meet  local  needs. 

On  related  measures,  the  House  urged  organized 
medicine  to  continue  to  provide  assistance  and 
work  to  improve  the  quality  of  care  in  free  clinics, 
which  are  increasing  in  number  around  the  nation. 
Currently,  there  are  more  than  200  of  them  in  30 
states. 

They  provide  a variety  of  services  and,  as  the 
report  approved  by  the  House  points  out,  for  those 
people  who  might  not  otherwise  receive  any  health 
care,  they  are  filling  a real  need. 

The  House  also  approved  a statement  on  the 
concept  of  health  outreach,  whereby  lay  workers 
serve  to  bridge  the  cultural  gap  between  patients, 
professional  staff  and  the  community,  and  assist 
in  effective  delivery  of  health  care.  Among  several 
sound  reasons  for  using  such  workers,  the  report 
says,  is  that  they  free  doctors  and  other  health 
professionals  to  better  utilize  their  time  and  thus 
extend  the  scope  of  their  services.  The  statement 
recommends  that  the  AMA,  state  and  local  medical 
societies  encourage  the  use  of  such  personnel,  and 
that  the  AMA  institute  educational  activities  for 
physicians  and  other  health  professionals  on  the 
use  of  outreach  workers. 

BLOOD  BANKS 

The  House  adopted  Report  N of  the  Board, 
which  deals  with  new  federal  regulations  in  regard 
to  collection  and  distribution  of  blood.  Among  the 


recommendations  to  be  given  to  a federal  panel 
on  blood  banking  are: 

That  operating  standards  of  the  American  As- 
sociation of  Blood  Banks  and  the  American  Red 
Cross  be  recognized  and  accepted;  that  physicians 
be  represented  on  any  national  panel  set  up  to 
advise  on  procurement  or  use  of  blood,  and  that 
programs  to  increase  voluntary  blood  donation  be 
encouraged. 

YOUNG  PHYSICIANS 

The  Council  on  Long  Range  Planning  and  De 
velopment  will  be  expanded  to  include  one  Intern 
(Concluded  on  Next  Page) 

CEDAR  CREST 
NURSING  CENTRE 


125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


~sra  citihj 

Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 


SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


FOR  SALE 

EAST  PROVIDENCE,  R.  I. 
MODERN  MEDICAL  BLDG. 

One  Story  — 4 Offices 
Waiting  Room  — Conference  Room 

Centrally  Air  Conditioned 
Fully  Furnished  — Parking 

Available  Immediately 

Exclusive  Agents 
521-3446 


April,  1973 
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and  Resident  member  of  the  AMA  as  a full  voting 
Council  member,  the  House  decided.  That  member 
is  to  be  appointed  by  the  Speaker  of  the  House, 
who  subsequently  announced  that  he  intends  to 
name  Dr.  John  Mather  of  the  University  of  Mary- 
land Hospitals,  outgoing  chairman  of  the  Interns 
and  Residents  business  session,  to  the  post. 

Proposals  to  appoint  an  intern  or  resident  to 
the  Councils  on  Medical  Education  and  Medical 
Service  were  deferred  for  further  study  and  the 
Council  on  Constitution  and  Bylaws  directed  to 
offer  specific  recommendations  for  action  at  the 
1973  annual  meeting. 

For  the  first  time  in  the  history  of  the  AMA, 
a medical  student  took  his  seat  in  the  House  of 
Delegates.  He  is  George  Blatti  of  Minneapolis,  a 
senior  medical  student  at  the  University  of  Minne- 
sota medical  school.  In  another  action,  the  House 
set  annual  dues  for  student  AMA  members  at  $15. 

ELECTIONS 

Three  AMA  members  of  the  new  Coordinating 
Council  on  Medical  Education  were  elected  by  the 
House:  Merrill  O.  Hines  of  New  Orleans,  one-year 
term;  Bernard  J.  Pisani,  New  York,  two-year  term, 
and  Tom  E.  Nesbitt,  Nashville,  House  vice  speaker, 
three-year  term.  All  future  elections  will  be  for 
three-year  terms. 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


IRS  RULING 

The  House  was  informed  that  an  Internal  Reve- 
nue Service  ruling  — which  barred  physicians  from 
withdrawing  voluntary'  contributions  to  their  Keogh 
Law  plan  prior  to  disability  or  age  59J4  — will  be 
revised  to  permit  withdrawal  of  such  contributions 
made  to  a qualified  plan  prior  to  March  6,  1972. 
The  AMA  had  vigorously  protested  the  ruling,  and 
delegates  complimented  AMA  staff  for  its  “prompt 
and  effective  action.” 

AWARDS 

George  Hoyt  Whipple,  M.D.,  winner  of  the  1934 
Nobel  Prize  in  medicine  and  founder  of  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Den- 
tistry, was  selected  to  receive  the  Distinguished 
Service  Award  of  the  AMA.  Doctor  Whipple,  now 
94,  received  his  M.D.  degree  from  the  Johns  Hop- 
kins University  medical  school  in  1905.  He  won 
the  Nobel  Prize  for  his  work  in  pernicious  anemia, 
particularly  in  the  use  of  liver  in  treatment. 

Leslie  Townes  (Bob)  Hope,  the  famed  enter- 
tainer, will  receive  the  Layman’s  Citation  for  Dis- 
tinguished Service.  His  contributions  to  the  Eisen- 
hower Medical  Center  in  Palm  Springs,  Calif.,  in- 
cluding its  80-acre  site,  totals  nearly  $1.5  million. 
Mr.  Hope  also  has  staged  fund  raising  dinners 
which  have  brought  another  $3.5  million  to  the 
center. 

Both  awards  will  be  presented  at  the  1973  an- 
nual meeting  in  New  YTork. 


JOB  OPENING 

Superintendent  (salary  $23,137.40  to  $29,- 
408.60)  or  Superintendent  Administrative 
(salary  $21,333  to  $27,105)  at  the  Dr.  John 
C.  Corrigan  Mental  Health  Center,  Fall 
River,  Mass.  M.D.,  bd.  elig.,  & lie.  to  pract. 
in  Mass,  req'd  for  upper  sal.  range;  Supt. 
Adm.  req's  doctoral  degree  in  appropriate 
discipline  (psychol.,  soc.  wkr.,  etc.)  or  grad, 
degree  in  hosp.  admin.,  at  least  4 yrs. 
admin,  or  clinical  exp.  in  a facility  in  men- 
tal health  or  mental  retardation.  Closing 
date  May  15,  1973.  Forward  resume  to 
Edward  T.  Sullivan,  333  Milliken  Blvd., 
Fall  River,  Mass.  02721. 
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The  Department  of  Surgery  of  the  Roger  Williams  General  Hospital 

Presents 

The  Second  Annual 

Robert  H.  Whitmarsh  Oration 

MAY  9 and  10,  1973 


Bernard  Fisher,  M.D. , Surgeon-In-Chief,  Pro  Tempore 

Professor  of  Surgery 
University  of  Pittsburgh 
School  of  Medicine 

WEDNESDAY,  MAY  9,  1973: 

7:30  A.M. — Surgical  Staff  Conference 

12:00  Noon— WHITMARSH  ORATION  — Bernard  Fisher,  M.D. 

“"Biological  Considerations  in  the  Management  of 
Primary  Breast  Cancer.” 

2:00  P.M. — Surgical  Staff  Presentations 

THURSDAY,  MAY  10,  1973: 

10:30  A.M.  — Papers  By  Staff  Surgeons 

12:00  Noon— CLINICOPATHOLOGICAL  CONFERENCE  — Ber- 
nard Fisher,  M.D. 

All  Meetings  Will  be  Held  in  Kay  Auditorium 
at  the  Roger  Williams  General  Hospital 


Book  Review 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE  / TOTAL  INSURANCE 
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NATURE  AND  NUTURE  IN  ALCOHOLISM. 

Edited  by  Frank  A.  Seixas,  Gilbert  S.  Omenn,  E. 

David  Burk,  and  Suzie  Eggleston,  Ann  NY 

Acad  Sci  197:1-229,  25  May  1972. 

This  is  a major  work  on  alcoholism.  It  has  been 
known  for  years  that  a person  suffering  from  alco- 
holism is  likely  to  have  a parent  or  sibling  likewise 
involved.  This  book  reports  on  a conference  or- 
ganized to  study  this  phenomenon  through  some 
thirty-seven  contributors,  plus  a number  of  intro- 
ductory' discussion  sections.  In  the  nature  segment 
by  Omenn  and  Motulsky  from  the  University  of 
Washington  the  authors  in  Biochemical  Approach  to 
Alcoholism  point  out  the  inherited  differences  in 
metabolism  of  isoniazid,  sulfas,  dapsone,  and  other 
drugs  metabolized  by  acetylation.  The  inability  to 
pinpoint  whether  ethanol  or  acetaldelyde  is  the 
active  metabolic  substance  demonstrates  the  lim- 
ited understanding  of  the  mechanisms  and  sites  in 
affected  tissue  of  man. 

Fifty  years  ago  Chvostek  noted  that  individuals 
who  develop  liver  cirrhosis  tend  to  lack  the  normal 
amount  of  body  hair,  and  this  was  again  noted  in 
the  German  literature  in  the  early  1950’s.  Eighty- 
six  per  cent  of  a sample  of  males  with  cirrhosis 
showed  no  chest  hair  and  little  arm  hair,  while  only 
twenty  per  cent  of  a group  of  age-matched  con- 
trols showed  this.  This  is  of  some  clinical  interest 
but  also  raises  the  question  of  hormonal  effects  on 
ADH  and  other  enzyme  systems. 

In  animal  studies,  hybrids  of  a cross  between 
mice  of  high  alcohol  preference  strains  (B/6)  and 
low  alcohol  preference  strains  (D/2)  showed  pat- 
terns of  ethanol  ingestion  that  could  be  fitted  to 
a locus  difference  between  the  two  parental  strains, 
possibly  accounting  for  variations  in  free  choice 
ethanol  consumption  in  terms  of  interaction  be- 
tween a smaller  number  (perhaps  two)  of  physi- 
ological variables. 

Studies  by  Brewster  (University  of  Birmingham, 
England)  showed  that  “the  genetic  mechanism 
governing  voluntary  ethanol  intake  emerged  as  an 
additive  system  with  a high  heritability  and  com- 
plete dominance  in  the  direction  of  high  ethanol 
intake.” 

Lester  and  Freed  studied  the  rat  as  a model  for 
alcoholism.  They  caution  that  the  mere  drinking 
of  alcohol,  even  if  competitively  with  water,  does 
not  satisfy  them  as  a model,  since  the  rat  may 
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arrive  at  the  decision  from  a caloric  need,  and  not 
from  the  same  motivation  as  man. 

Nichols  attemped  to  show  in  offspring  of  rats 
an  inherited  tendency  toward  morphine  or  alcohol 
addiction.  As  far  as  implications  for  man  are  con- 
cerned, as  Nichols  states,  “Undeniably,  there  are 
great  differences  between  man  and  rats.” 

Murray  describes  a maturity  progression  of  iso- 
enzymes of  liver  ADH  with  new  bands  in  starch 
gel  electrophoresis  during  late  fetal  life,  early  child- 
hood, and  again  at  puberty.  Two  common  pheno- 
types were  found  among  the  adult  sample. 

Chromosomal  irregularities  were  found  in  or- 
ganic brain-damaged  alcoholics;  even  transient  al- 
coholics showed  abnormal  diploid  complement  in 
less  than  a fourth  of  the  examined  cells.  Studies 
of  arrested  alcoholics  showed  a long  persistence  of 
the  abnormalities,  but  nevertheless  a slow  return 
to  normal. 

Schucket  reports  a study  of  twins  in  which  half- 
siblings (one  related  to  the  proband  through  only 
one  of  the  biologic  parents)  were  studied  as  to 
whether  they  were  alcoholics,  and  whether  the 
alcoholics  had  (a)  an  alcoholic  biologic  parent 
and  (b)  lived  with  that  parent.  The  data  indicate 
that  the  genetic  factors  appeared  more  important, 
but  behavioral  determination  is  so  multifactorial 
that  alternate  conclusions  might  be  drawn.  Unfort- 
unately the  final  numbers  with  which  he  is  dealing 
are  small.  Study  of  twins  is  fraught  with  many 
dangers,  not  the  least  of  which  is  defining  “alco- 
holism.” 

One  section  is  concerned  with  genetic  markers 
which  are  used  for  two  entirely  different  kinds  of 
studies.  Linkage  is  familiar  to  most  physicians  in 
the  sex -linked  aspects  of  hemophilia.  Association  is 
the  phenomenon  of  more  individuals  of  blood 
group  O being  found  in  the  duodenal  ulcer  patients 
than  in  any  other  group.  The  papers  attempt  to 
establish  association  between  blood  groups  and 
alcoholism,  as  well  as  one  between  color  blindness 
and  alcoholism.  In  this  country  at  least,  color 
blindness  was  found  to  be  a function  of  dietary 
and  other  deficiencies  of  the  alcoholic  which  im- 
proved along  with  the  physical  condition.  Again, 
here  it  is  difficult  to  compare  studies  because  of 
the  lack  of  solid  definition  of  alcoholism. 

Of  interest  to  the  perinatal  specialists  is  the 
finding  that  intrauterine  growth  failure  occurred  in 
83  per  cent  of  the  offspring  of  women  in  whom 
alcoholism  was  readily  recognized.  The  cause  of 
the  intrauterine  growth  failure  has  not  been 
clearly  established,  but  the  association  neverthe- 


less appears  to  be  there.  A pertinent  anterospective 
study  will  present  many  practical  social  difficulties 
inasmuch  as  it  would  be  difficult  to  get  a truly 
reliable  history  from  many  mothers.  Barry  and 
Blane  studied  birth  order  as  an  environmental 
influence  on  the  development  of  alcoholism  and 
found  an  over-representation  of  lastborn  males  in 
larger  families  where  parents,  particularly  mothers, 
were  first-born  in  their  families. 

The  presence  of  male,  rather  than  female,  older 
siblings  was  also  present  in  this  group.  The  over- 
representation of  last-birth  positions  was  not  con- 
sistently found  in  female  alcoholics. 

McCord  studied  the  backgrounds  in  alcoholics 
and  criminals  and  found  that  alcoholics  had  unique 
exposure  to  non-punitive  parental  rejection  and  sex- 
role  confusing  homes.  McCord  concludes  that  con- 
trasts appear  reliable  enough  to  suggest  that  con- 
ditions of  nurturing  be  given  recognition  to  etio- 
logical descriptions  of  alcoholism. 

Burk  discusses  child  development  in  the  alcoholic 
process  and  feels  that  the  children  of  alcoholics 
learn  from  their  parents  complex  patterns  of  be- 
havior that  give  them  a preset  series  of  responses 
with  which  they  react  in  their  own  adult  life  when 
faced  with  stress.  He  also  mentions  the  exposure 
of  children  to  mass  media  that  encourage  alcohol 
use  as  a necessary  accompaniment  of  human  pleas- 
ure and  socialization.  However,  as  Burk  points  out, 
all  the  children  of  alcoholics  do  not  themselves 
become  alcoholics,  so  that  there  are  other  factors 
not  yet  understood.  Burk  states  “we  must  break 
the  cycle  of  the  young  pre-disposed  toward  alco- 
holism— alcoholism  is  still  the  greatest  drug  pro- 
blem in  this  culture.” 

Jessor  has  an  important  paper  on  the  social- 
psychological  aspects  of  adolescent  “passage”  into 
drinking.  Unfortunately,  these  studies  are  directed 
more  toward  the  transition  from  non-drinker  to 
drinker  than  from  non-problem  to  problem  drinker. 
It  is  of  interest  to  note  that  seven  of  eight  drinkers 
with  “two  problems”  in  drinking  came  from  re- 
ligious groups  traditionally  opposed  to  alcohol  use. 
As  one  might  expect,  they  conclude,  there  is  a 
strong  social  support  variable  in  the  abstainer-to- 
drinker  status  shift,  but  the  personal  attributes  are 
also  important. 

Louis  Jolyon  West,  with  his  well-known  fresh 
approach  in  matters  of  behavior,  contributes  a 
paper  on  the  cross-cultural  studies  in  alcoholism 
in  the  Tarahumara  Indians,  a tribe  of  Mexican 
Indians  inhabiting  rugged  mountain  terrain  and 
(Concluded  on  Next  Page) 
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among  the  least  acculturated  aboriginal  group  of 
any  size  in  North  America.  This  group  is  given  to 
having  numerous  holidays  which  are  rather  grand 
affairs  in  spite  of  their  limited  facilities  and  in  which 
a native  drink  is  an  outstanding  part  of  the  festi- 
val. All  adult  males  and  females  get  drunk  and 
violate  certain  tribal  taboos,  but  in  the  inter- 
festival period  do  not  become  intoxicated  and 
rarely  drink  alone.  As  Doctor  West  says,  “they 
are  happy  drinkers  safe  from  alcoholism."  The 
fact  that  their  intoxicating  liquor  has  to  be  home- 
made and  that  it  does  not  keep  well  may  say 
more  about  their  non-alcoholism  than  other  aspects 
of  the  culture. 

Chandler  (the  University  of  Rochester)  dis- 
cusses the  strategy  of  research  into  alcoholism, 
including  the  technique  of  retrospective  case 
study,  retrospective  follow-back  studies  through 
the  study  of  records  from  clinics,  schools,  and 
the  like,  rather  from  the  memory'  of  the  pa- 
tient or  family,  and  prospective  follow-up  studies. 
Unfortunately,  one  would  have  to  anticipate  a 
study  for  up  to  forty-five  years  to  insure  that  in- 
cipient drinking  problems  would  have  sufficient 
opportunity  for  expression.  Despite  these  limita- 


LEARY LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 
Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

• Digoxin  Digitoxin 

• Plasma  Cortisol 

• Bi2  and  Folic  Acid 

• Estriol 

• Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

• Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence.  R.I.:  655  Broad  St.  (401)  421-1138 
Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 
Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


tions,  this  technique  seems  to  hold  the  greatest 
promise. 

In  order  to  cut  the  time  shorter,  he  suggests  one 
might  take  separate  groups  studied  for  a number  of 
years  until  each  group  has  reached  the  age  bracket 
of  the  next  older  segment.  Another  modification 
would  be  selection  of  “high  risk”  populations  (pre- 
judgemental?)  where  presumably  one  would  take 
the  children  of  alcoholics.  The  base  rate  of  alco- 
holism in  home-reared  children  of  alcoholics  is 
between  20-50  per  cent,  but,  when  genetic  and 
environmental  factors  are  separated  (offspring  of 
alcoholics  raised  in  foster  homes),  the  contribution 
of  the  genetic  portion  is  greatly  reduced.  These 
results  raise  serious  questions  about  simplistic  etio- 
logic  models  of  either  a genetic  or  learning  theory 
sort. 

Rogers  (the  Cleveland  Clinic)  discusses  the  psy- 
chologic interpretation  of  alcoholism  and  does  not 
contain  anything  particularly  new. 

Siegelman  discusses  the  research  considerations  in 
studying  the  family  background  of  alcoholics  and 
raises  the  questions  of  “What  is  alcoholism?”.  He 
lists  several  criteria  to  apply  to  the  behavior,  and 
several  types  of  studies  comparing  extroverted  with 
introverted  alcoholics  as  well  as  non-alcoholics, 
among  other  intriguing  hypotheses. 

All  in  all  this  is  a publication  that  has  great 
value  for  anyone  concerned  with  this  extraordi- 
narily severe  but  inexplicably  neglected  field  of 
human  illness,  but  in  particular  has  pertinence  to 
the  individual  with  a serious  interest  in  the  field. 

Roswell  D.  Johnson,  M.D. 

& & 


M.D.  TELEPHONE  ORDERS  TO 
NURSING  HOMES 

According  to  a suggestion  of  Dr.  Robert  V.  Lewis, 
Immediate  Past  President  of  the  Society,  Thomas  N. 
Tierney,  Director,  Bureau  of  Health  Insurance,  Social 
Security  Administration,  has  adopted  the  following 
regulation  regarding  a physician's  telephone  order  to 
a nursing  home. 

Mr.  Tierney  said  that  written  orders  signed  by  the 
physician  and  mailed  to  the  facility  on  the  same  day 
as  the  telephone  order  is  given  are  in  compliance 
with  the  intent  of  section  405.1123(b)  (5)  of  the 
Medicare  regulations.  The  proposal,  Mr.  Tierney  re- 
lated, has  been  discussed  with  the  Rhode  Island  De- 
partment of  Social  Welfare  and  both  agencies  have 
agreed  that  this  practice  will  henceforth  be  accept- 
able. 
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District  Medical  Society  Meeting 


PROVIDENCE  MEDICAL  ASSOCIATION 

The  126th  Annual  Meeting  of  the  Providence 
Medical  .Association  was  held  at  the  Colonial  Hilton 
Hotel  in  Cranston,  Rhode  Island  on  Wednesday, 
January  10,  1973.  The  meeting  was  preceded  by  a 
social  hour  with  the  Association  as  host,  and  by 
dinner  for  members  of  the  Association  and  their 
wives.  An  attendance  of  94  was  recorded. 

ANNUAL  REPORT  OF  THE  SECRETARY 
The  annual  report  of  the  Secretary  was  presented 
by  Doctor  George  V.  Coleman  in  printed  form  for 
each  member  present. 

Action : A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary  be  received 
and  placed  on  record. 

ANNUAL  REPORT  OF  THE  TREASURER 
The  annual  report  of  the  Treasurer  which  will 
be  subject  to  professional  audit  was  submitted  by 
Doctor  John  B.  Lawlor  in  printed  form  for  each 
member  present. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer  be  received 
and  placed  on  record. 

AWARD  OF  MEMBERSHIP  CERTIFICATE 
The  President  awarded  a membership  certificate 
to  Doctor  Joseph  Padayag. 

PRESIDENTIAL  ADDRESS 
Doctor  Joseph  E.  Caruolo  delivered  his  presi- 
dential address,  copy  of  which  is  made  part  of  the 
official  minutes  of  the  meeting. 

ELECTION  OF  OFFICERS  FOR  1973 
Doctor  George  V.  Coleman,  Secretary,  reported 
that  no  counter  nomination  had  been  received  to 
the  slate  of  nominees  of  Officers,  Executive  Com- 
mittee members,  and  Delegates  mailed  to  the  As- 
sociation membership  by  the  Executive  Committee. 
He  read  the  list  of  Officers  nominated. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  as  submitted  to  the  mem- 
bership by  the  Executive  Committee  be  elected. 

REMARKS  OF  NEW  PRESIDENT 
Doctor  Caruolo  appointed  Doctor  Vito  Coppa 
and  Doctor  Milton  Hamolsky  to  escort  Doctor 
Thomas  F.  Head,  the  new  President,  to  the  lectern. 

Doctor  Head  briefly  addressed  the  membership, 
and  copy  of  his  remarks  are  made  part  of  the  official 
minutes  of  the  meeting. 

PRESENTATIONS  TO  DOCTOR  CARUOLO 
Doctor  Head  paid  tribute  to  Doctor  Caruolo  for 
his  outstanding  leadership  of  the  Association  during 


1972,  and  presented  him  with  an  engraved  silver 
Reverebowl,  and  an  engraved  gavel  as  gifts  from 
the  Association. 

Doctor  Caruolo  thanked  the  members  for  the 
fine  cooperation  they  had  given  him  during  his 
tenure  as  President,  and  he  also  paid  tribute  to  the 
Woman’s  Auxiliary  of  the  Association  for  its  fine 
educational  meetings  sponsored  for  its  members, 
and  for  its  activities  in  behalf  of  the  Association. 

He  reported  that  he  had  telephoned  Bellevue 
Hospital  in  New  York  to  convey  to  Dr.  Raul 
Nodarse  the  concern  of  the  Association  members 
for  his  speedy  convalescence  from  the  unfortunate 
accident  sustained  in  New  York  which  resulted  in 
the  amputation  of  both  his  legs. 

ADJOURNMENT 

The  business  meeting  was  adjourned  at  9:20 
p.m. 

Members  and  their  wives  enjoyed  dancing  to  ihe 
music  of  Ralph  Stuart  until  11  p.m. 

Respectfully  submitted: 

George  V.  Coleman,  M.D. 

Secretary 

z Z Z 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 
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30th  Charles  V.  Chapin  Oration 


Slippery  When  Wet 


Being  An  Essay  On  Science , Tech- 
nology, And  Responsibility 


By  Salvador  E.  Luria,  M.D. 

THE  CHALLENGE  AND  ITS  ROOTS 

The  subject  of  this  lecture  is  the  relation  be- 
tween science,  technology,  and  responsibility.  It 
is  a big  subject,  but  the  scope  of  my  remarks  is 
narrower  and  more  specific.  I wish  to  explore  the 
reasons  why  in  recent  years  science  and  tech- 
nology, which  used  to  be  the  greatest  sources  of 
pride  and  of  hope  for  our  future,  have  come  to  be 
questioned  by  substantial  and  vocal  groups,  es- 
pecially of  young  people.  These  critics  look  with 
distrust,  not  only  upon  specific  applications  of 
technology,  but  on  the  whole  enterprise  of  science 
as  the  acquisition  of  objective  knowledge  and  of 
technology  as  the  power  to  control  the  forces  of 
nature. 

In  the  seventeenth  and  especially  the  eighteenth 
century  the  idea  that  all  knowledge  would  auto- 
matically be  applied  for  the  good  of  humanity 
seemed  to  be  a truism.  Thomas  Jefferson  wrote: 
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Biology,  Massachusetts  Institute  of  Technology. 
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‘‘There  is  no  truth  that  I would  fear  to  be  known.” 
Later,  in  the  nineteenth  century,  technology  based 
on  the  new  science  flourished  in  a most  vigorous 
way,  providing  the  foundations  for  modern  indus- 
try and  leading  in  turn  to  new  scientific  progress 
by  a continuous  positive  feedback.  The  develop- 
ment of  the  science  of  electricity  and  of  electric 
power,  and  of  chemistry  as  a source  of  new  ma- 
terials, seemed  to  point  unmistakably  the  way  to 
the  future. 

Admittedly  the  attitude  of  the  untrained  public 
toward  science  always  had  an  element  of  super- 
stitious distrust.  But  the  prevailing  attitude  to- 
ward technology  was  decidedly  optimistic. 

Was  this  optimism  justified?  Was  the  laissez- 
faire  attitude  of  the  liberal  economists,  with  its 
implied  assumption  that  developments  in  tech- 
nology would  automatically  bring  prosperity  and 
eliminate  war,  poverty,  and  disease,  the  correct 
philosophy  for  society?  Was  the  nineteenth- 
century  path  a royal  way  to  perfection  or  was  it  a 
blind  alley  to  perdition?  The  warning  I have 
chosen  as  title  for  tonight’s  talk  — Slippery  When 
Wet  — can  be  felt  clearly  in  the  thinking  and 
writings  of  many  people  throughout  our  society. 

What  is  new  today,  especially  among  the  young, 
is  the  questioning  not  just  of  the  uses  of  technology 
(Continued  on  Next  Page) 
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but  of  the  very  technological  direction  in  which 
human  society  is  moving,  in  both  capitalist  and 
socialist  countries.  This  questioning  irrespective 
of  its  merits,  serves  at  least  one  useful  function. 
It  reminds  us  that,  in  the  shaping  of  our  culture 
there  is  nothing  automatic,  nothing  that  is  dictated 
eiher  by  prime  causes  or  by  predetermined  final 
outcomes.  Culture  is  a creation  of  men,  a prod- 
uct of  the  minds  and  efforts  of  men  throughout 
the  world  and  throughout  the  ages.  Science  and 
technology  are  part  of  a program  over  which  we 
have  control  and  for  which,  therefore,  we  have 
responsibility.  As  expressed  by  the  British  biologist 
Peter  Medawar,  ‘‘The  bells  that  toll  for  mankind 
are  attached  to  our  own  neck,  and  it  must  be 
our  fault  if  they  do  not  make  a cheerful  and  har- 
monious sound.” 

What  has  happened  to  cause  in  many  people  a 
change  of  attitude  toward  science  and  technology? 
One  major  cause,  I believe,  has  been  the  shattering 
within  this  century  of  certain  illusions  about  the 
course  of  human  progress.  The  First  World  War 
destroyed  the  illusion  of  an  earlier  generation  — 
the  generation  of  my  father  — that  wars  would 
disappear  and  that  contlicts  between  nations  would 
be  resolved  peacefully  by  rational  agreements.  This 
illusion,  of  course,  ignored  the  enormous  injustices 
between  rich  and  poor  nations  and  the  exploitation 
of  the  latter  by  the  former.  But  there  is  no  doubt 
that  the  First  World  War  came  as  a rude  awaken- 
ing. 

Then  just  as  the  world  was  beginning  to  re- 
capture the  illusion  of  a smooth  future  of  progress, 
came  another  shattering  experience.  In  one  of  the 
most  technically  advanced  nations  of  Europe  there 
arose  a political  monster  — a regime  based  on 
the  open  denial  of  the  ideal  of  human  brother- 
hood, on  the  celebration  of  race  and  state  and 
of  force,  and  on  the  application  of  the  fruits  of 
human  ingenuity  to  the  corruption  of  the  human 
spirit.  This  shock  was  even  more  damaging  to  the 
vision  of  a smooth  automatic  progress.  For,  if  the 
realization  that  human  institutions  can  go  wrong 
is  painful,  the  idea  that  human  institutions  can  be 
set  up  in  order  to  do  wrong  is  utterly  unbearable. 

Then,  with  the  Second  World  War  another 
fateful  development  took  place:  the  acceptance  of 
mass  slaughter,  of  the  bombing  of  defenseless 
civilian  populations,  first  in  Holland  and  England, 
then  in  Germany  and  Japan,  culminating  in  the 
atomic  bombing  of  Hiroshima  and  Nagasaki  and 
continuing  to  this  very  day.  The  atom  bomb 


brought  home  to  every  citizen  of  the  world  the  fact 
that  a great  discovery  of  science  had  been  applied 
directly  to  mass  destruction  even  before  its  pos- 
sible constructive  uses  had  had  a chance  to  be  ex- 
plored. Even  more  disconcerting,  the  peace  of 
the  world  has  since  then  been  based,  not  on  mutual 
understanding,  but  on  the  balance  of  nuclear 
terror;  on  the  realization  that  several  govern- 
ments at  enormous  expense  of  scientific  and  tech- 
nological resources,  have  equipped  themselves 
with  the  capability  of  annihilating  each  other’s 
nations  — and  possibly  even  mankind  altogether. 

This  brings  us  to  another  reason  for  the  wide- 
spread questioning  of  the  role  of  science  and  tech- 
nology in  society:  the  dimension  and  the  rate  of 
the  changes  that  science-based  technology  can 
bring  about.  The  perturbations  produced  by  tech- 
nology are  reaching  the  same  order  of  magni- 
tude as  the  intrinsic  dimensions  of  the  natural  and 
social  phenomena  which  they  affect.  Today’s 
weapons  can  destroy  a substantial  portion  of 
humanity.  But  this  is  only  one  example.  Take 
agriculture  and  public  health.  We  have  long 
known  that  the  technology  based  on  these  sciences 
was  increasing  the  production  of  food,  improving 
sanitation,  removing  many  of  the  traditional  ills 
of  mankind  — starvation,  filth,  epidemics  — and 
increasing  life  expectancy  by  decades.  But  we  were 
not  sufficiently  aware  that  the  same  technology 
that  made  our  lives  longer  and  richer  and  healthier 
was  bringing  about  the  threat  of  overpopulation, 
which  may  well  become  the  number  one  problem 
facing  humanity.  Likewise  in  our  technological 
optimism  we  closed  our  eyes  to  the  fact  that  uncon- 
trolled use  of  natural  resources  by  the  industrially 
developed  nations  could  bring  about  the  exhaus- 
tion of  critical  raw  materials,  deplete  world  re- 
serves, alter  the  environment,  and  make  it  even 
harder  for  other  nations  to  approach  a comparable 
standard  of  productivity. 

Modern  technology,  while  contributing  unques- 
tionable benefits  to  large  parts  of  humanity,  has 
by  its  size  and  complexity  brought  about  the  need 
for  ever  larger,  more  elaborate,  more  impersonal 
institutions  in  order  to  run  the  technological 
machinery.  The  modern  corporation,  the  modern 
state,  whether  socialist  or  capitalist,  are  complex 
machines  forged  to  manage  at  some  level  of  effi- 
ciency a technology  that  has  become  indispensable 
to  the  functioning  of  industrial  society.  These 
institutions  become  increasingly  depersonalized, 
The  human  element  seems  to  disappear.  The 


148 


Rhode  Island  Medical  Journal 


average  individual  feels  that  he  has  less  and  less 
understanding  and  less  control  over  the  forces 
that  mold  the  world  in  which  he  lives.  Puzzle- 
ment becomes  discouragement  and  then  alienation. 
And  with  alienation  comes  the  questioning,  not 
only  of  the  social  structure,  but  also  of  its  tech- 
nological foundations  and  finally,  of  the  scientific 
enterprise  itself. 

Increasingly,  men  fear  that  society  will  become 
committed  irreversibly  and  automatically,  to  a 
purely  technological  future.  They  question  not 
only  the  possible  misuses  of  technology,  from  atom 
bombs  to  thoughtless  pollution  to  the  wasteful 
depletion  of  rare  resources,  but  also  the  invasive- 
ness of  technological  thinking  and  the  neglect  and 
contempt  of  alternative  values.  The  slope  of  com- 
mitment to  an  overpowering  technology  is  steeper 
and  steeper.  Down  this  slope  society  proceeds 
with  profound  misgivings.  Will  the  joy-ride  prove 
to  be  a descent  into  the  abyss?  Do  we  need  a 
warning  sign  — • slippery  when  wet? 

GENETIC  TECHNOLOGY  - BLESSING 
OR  THREAT? 

To  illustrate  concretely  the  change  in  attitude 
toward  science  and  its  products,  allow  me  to  use 
the  example  of  my  own  science,  molecular  biology. 
This  is  a rather  esoteric  field  the  study  of  the 
molecular  basis  of  cellular  functions  such  as  the 
repication  and  the  function  of  genes,  the  syn- 
thesis of  proteins,  the  assembly  of  cellular  mem- 
branes. We  have  made  great  progress  in  under- 
standing the  basic  phenomena  of  life,  the  chemistry 
of  deoxyribonucleic  acid  (DtNA),  the  regulation 
of  gene  function,  the  mechanism  of  enzyme  action. 
As  yet  there  have  been  no  practical  applications 
of  the  newest  knowledge;  it  has  been  as  “pure”  a 
science  as  some  branches  of  mathematics.  It  has 
in  fact  been  challenged  from  some  quarters  for  its 
lack  of  relevance  that  is,  for  its  lack  of  explicit 
practical  purpose.  Now,  however,  we  begin  to  see 
the  possibility  of  practical  applications  in  a not  too 
distant  future.  We  have  learned  how  to  isolate 
certain  bacterial  genes  in  pure  form,  to  transfer 
them  from  cell  to  cell,  and  even  to  synthesize  some 
genes  chemically.  We  have  learned  that  some 
viruses  can  act  as  vehices  for  transferring  genes 
from  cell  to  cell.  Chromosomes  or  fragments  of 
chromosomes  can  be  introduced  into  living  cells 
by  cell  fusion  in  the  test  tube.  As  a resut  of  these 
discoveries,  the  remote  but  distinct  possibility 
exists  that  similar  genetic  intervention  can  ulti- 


mately be  carried  out  in  man,  so  that  one  may 
treat  genetic  diseases  by  correcting  the  genetic 
defects  rather  than  only  by  remedying  their  con- 
sequences. 

It  may  even  become  possible,  by  a combination 
of  the  techniques  of  genetics  and  embryology,  to 
alter  the  genetic  material  in  the  germ  cells  them- 
selves. Workers  in  Great  Britain  and  in  the 
United  States  have  succeeded  in  fertilizing  human 
eggs  with  human  sperm  in  the  test  tube  and  in  in- 
ducing the  development  of  the  fertilized  egg  to  the 
stage  when  it  is  ready  for  implantation  into  the 
womb.  This  line  of  research  may  ultimately  make 
it  possible  to  introduce  into  the  fertilized  egg 
specific  genes  or  chromosomes.  It  may  even  be- 
come feasible  to  reproduce  human  beings  “clo- 
nally,”  by  transplantation  of  nuclei  from  adult  cells 
into  enucleated  eggs,  which  would  then  be  reim- 
planted into  the  wombs  of  foster  mothers.  This 
description  of  a genetic  engineering  still  to  come 
may  sound  like  science  fiction;  but  science  fiction 
has  the  disturbing  habit  of  becoming  reality  much 
sooner  than  we  expect. 

Only  a few  years  ago,  the  prospect  of  such 
future  powers  to  correct  the  genetic  constitution 
and  even  the  heredity  of  human  beings  would 
have  been  welcomed  as  a promise  of  new  medical 
progress  and  of  self-directed  human  betterment. 
And  yet  these  very  prospects  have  caused  some 
people,  including  thoughtful  ones,  to  raise  warn- 
ings of  potential  misapplications.  The  concern  is 
not  only  with  the  ethical  problems  raised  by  the 
manipulation  of  human  germ  plasm  or  the  selec- 
tion of  the  sex  of  one’s  children.  What  is  being 
feared  is  the  purposeful  creation  of  genetic  weap- 
ons or  the  use  of  genetic  techniques  like  nuclear 
transplantation  to  create  races  of  enslaved  morons 
or  of  ruling  supermen.  And  if  we  object  that 
these  are  morbid  fantasies  we  may  receive  the 
reply  that  the  idea  of  an  “ultimate  solution”  of  the 
fewish  problem  also  sounds  like  a morbid  fantasy, 
and  not  like  the  tragic  reality  that  it  was  in  Nazi 
Germany  only  thirty  years  ago.  Apart  from  these 
extreme  possibilities  of  misuse  of  the  new  bio- 
logical knowledge  there  is  a more  subtle  but  not 
less  disturbing  fear:  that  manipulation  of  human 
heredity  for  experimental  purposes  may  weaken 
the  respect  for  human  personality  by  making  it 
acceptable  to  use  men  as  means  rather  than  as 
ends  — in  violation  of  the  Kantian  imperative. 

(Continued  on  Next  Page) 
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THE  FLIGHT  FROM  RATIONALITY 

I have  used  the  example  of  modern  biology  to 
show  how  the  critics  of  science  have  come  to  see 
science  ond  technolog}’,  not  as  cultural  advances 
and  promises  of  new  gifts,  but  as  sources  of  new 
dangers.  Other  examples  might  be  given  from 
chemistry,  physics,  or  computer  science.  Men 
are  faced  with  what  looks  to  them  like  a blind 
course  of  technological  developments.  One  of  the 
leading  spirits  of  that  supposedly  fatal  course, 
John  van  Neumann,  has  been  quoted  to  say:  “In 
the  field  of  science  and  technology,  what  can  be 
done  will  be  done.”  Is  this  really  so?  Is  it  wise 
to  couple  science  and  technology  in  this  assertion? 
Science  will  discover  what  is  there  to  be  dis- 
covered. But  is  it  necessary  that  every  possible 
technology  be  developed?  And,  once  developed, 
must  it  be  used,  irrespective  of  consequences?  Man 
revolts  against  the  prospect  of  such  automatism. 
He  claims  for  himself  the  responsibility  to  fashion 
his  own  destiny.  He  wants  to  heed  the  warning 
and,  even  if  the  way  of  technology  is  in  fact  the 
road  of  the  future,  he  wants  to  follow  it  at  his  own 
pace  with  his  eyes  open,  not  sliding  blindly  down 
the  slippery  slope. 

In  a well-ordered  society,  the  decision-making 
process  with  regard  to  technology  — as  in  all  other 
respects  — should  be  one  that  is  maximally  re- 
sponsive to  the  range  of  different  and  often  con- 
flicting values  with  society.  It  must  give  a big 
place  to  the  question  “what  for”  in  contrast  to 
“how”  — to  the  principle  of  reversible  choice  ver- 
sus irreversible  automatism.  Only  a social  organiza- 
tion that  provides  maximum  opportunities  for 
public  debate,  evaluation,  and  effective  decision- 
making protects  society  against  the  surge  of  tech- 
nocracy. 

Unfortunately,  in  rejecting  what  they  see  as  an 
automatic  path  of  commitment  to  a technological 
future,  people  often  go  much  too  far.  They  reject 
all  of  technology,  and  science  itself,  as  if  these 
were  the  causes  of  the  ills  of  society.  This  is  a 
serious  fallacy.  It  is  not  the  technique  that  gen- 
erates the  evils,  but  the  way  in  which  it  is  used. 
The  problem  is  the  uneven  development  of  man’s 
culture,  of  scientific  and  technical  knowledge  on 
the  one  hand  and  social  institutions  on  the 
other  hand.  Technologies  often  become  available 
to  societies  that  are  not  institutionally  prepared  to 
make  wise  use  of  them.  Hence  they  can  become 
instruments  to  foster  outdated  or  inhuman  ideolo- 
gies or  tools  in  the  hands  of  a soulless  tech- 


nocracy. The  problem  is  not  scientific  or  tech- 
nical: it  is  social  and  political.  What  must  be 
questioned  is  the  use  that  society  makes  of  the 
products  of  science  and  the  extent  to  which  it 
commits  itself  to  the  technological  imperative  as  a 
substitute  for  the  Kantian  imperative. 

Yet  the  rejection  of  science  and  technology  as 
legitimate  enterprises  of  our  culture  has  become 
widespread.  This  rejection  has  been  expressed 
in  provocative  books  such  as  The  Making  Of  A 
Counterculture,  by  Theodore  Roszak  and  The 
Greening  Of  America  by  Charles  Reich.  These 
and  other  writers  have  challenged  the  validity  of 
objective  consciousness,  that  is,  of  the  scientific 
method  based  on  measurement  and  verifiability. 
They  proclaim  instead  the  superior  validity  of  sub- 
jective consciousness,  as  an  assertion  of  a renewed 
sense  of  the  value  of  the  individual. 

In  my  opinion  this  attitude  opens  another 
slippery  and  treacherous  slope.  In  exalting  sub- 
jective consciousness  and  deprecating  scientific 
objectivity  it  falls  into  the  same  kind  of  automatic 
thinking  that  it  attributes  to  the  way  of  technology. 
It  fosters  the  belief  that,  if  only  men  as  individuals 
would  break  away  from  he  constraints  of  the 
complex  society,  society  would  automatically  be 
reformed  or  vanish  away.  This  is  a dangerous 
belief,  which  ignores  the  collective  responsibility 
of  mankind  to  mold  its  own  future.  If  society 
needs  to  be  reformed  or  redirected,  this  is  not 
going  to  be  done  by  walking  out  on  it.  And,  at 
any  rate  rejecting  technology  implies  rejecting 
the  aspirations  of  the  masses  of  humanity  in  the 
developing  parts  of  the  world,  for  whom  a properly 
used  scientific  technology  represents  the  only  hope 
for  a better  life. 

Finally,  the  antiscientific  attitude  is  dangerous 
because  it  becomes  a denial  of  rationality  itself. 
And  if  a society  were  to  abandon  reason  as  a 
guide  to  its  policies,  the  result  is  likely  to  be, 
not  the  utopia  of  the  worshippers  of  subjective 
consciousness,  but  the  nightmare  of  some  new 
irrational  technocracy  like  that  of  Nazism. 

This  is  the  dilemma.  On  the  one  hand,  we 
cannot  reject  scientific  technology  as  a reality  of 
life.  On  the  other  hand,  we  know  that  technology, 
while  a source  of  great  benefits,  can  be  misused  by 
society.  And  we  see  the  danger  that  the  machinery 
developed  to  operate  modern  technology  may  gen- 
erate a powerful  technocracy  insensitive  to  human 
aspirations. 

What  is  the  way  out?  We  must  avoid  both  the 
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slippery  path  of  overcommitment  to  the  tech- 
nological imperative  and  the  equally  slippery  way 
of  anti -rationalism.  We  must  find  means  to  use 
the  power  that  science  and  technology  put  at  our 
disposal  in  a rational  way,  for  goals  of  human 
satisfaction  freely  chosen  by  an  informed  popula- 
tion. This  will  not  be  easy,  because  many  of  our 
institutions  and  ways  of  thinking  are  outdated  but 
hard  to  change.  Nationalism  and  racism  and 
religious  prejudice  and  the  belief  in  war  as  an 
instrument  of  policy  are  remnants  of  a past  that 
has  been  made  obsolete  by  science.  We  must  find 
ways  to  decide  wisely  on  how  technologies  are  to 
be  used  — what,  when,  and  in  whose  interest.  We 
must  learn  to  face  the  future  with  what  I might 
call  a wellJbalanced  set  of  mutually  restraining 
values,  coupling  the  powers  of  technology  to  the 
strength  of  a wise  humanism. 

THE  ROLE  OF  SCIENTISTS 

The  responsibiity  for  creating  the  future  society 
rests  with  all  mankind.  But  I believe  that  as 
scientists  we  have  certain  special  responsibilities, 
because  our  work  (even  that  of  molecular  biolo- 
gists) is  the  source  of  the  technology  that  society 
must  decide  whether  and  how  to  use. 

In  the  first  place,  it  is  important  for  scientists  to 
realize  that  science  can  never  be  neutral  in  a 
world  that  employs  the  products  of  science.  There 
is  no  value-free  science  just  as  there  is  no  value- 
free  literature  or  value-free  art.  Science’s  purity 
is  in  the  search  of  new  knowledge  to  be  added  to 
the  intellectual  patrimony  of  mankind.  But  the 
acquisition  of  new  knowledge  does  not  absolve 
the  scientist  from  an  active  concern  with  the  role 
of  scientific  knowledge  in  society.  The  illusion  of 
purity  and  neutrality  is  again  a treacherous  path  — 
slippery  when  wet.  It  is  an  illusion  that  may  ob- 
scure all  sorts  of  compromises.  It  may  make  it 
easier  for  the  least  pure  among  the  practitioners 
of  science  to  cover  their  anti-social  activities  under 
a mantle  of  innocence. 

The  situation  in  the  area  of  applied  research,  of 
course,  is  rarely  ambiguous.  When  it  comes  to 
designing  new  weapons  of  mass  slaughter,  few 
people  will  maintain  that  the  scientists  do  not  bear 
some  responsibility  for  the  consequences  of  their 
work. 

Even  apart  from  applied  research,  however,  a 
scientist  often  has  to  make  ethical  choices  in  his 
relation  with  the  centers  of  power,  the  places 
where  decisions  are  made  concerning  the  applica- 


tions of  technology.  He  may  have  to  choose  be- 
tween the  attractiveness  of  power,  the  chance  of 
influencing  important  decisions,  the  opportunity 
to  further  the  applications  of  his  own  discoveries, 
and  the  risk  of  becoming  a war  asset  or  a partner 
in  a technocratic  machine.  Is  the  morality  of 
science  compatible  with  the  morality  of  power? 
For  example,  is  the  practice  of  science  compatible 
with  the  commitment  to  secrecy  or  at  least  to 
silence?  Scientists  operating  within  the  circles  of 
power  may  justify  their  activities  by  the  belief 
that  they  can  influence  decisions  into  wiser  direc- 
tions. But  this  belief  is  often  an  illusion  — witness 
the  failure  of  the  Los  Alamos  scientists  to  prevent 
the  atomic  bombing  of  Japan  in  1945  or  the  earlier 
failure  of  the  British  scientists  to  stop  the  futile 
saturation  bombings  of  Germany.  A scientist  who 
associates  his  work  closely  with  the  centers  of 
power  is  more  likely  to  find  himself  a tool  than  a 
leader. 

Within  his  laboratory  a scientist  has  the  choice 
of  problems  to  investigate,  at  least  to  the  extent 
that  he  can  obtain  financial  support.  Here  the 
questions  become  more  subtle.  To  which  extent 
are  scientists  responsible  for  the  indirect  con- 
sequences of  their  work?  Should  a scientist  try 
to  concentrate  on  problems  relevant  to  the  im- 
mediate needs  of  mankind  or  should  he  freely 
pursue  the  acquisition  of  new  knowledge?  Should 
he  choose  not  to  work  on  problems  whose  solution 
may  produce  results  that  society  has  not  yet 
learned  to  handle  wisely? 

Let  me  take  an  example  from  a recent  con- 
troversy. A number  of  studies  have  raised  the 
question  of  the  existence  and  significance  of  a 
difference  of  several  points  in  the  average  intel- 
ligence quotient  of  black  versus  white  American 
children.  Part  of  the  controversy  has  to  do  with 
technical  questions  of  interpretation  of  the  data. 
But  there  is  a more  fundamental  issue  to  be 
raised:  Should  such  research  be  done  at  all?  Some 
researchers  have  asserted,  both  in  scholarly  and 
popular  articles,  the  overriding  need  to  find  out 
the  facts,  either  in  order  to  devise  appropriate 
educational  reforms  or  in  the  name  of  “the  right 
to  know,”  that  is,  in  the  interest  of  pure  science. 
Inquiry  should  not  be  shut  off,  they  believe,  nor 
should  society  be  left  in  ignorance,  even  though 
at  present  there  seems  to  be  nothing  useful  that 
we  can  do  with  that  knowledge.  But  another 
legitimate  concern  is  that,  given  the  condition  of 
(Continued  on  Next  Page) 
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our  society,  the  very  doing  of  this  kind  of  research 
may  be  a source  of  mischief.  What  musst  be 
balanced,  therefore,  is  the  right  to  know  versus 
the  right  to  do  mischief.  I for  one  see  no  difficulty 
in  choosing,  especially  if  the  “knowledge”  to  be 
obtained  is  of  little  use  except  to  the  researcher’s 
career. 

I personally  believe  that  not  all  research  is 
legitimate:  its  legitamacy  has  to  be  judged  in  terms 
of  its  clearly  predictable  consequences.  When  it 
comes  to  working  with  human  beings,  there  are 
curiosities  that  are  not  legitimate  because  they 
hurt.  Medical  research  has  long  recognized  this 
principle  and  other  branches  of  science  should 
recognize  it  as  well. 

Leaving  aside  such  controversial  areas,  there  is 
one  important  function  that  scientists  can  try  to 
fulfill  individually  and  collectively,  and  that  is  to 
educate  the  public  in  the  facts  of  science,  explain- 
ing new  deveopments  and  their  technogolical  con- 
sequences. If  in  a well-ordered  society  decisions 
are  to  be  made  by  the  consensus  of  an  informed 
public,  then  it  is  the  responsibility  of  those  who 
know  the  facts  to  make  them  known  and  explain 
them  to  others.  Too  many  of  us  live  in  ivory 
towers,  publishing  scholarly  papers,  but  neglecting 
to  make  contact  with  the  outside  world  or  to 
understand  the  workings  of  the  society  that  makes 
use  of  our  discoveries. 

The  disaffection  and  even  the  hostility  of  the 
general  public  toward  science  is  based  in  great 
part  on  ignorance  and  misunderstanding,  not  only 
of  the  relations  between  scientists,  technologists, 
managers,  and  politicians  in  society,  but  of  the 
elementary  facts  of  science.  The  astonishingly 
large  number  of  American  citizens,  even  educated 
ones,  who  believe  in  astrology  or  extrasensory 
perception  is  a testimony,  not  to  credulity,  but  to 
the  lack  of  a basic  grasp  of  the  nature  of  science, 
of  the  concepts  of  objective  proof  and  verifiability. 
Even  more  serious  is  the  scientific  ignorance  of 
supposedly  responsible  political  leaders.  British 
Prime  Minister  Clement  Attlee  has  been  quoted 
as  saying  that  when  he  concurred  in  President 
Truman’s  decision  to  drop  the  atom  bomb  he 
knew  nothing  of  the  genetic  effects  of  radiation  — - 
and  I would  be  surprised  if  Mr.  Truman  knew  any 
better! 

What  educated  citizens  should  have  — and, 
therefore,  should  get  in  school  as  well  as  in  books 
and  in  the  mass  media  — is  not  so  much  a super- 
ficial knowledge  of  some  physics  chemistry,  geology, 


and  biology  as  an  appreciation  of  the  method  of 
science  and  of  the  mutual  interactions  between 
science,  technology,  and  politics.  Besides  helping 
them  make  informed  decisions,  such  an  apprecia- 
tion would  help  dispel  irrational  attitudes  of  im- 
potent fear,  or  despair,  or  mystical  worship 
toward  science  and  technology.  It  would  also 
counteract  the  rise  of  technocratic  elites  which, 
having  (or  being  reputed  to  have)  exclusive  pos- 
session of  technical  knowledge,  tend  to  monopolize 
the  direction  of  societal  affairs. 

Finally,  there  is  another  task  that  concerned 
scientists  can  undertake,  but  rarely  do.  This  task 
is  to  be  actively  involved,  as  citizens  but  also  as 
scientists,  in  the  affairs  of  the  society  which  their 
work  may  ultimately  change  and  transform.  This 
involvement,  in  my  opinion,  ought  not  to  be 
limited  to  acting  as  expert  consultants  to  govern- 
ment and  industries.  It  could  take  the  form  of 
participation  as  individuals  — not  institutionally  — 
at  the  political  level  where  the  basic  decisions  are 
or  should  be  made.  A democratic  society  could 
well  use  more  scientists  actively  involved  in 
politics,  participating  in  the  decision-making 
process  noot  behind  the  scenes  but  in  the  heat  of 
the  political  arena.  There  have  been  some  im- 
portant illustrations  of  this.  After  the  Second 
World  War,  scientists  led  the  political  struggle 
that  achieved  civilian  rather  than  military  control 
of  atomic  energy  in  the  United  States.  More 
recently,  scientists  openly  entered  the  political  de- 
bate on  the  deployment  of  anti-ballistic  missiles. 
In  this  way  scientists  help  society  evolve  in  a 
direction  that  permits  a wiser  utilization  of  the 
fruits  of  science. 

In  concluding,  let  me  return  to  the  difficult 
question  of  pare  versus  goal-directed  research. 
Should  a scientist,  in  choosing  the  subject  of  his 
investigations,  consider  primarily  the  advancement 
of  knowledge  or  does  he  have  the  obligation  to  ask 
himself  whether  his  work  is  relevant  to  the  im- 
mediate needs  of  society?  There  has  been  a 
rising  demand  for  relevance  in  science  — a demand 
that  scientists  apply  themselves  directly  to  elim- 
inating urgent  ills  such  as  poverty,  disease,  and 
pollution  of  the  environment. 

These  urgent  tasks  are  very  real,  and  many 
scientists  in  the  applied  areas  are  devoting  their 
work  to  them.  But  not  all  science  is  applied 
science.  We  must  be  careful  not  to  respond  to  the 
call  for  relevance  either  by  apologizing  for  basic 
(Concluded  on  Page  168) 
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Concept  That  Alcoholism  Is  A Disease 
Is  Not  Strongly  Supported  In  Rhode  Is- 
land Health  Delivery  Systems 


By  Roswell  D.  Johnson,  M.D. 

Although  the  State  of  Rhode  Island  ranks  third 
in  its  attack  rate  of  alcoholism,  the  facilities  pro- 
vided for  these  individuals  in  no  way  suggests  that 
we  have  such  a severe  problem.  The  National  In- 
stitute of  Mental  Health  has  indicated  that  our 
state  ranks  50th  in  the  mental  hygiene  clinics,  and 
the  record  may  or  may  not  be  appreciably  better 
in  community  treatment  of  the  alcoholic  problem. 
Only  within  the  past  year  has  the  government- 
sponsored  CAP  (Community  Action  Programs) 
been  a working  force  in  Newport,  Cranston,  and 
Warwick.  The  Rhode  Island  Group  Health  Asso- 
ciation has  also  in  recent  months  undertaken  an 
outpatient  program. 

Table  I shows  a comparison  of  the  facilites  in 
our  state  with  one  county  in  Minnesota  (Henne- 
pin), which  coincidentally  has  essentially  the  same 
population.  The  table  shows  the  governmental  fa- 
cilities as  well  as  the  private  facilities  earmarked 
specifically  for  treatment  of  the  alcoholic  where 
there  is  no  competition  for  the  beds  either  in  gen- 

ROSWELL  D.  JOHNSON,  M.D.,  of  Providence, 
R.  I.,  Director  of  Health  Services,  Brown  Univer- 
sity; Chairman,  Committee  on  Alcoholism,  The 
Rhode  Island  Medical  Society. 


eral  medical  service  or  in  psychiatrically  oriented 
institutions. 

THIRD  PARTY  PAYMENTS 

Rhode  Island  Blue  Cross  and  Blue  Shield  de- 
serve special  tribute  for  their  forward  looking  pro- 
grams which  were  in  effect  before  the  problem  of 
alcoholism  became  quite  as  acceptable  as  it  is 
today.  A recent  personal  communication  from  Mr. 
Frank  R.  Adae,  Executive  Vice  President  of  Rhode 
Island  Blue  Cross  and  Blue  Shield,  says  in  part, 
‘“For  more  than  a decade  Rhode  Island  Blue  Cross 
and  Blue  Shield  have  followed  the  principle  that 
alcoholism  is  in  the  same  category  as  any  other 
type  of  illness,  and  we  make  no  distinction  in  any 
of  our  coverages  in  either  group  or  direct  pay  con- 
tracts. Our  basic  plan  provides  coverage  for  in- 
hospital  care  at  general  hospitals,  but  there  is  a 
limitation  of  45  days  per  year  in  a specialized 
hospital  ...  As  to  the  frequency  of  alcoholism 
cases,  there  are  undoubtedly  a number  of  them 
which  are  received  under  one  or  more  of  a combi- 
nation of  diagnoses  such  as  malnutrition,  and  oth- 
ers. However,  we  do  receive  a fair  number  of  hos- 
pital admissions  clearly  identified  as  alcoholism, 
(Continued  on  Next  Page) 
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TABLE  I 


ALCOHOLISM  ATTACK  RATES/100,000  Adults 
Total  Alcoholics  Rates 


Male 

Female 

Total 

Male 

Female 

Total 

Rank 

Minnesota 

64,200 

13,400 

77,600 

5.880 

1.130 

3.510 

#25 

Rhode  Island 

32,200 

4,800 

37,000 

11.010 

1.520 

6.270 

# 3 

Total  Populations 


Minnesota  3,804,000 

Hennepin  Co.  (Minneapolis)  960,000 

Rhode  Island  941,000 


Facilities  Specifically  Designated  for  Alcoholism  Care 


Hennepin  County12 

Rhode  Island 

Acute  detoxification 

Center  A 

12  beds 

Private  facilities  specifically  earmarked.  None 

3-7  days  

...  Center  B 

4 beds*12 

Subacute  detoxification  ... 

...  Center  C 

75  beds 

Institution  A.  (State  Hospital)  152  beds.  2 

Essentially  as  #1 

Center  D 

25  beds 

closed  wards,  1 open  ward,  and 
one  female  ward  partly  closed 

Primary  rehabilitation 

Vet  Adm. 

31  beds 

and  partly  open. 

3-4  weeks 

Center  D 

27  beds 

Center  F 

22  beds 

Halfway  Houses:  A 5 houses  for  men,  su- 

Center  B 

50  beds*12 

B pervised  and  with  ac- 

Center  G 

48  beds* 

C tive  AA  program 

Center  H 

90  beds** 

D 

Extended  rehabilitation 

Center  I 

205  beds** 

E 

6-12  months 

Center  J 

40  beds 

— 

Center  K 

200  beds 

F 1 halfway  house  for 

Center  L 

40  beds** 

women,  35  beds.  Newly 

Center  M 

55  beds** 

opened  facility  and  do- 

Halfway  Houses 

Total 

318  beds 

ing  good  work.  AA  ori- 

“3/4  way”  House 

12  beds 

ented. 

Drop  In  Center  — Indian  Care  chiefly  — 5 full  time 
counsellors 

Day  Care  Centers  — Structured  out  patient  capacity 
3 centers  about  180  (estimated) 

^Indicates  a general  hospital 

Within  40  miles  are  2 nationally  known  treatment 
centers  (Hazelden  with  120  beds  and  Lynnville  with 
66  beds).  Also 

**State  facilities  located  in  the  geographic  area. 


and  they  are  paid  for  just  like  any  other  case.  In 
addition,  the  diagnoses  on  the  claims  are  strictly 
confidential  and  never  released  to  any  employer.” 
It  would  be  helpful  if  all  hospitalization  and  health 
policies  written  for  the  residents  of  this  state  were 
required  to  equal  this  type  of  coverage.  Wisconsin 
has  such  a state  statute. 

Acoording  to  the  American  Hospital  Association: 
“Some  hospitals  have  found  that  as  many  as  50 
per  cent  of  their  inpatients  in  various  service  cate- 
gories — orthopedics  or  general  medicine,  for  ex- 
ample — were  admitted  because  of  an  involvement 
with  alcohol.  Also,  repeated  admissions  of  the  same 
patients  occur  with  discouraging  frequency. 

“Admissions  of  acute  alcoholic  patients  under  the 
guise  of  some  other  diagnosis,  such  as  ‘cirrhosis'  or 
‘gastritis,’  is  a disservice  to  the  patient,  to  the  hos- 
pital, and  to  society,  because  it  serves  to  perpetu- 
ate the  misconception  that  alcoholism  is  not  an 


illness,  fortifies  the  patient’s  tendency  to  deny  or 
rationalize  his  excessive  drinking,  does  nothing  to 
help  him  or  his  family  face  his  real  problem,  may 
result  in  inappropriate  treatment  or  unfortunate 
delays  in  initiating  emergency  procedures  because 
hospital  personnel  are  unaware  of  the  patient’s  al- 
coholism and  are  unprepared  for  the  complications 
that  arise  from  it,  and  makes  it  difficult  to  gather 
reliable  data  on  the  extent  of  the  problem  of  alco- 
holism. If  all  (underlined  original  source)  hospitals 
adopted  a straightforward  policy  of  admitting  per- 
sons with  a frank  diagnosis  of  alcoholism,  none  of 
them  would  have  to  worry  about  being  singled  out 
as  a “drunk  tank”  as  some  now  seem  to  fear  they 
would  be.” 

ALCOHOLIC  RETREATS 

Centers  facetiously  and  pejoratively  termed 
“drying  out  farms”  (Grey  Rock,  Uxbridge,  Mass.; 
Starlight,  Mystic,  Conn.;  High  Watch,  Kent, 
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Conn.,  and  others)  make  a unique  and  valuable 
contribution.  They  are  of  course  not  presently  cov- 
ered by  Blue  Cross-Blue  Shield.  Their  rates  are  so 
low,  however  (High  Watch  is  currently  $95.00  per 
week  for  room,  board,  and  the  counselling  program ) 
that  any  employed  person  can  afford  them,  particu- 
larly if  his  job  is  at  risk.  They  have  a unique  ef- 
fectiveness which  should  not  be  disparaged,  even 
though  they  are  not  strictly  in  the  medical  mode. 
Physicians  are,  of  course,  in  attendance  for  medical 
needs.  One  of  their  most  effective  tools  is  the  high 
degree  of  personal,  warm,  emphathic  concern  dis- 
played and  with  no  punitive  approach.  A returning 
guest  who  has  “slipped”  is  greeted  in  much  the 
same  manner  as  one  might  meet  the  cardiac  re- 
turning with  a bout  of  decompensation.  A thera- 
peutic supportive  milieu  of  this  type  with  strong 
Alcoholics  Anonymous  (AA)  support  may  not  be 
the  answer  for  all,  but  they  are  highly  effective 
for  many. 

OTHER  AGENCIES 

In  the  overall  picture  it  would  be  hard  to  im- 
agine our  present  plight  without  Alcoholics  Anony- 
mous. They  have  by  far  the  best  “track  record”  of 
any  group  in  treating  the  alcoholic,  and  it  is  the 
only  facility  with  a knowledgeable  person  available 
for  help  24  hours  a day,  seven  days  a week.  Above 
all,  it  is  free  and  thus  available  to  all. 

As  the  title  of  this  paper  implies,  we  pay  lip 
service  to  the  concept  that  alcoholism  is  a disease, 
but  it  is  doubtful  if  the  profession  or  the  public  at 
large  actually  accepts  this  concept  at  a basic  level. 
There  is  no  significant  disagreement  in  the  scien- 
tific community  that  alcohol  is  the  most  abused 
drug  in  the  United  States.  The  recently  released 
Shafer  Report  says  so  unmistakably.  A recent  Con- 
gressional Task  Force  reported  that1’  2 that  “thus 
far,  we  are  horrified  by  the  abuse  of  such  drugs  as 
hallucinogens,  narcotics,  and  stimulants  by  our 
youth,  but  we  pay  little  heed  to  the  most  abused 
drug  of  them  all,  alcohol.”  It  is  fairly  generally 
agreed  that  at  least  10  per  cent  of  all  social  drink- 
ers will  become  alcohol  abusers,  overusers,  alco- 
holic, or  whatever  term  we  wish  to  use.  As  has 
been  stated  so  many  times  before,  any  other  con- 
dition that  threatened  such  a significant  percentage 
of  our  population  would  be  looked  upon  as  a seri- 
ous epidemic,  and  all-out  measures  would  be  em- 
ployed to  attack  it  at  all  levels.  We  have  been  un- 
able to  do  this  with  the  alcohol  problem  because 
we  are  so  ambivalent  about  it.  We  can’t  really  de- 
cide whether  the  alcoholic  has  a mental  illness  that 
should  basically  be  treated  by  the  psychiatrist, 


whether  he  is  a hedonistic  neurotic  who  could  “stop 
it”  if  he  simply  had  more  backbone,  or  whether  he 
is  something  that  approaches  both  poles  and  filling 
out  the  middle  as  well.  The  discussion  seems  to 
get  tied  up  with  morality  versus  immorality,  wets 
versus  drys,  and  “a  general  tendency  to  view  alco- 
holism within  the  context  of  moral  transgression 
and  social  deviancy.” 

The  very  valuable  booklet  on  Drug  Abuse  Fa- 
cilities in  Rhode  Island  just  published  is  excellent 
and  needed,  but  it  applies  to  a patient  population 
considerably  less  than  the  37,000  in  trouble  “from 
the  most  abused  drug.”  These  37,000  persons  have 
a simple  choice;  they  have  only  the  following  fa- 
cilities to  call: 


AA  Tel. 

Cranston  Alcohol  Counselling 
Warwick  Alcohol  Counselling 
Newport  Alcohol  Counselling 
State  Division  on  Alcoholism 
Hope  Council  on  Alcoholism 
R.  I.  Group  Health  Association 


331-2047 

944-2524 

738-1760 

847-0146 

331-7400 

421-2027 

353-4700 


As  Doctor  Edward  Blacker,  Director  of  the  Mas- 
sachusetts Alcoholism  program,  stated:  “The  drug 
problem  is  peanuts  compared  to  the  alcohol  prob- 
lem here  in  Massachusetts  and  pretty  much  na- 
tionwide.”8 

IDENTIFICATION  OF  THE  ALCOHOLIC 

Much  of  the  problem  has  to  do  with  our  cultural 
inability  to  de-emphasize  alcohol  and  take  it  as  a 
matter  of  fact.  “The  fixation  upon  the  skid  row 
individual  as  the  model  of  an  alcoholic  person  has 
led  to  an  inappropriate  view  by  society  of  the  prob- 
lems of  alcohol  abuse  and  alcoholism  . . . largely 
to  protect  ourselves  against  our  own  confusion  and 
conflicts  about  our  own  abuse  of  alcohol,  we  have 
focused  on  these  unfortunate  individuals  in  an  at- 
tempt to  minimize  and  isolate  our  own  concerns.”2 
Actually  95  to  98  per  cent  of  our  alcoholics  are 
married,  have  families,  and  are  working.  As  long 
as  we  think  of  the  alcoholic  as  a skid  row  type, 
many  individuals  can  take  solace  in  the  fact  that 
“Oh,  of  course,  I occasionally  drink  too  much.” 
There  are  innumerable  definitions  of  alcoholism, 
but  there  are  two  basic  components.  The  first  is 
that  the  alcoholic  has  a compulsion  about  drinking 
in  that  he  is  seemingly  unable  to  stay  away  from 
alcohol  even  though  he  knows  its  hazards.  But 
above  all  he  is  unable  to  stop  once  he  has  started. 
The  other  component  comprises  difficulties  which 
the  individual  has  experienced  whether  in  the  per- 
sonal, social,  financial,  or  health  fields.  Identifying 
(Continued  on  Next  Page) 
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early  alcohol  related  problems  when  intervention  is 
most  likely  to  be  helpful  is  avoided  by  the  friends 
of  the  afflicted  individual.  They  are  obviously  not 
recognized  by  the  person  himself.  The  federal  pro- 
grams initiated  in  the  summer  of  1972  envision  try- 
ing to  locate  the  troubled  employee  regardless  of 
the  source  of  his  trouble  and  then  seeking  further 
to  determine  if  alcohol  may  be  the  cause  ( and  in 
some  70  per  cent  of  cases  it  is).  It  offers  on  a 
statistically  significant  base  an  improvement  rate 
of  approximately  80  per  cent.  To  facilitate  under- 
standing of  the  problem  the  American  College  of 
Physicians,  the  American  Medical  Association, 
and  the  National  Council  on  Alcoholism  published 
jointly  in  the  August  1972  issue  of  the  Journal  of 
the  AMA  a lengthy  definition  of  alcoholism.  This 
summation  should  be  read  by  all  interested  in  the 
subject. 

We  have  several  problems  in  Rhode  Island.  Pub- 
lic drunkenness  was  deleted  from  the  law  as  an 
offense  giving  rise  to  criminal  or  civil  penalties. 
Regrettably  the  new  law  became  effective  without 
the  facilities  or  funds  for  implementation.  Massa- 
chusetts, on  the  other  hand,  took  a rather  longer 
view  of  the  problem  and  made  its  law  effective  as 
of  July  1,  1973.  On  the  statistical  basis  that  there 
had  been  about  60,000  arrests  per  year  for  public 
drunkenness  in  [Massachusetts  out  of  an  alcoholic 
population  of  250,000-300,000,  it  was  estimated 
that  approximately  500  new  beds  would  be  needed. 
It  was  planned  to  establish  detoxification  units 
throughout  the  state  with  the  greater  concentration 
in  the  urban  areas,  particularly  Boston.  The  con- 
cept was  for  a number  of  relatively  small  (20  bed) 
detoxification  units  each  having  some  direct  rela- 
tionship to  a hospital  and  providing  for  a projected 
stay  of  5 days  or  less.  Twenty-five  such  units  are 
planned;  in  sparsely  settled  areas  of  the  state  they 
will  include  a relatively  larger  geographic  area. 
Thus  far  the  time  schedule  for  establishment  is 
working  out  satisfactorily  relative  to  the  target 
date  of  July  1,  1973. 

Alcohol  programs  have  never  experienced  the 
popularity  enjoyed  by  those  directed  to  other  crip- 
pling diseases.  Some  of  the  latter  disorders  with 
high  popular  appeal  but  very  low  incidence  attract 
a yearly  average  contribution  of  several  dollars  per 
victim,  while  alcohol  attracts  a mere  30?.  As  a 
matter  of  sad  reality  the  Rhode  Island  affiliate  of 
the  National  Council  on  Alcoholism,  the  Hope 
Council,  has  never  been  in  a sufficiently  robust 
state  of  fiscal  health  to  be  able  to  provide  a perma- 
nent full-time  staff  and  maintain  a consistent  pro- 


gram of  education  in  the  state.  It  was  not  until  the 
Hughes  Act  was  passed  by  Congress  that  funding 
of  any  significance  was  available,  but  with  the  re- 
cent cutback  in  all  federal  funding  many  of  the 
existing  programs  may  have  a very  limited  life 
expectance. 

NATURE  OF  THE  PROBLEM 

There  is  so  little  that  we  really  know  about  the 
problem  of  alcoholism.  Recent  research  has  shown 
for  instance  that  there  is  indeed  an  ethnic  differ- 
ence in  the  reactivity  to  alcohol.  Chinese  and  Ko- 
rean3 nationals  show  evidence  of  facial  flush  and 
gross  evidence  of  inebriation  at  a significantly 
lower  blood  alcohol  concentration  than  do  Occi- 
dentals. This  is  not  confined  to  adults  (and  is  pos- 
sibly predicated  on  a dietary  basis),  but  thus  also 
demonstrable  in  the  newborn  nursery.  Also,  it  has 
long  been  a legend  in  Western  Canada  that  Indians 
sobered  up  much  more  slowly  that  did  whites; 
studies3  have  now  shown  that  this  is  indeed  the 
case  and  that  the  rate  of  clearance  is  significantly 
slower,  thus  accounting  for  the  persistence  of  ineb- 
riation. There  has  long  been  interest  in  the  ques- 
tion of  inheritance  of  alcoholism.  Elsewhere  in  this 
issue  of  the  Journal  appears  a review  of  a sym- 
posium held  two  years  ago,  but  only  recently  pub- 
lished, on  the  controversy  over  Nature  versus  Nur- 
ture in  alcoholism.  A recent  review13  indicates  that 
where  one  of  a pair  of  twins  born  into  an  alcoholic 
family  was  taken  out  of  this  family  and  raised  in 
a nonalcoholic  family,  the  child  still  had  a fourfold 
increased  probability  of  becoming  an  alcoholic 
victim.  The  turbulent  family  life  of  the  child  re- 
maining in  the  alcoholic  home  only  adds  to  the 
probability. 

The  practicing  physician  finds  it  difficult  to  treat 
alcoholic  persons  because,  unless  he  has  had  a par- 
ticular interest  in  it,  medical  school  education  did 
not  help  him  much.  The  drunk  in  the  emergency 
room  was  a disaster.  Since  most  alcoholics  are  ac- 
complished manipulators  and  liars,  they  withhold 
the  true  nature  of  their  problem  from  the  physician 
and  complain  only  of  nervous  tension  for  which 
they  are  given  some  of  the  ‘‘minor  tranquilizers”  or 
barbituates.  Unfortunately,  it  only  leads  to  further 
exacerbation;  most  of  them  take  pills  as  they  take 
booze  — -a  bottle  a day.  They  then  become  de- 
pendent upon  the  pills  and  continue  the  alcohol 
as  well.  Alcohol,  as  has  been  shown  by  Stanley  Git- 
low,  is  a strange  substance  in  that  it  is  itself  an 
anxiety  producer.  Since  it  is  an  anesthetic  agent, 
constant  continued  use  will  help  to  allay  the  anxi- 
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ety  until  cessation,  when  the  individual  develops 
a severe  tremor,  possible  convulsions,  or  delirium 
tremens  if  not  treated.  It  is  agreed  that  most  alco- 
holics need  some  sedation  in  the  immediate  post- 
drinking period,  but  there  is  a growing  tendency 
to  limit  this  to  not  more  than  three  days,  by  which 
time  the  critical  period  will  have  passed.  There  is 
growing  question  about  the  effectiveness  of  detoxi- 
fication periods  of  only  two  or  three  days.  The  in- 
dividual who  has  been  drinking  heavily  is  still  so 
mentally  confused  for  days  that  no  reasonable 
therapeutic  approach  can  be  initiated  effectively. 
For  that  reason  many  treatment  centers  insist  on  an 
inpatient  stay  of  a minimum  of  at  least  two  weeks, 
sometimes  followed  by  daily  outpatient  care  for 
two  more  weeks.  One  of  the  prestigious  (and  ex- 
pensive) centers  in  Connecticut  insists  on  an  eight 
week  stay. 

MANIFESTATIONS 

It  has  been  facetiously  stated  that  the  alcoholic 
is  the  individual  who  drinks  more  than  we  do.  The 
current  vogue  in  the  popular  press  of  listing  some 
10  or  20  questions  as  guidelines  in  self  diagnosis  of 
alcoholism  is  misleading,  fallacious,  and  dangerous 
because  the  alcoholic  has  a selective  perception  of 
his  own  acts  and  in  addition  has  the  ‘‘blackout " 
phenomenon  by  which  he  truly  cannot  recall  much 
of  the  inappropriate  behavior  which  he  manifests. 
Blackouts  have  nothing  to  do  with  ‘‘passing  out." 
The  individual  may  make  surprisingly  good  sense 
and  even  to  a trained  observer  may  appear  some- 
what intoxicated  but  not  to  the  point  where  the 
next  day  he  will  be  unable  to  recall  what  he  did 
or  said  to  the  observer.  There  are  innumerable 
stories  of  highly  placed  responsible  executives  and 
officials  who  suddenly  find  themselves  with  used  air- 
line tickets  to  a distant  state  or  country  with  hotel 
bills  corresponding  to  the  duration  of  a trip  of 
which  they  have  no  recollection.  Less  exotic  but 
much  more  common  are  the  episodes  seen  com- 
monly with  alcoholics  in  which  they  will  have  total 
absence  of  recall  for  periods  of  one  to  several  hours 
of  the  day  or  night  before.  How  much  of  this  is 
state  dependent  learning,  how  much  is  wilfull  “for- 
getting’’ because  of  the  unacceptable  nature  of  the 
behavior,  and  how  much  a true  amnesia  is  hard  to 
sort  out. 

Regardless  of  the  etiology,  the  phenomenon  is 
too  well  documented  and  too  frequently  seen  to 
allow  it  to  be  neglected,  and  for  that  reason  some 
family  or  peer  confrontation  with  the  alcoholic 
must  be  sought.  This  is  particularly  emphasized 
by  Vernon  Johnson,  D.D.6  of  Minneapolis,  the 


founder  of  the  Johnson  Institute,  which  has  a very 
effective  training  program  for  counsellors  in  alco- 
hol programs.  Johnson  suggests  that  those  con- 
cerned about  the  alcoholic  meet  with  the  physician 
or  other  therapist  without  the  sick  person  present 
and  literally  write  down  each  of  the  things  that 
the  concerned  persons  have  personally  observed 
about  the  inappropriate  behavior.  It  is  important 
that  these  things  be  written  down  so  that  they  can 
be  clear  in  everyone's  mind  and  above  all,  that  the 
individual  does  not  in  the  stress  of  a later  confron- 
tation have  his  own  particular  block  in  trying  out 
some  of  these  somewhat  painful  stores.  Shortly 
after  this  meeting  the  therapist  along  with  those 
who  have  delineated  the  inappropriate  behavior, 
then  meet  with  the  sick  person  and  as  Kellerman 
has  said,  try  to  stop  this  “Merry  Go  Round  Called 
Denial’’  or  the  “carrousel  of  carousal.’’  Whether  it 
be  a business  or  professional  associate,  a parent, 
a wife,  or  a child,  these  sessions  are  painful.  They 
are  done  in  a spirit  of  love  and  concern  — not  with 
hostility.  They  are,  however,  imperative  if  one  is 
to  interrupt  the  problem  before  more  serious  diffi- 
culties will  arise,  whether  these  be  matters  of 
health,  family  relationships,  or  legal  problems. 

Many  members  of  the  fellowship  of  Alcoholics 
Anonymous  feel  that  the  medical  profession  is  re- 
miss when  it  encourages  an  alcoholic  to  “drink 
moderately.’’  Although  physicians  whose  clinical 
expertise  I trust  feel  that  the  concept  of  “once  an 
alcoholic,  always  an  alcoholic”  is  largely  a matter 
of  fulfilling  expectations,  in  all  fairness  to  Alcohoics 
Anonymous  it  must  be  said  that  there  is  no  docu- 
mented study  that  shows  the  successful  resumption 
of  “social  drinking’’  on  the  part  of  an  alcoholic 
person,  except  in  rare  instances.  Several  years  ago 
Davies  9’ 11  was  able  to  find  seven  individuals  in  a 
large  practice.  However,  until  a statistically  sig- 
nificant sample  of  alcoholics  drinking  socially  has 
been  documented,  there  would  seem  to  be  consider- 
abel  risk  in  assuring  the  dry  alcoholic,  however 
many  years  of  sobriety  have  elapsed,  that  those 
days  of  alcohol  problems  are  past  and  that  he  now 
can  safely  drink  “socially”  like  anyone  else. 

CONCLUSION 

The  AMA,  the  American  Psychiatric  Association, 
the  National  Council  on  Alcoholism,  and  the  Amer- 
ican Hospital  Association  agree  that  alcoholism  is 
a disease.  It  is  not  readily  apparent  that  the  con- 
cept has  strong  support  in  health  care  delivery 
systems  in  Rhode  Island  in  either  the  public  or 
the  private  sector. 

(Concluded  on  Page  168) 
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Alcohol  and  Traffic  Safety 


Measures  Required  to  Awaken  Apathetic 
Public  to  the  Critical  Problem 


By  Laurence  A.  Senseman,  M.D. 


The  problem  of  alcohol  and  traffic  accidents  is 
a difficult  one  in  many  respects.  Much  has  been 
written  about  the  subject,  and  research  has  been 
in  progress  for  years  to  determine  the  relationship. 
There  is  a considerable  body  of  statistical  material 
in  the  medical  literature,  and  the  press  devotes 
much  space  to  discussions  of  traffic  accidents.  Radio 
and  television  picture  the  carnage,  especially  during 
holiday  periods. 

State  legislatures  and  the  Congress  have  studied, 
proposed,  and  legislated  on  the  subject  but  with 
little  effect  on  the  incidence  of  traffic  accidents.  The 
liquor  industry  lavishly  advertizes  its  deadly  pro- 
ducts and  lobbies  vigorously  against  any  and  all 
legal  restrictions. 

In  short,  while  there  is  much  discussion  of  the 
subject,  very  little  is  being  accomplished  towards 
stopping  one  of  the  leading  causes  of  death  in  our 
nation — highway  accidents  associated  with  alcohol. 

It  has  been  pointed  out1  that,  while  the  drunken 
driving  toll  increases,  the  states  by  implication 
condone  driving  after  drinking  by  permitting  drink- 
ing establishments  to  be  located  along  highways 
where  there  is  no  public  transportation.  Driving 

LAURENCE  A.  SENSEMAN,  M.D.,  of  Glendale, 
California,  former  chairman  of  the  Mental  Health 
Committee  of  The  Rhode  Island  Medical  Society, 
current  Medical  Director,  Mental  Health  Unit, 
Glendale  Adventist  Hospital,  Glendale,  California. 


after  drinking  has  become  our  accepted  social  cus- 
tom. At  least  one  car  in  100  is  driven  by  a driver 
who  has  had  too  much  to  drink  — 20,000  cases  a 
day,  7 million  drunken  drivers  a year. 

SCANDINAVIAN  EXPERIENCE 

As  long  as  the  intoxicated  driver  is  socially  ac- 
ceptable, perhaps  even  amusing,  no  progress  will 
be  made.  The  experience  of  the  Scandinavian 
countries  is  both  significant  and  relevant.  In  just 
two  decades  of  tough  laws  and  strict  law  enforce- 
ment drunken  driving  has  become  social  anathema. 
It  now  carries  such  a stigma  as  to  involve  social 
and  even  economic  obloquy  including  loss  of  em- 
ployment and  a feeling  of  disgrace  in  the  affected 
families.  These  policies  have  reduced  drunken 
driving  by  almost  two-thirds  in  just  20  years. 

UNITED  STATES  EXPERIENCE 

The  use  of  alcohol  by  drivers  and  pedestrians 
leads  to  some  25,000  deaths  and  a total  of  80,000 
crashes  in  the  United  States  every  year.2  This 
carnage  can  be  prevented  by  designing  and  building 
safer  cars,  improving  traffic  control  and  highways, 
and  better  policing,  but  even  more  successfully 
through  effective  laws  that  eliminate  drunken 
drivers  from  the  highways. 

American  car  buyers  in  the  two  year  period 
1967-1968  were  compelled  to  spend  over  one 


158 


Rhode  Island  Medical  Journal 


billion  dollars  for  safety  devices  for  their  cars,  but 
in  the  same  period  did  little  about  the  number  one 
cause  of  highway  deaths  and  injuries — alcohol.3 

In  a study  in  Suffolk  County  in  New  York  State 
significant  levels  of  alcohol  were  found  in  some 
70  per  cent  of  fatally  injured  drivers  20  to  50 
years  of  age  and  in  25  per  cent  of  older  drivers.4 

GREAT  BRITIAN 

As  a result  of  the  use  of  the  breathalyzer  and 
new  legislation  to  reduce  drunken  driving  in  Great 
Britain,  traffic  accidents  and  fatalities  have  declined 
sharply  in  some  areas.  A 10  per  cent  decline  in  the 
incidence  of  accidents  in  London  occurred  during 
the  first  six  months  of  the  tests.5  There  were  42 
per  cent  fewer  accidents  during  the  hours  from  10 
p.m.  and  1 a.m.  Six  other  major  British  cities 
showed  a decline  of  69  per  cent  in  the  accident 
rate.  The  law  requires  a roadside  breathing  test. 
If  this  proves  positive,  a blood  and  urine  test  for 
alcohol  is  mandatory  at  the  police  station.  The 
program  was  publicized  with  an  $840,000  news- 
paper, television,  and  radio  campaign,  using  the 
slogan  “Now  you  cannot  really  ask  a driver  to  have 
another  drink.” 

AMA  POLICY 

According  to  Doctor  Horace  E.  Campbell,  a past 
vice  chairman  of  the  AMA  Committee  on  the  Medi- 
cal Aspects  of  Auto  Injuries  and  Deaths,  the 
deleterious  effect  of  even  small  quantities  of  alcohol 
on  the  driving  process  is  clear  and  unequivocal.  He 
believes  that  even  the  most  conservative  conclusion 
that  can  be  drawn  from  available  data  would  be  to 
the  effect  that  more  than  half  of  all  fatal  crashes 
involve  alcohol  as  a causative  factor.  Not  only,  he 
believes,  is  alcohol  the  largest  single  factor  in  traffic 
fatalities,  but  also  it  exceeds  all  other  factors  put 
together.  Further,  there  is  an  unduly  tolerant  atti- 
tude as  to  how  much  alcohol  it  takes  to  impair  a 
driver’s  handling  of  his  automobile.  Evidence  in- 
dicates that  as  little  as  0.05  per  cent  of  alcohol 
in  the  serum  can  produce  some  impairment  in  a 
driver’s  judgment  and  physical  control. 

Campbell  recommends  the  following: 

1.  Laws  forbiding  persons  from  driving  with  a 
blood  serum  alcohol  concentration  of  more 
than  0.03  per  cent. 

2.  Laws  requiring  suspected  drivers  to  submit  to 
chemical  tests  to  determine  blood  alcohol 
levels. 

3.  Laws  protecting  doctors  and  technicians  from 
damage  suits  in  obtaining  this  evidence. 


4.  Special  laws  to  deal  with  the  chronic  alcoholic 
who  continues  to  drive  when  drunk. 

He  believes  that  most  of  all  we  must  establish 
a climate  of  public  opinion  which  is  favorable  to  the 
enactment  of  such  laws  and  insists  upon  impartial 
enforcement. 

In  1967,  the  writer  was  appointed  by  the  Gover- 
nor of  Rhode  Island  to  a panel  of  Medical  Con- 
sultants to  the  State  Registry  of  Motor  Vehicles. 
This  was  a most  interesting  experience.  It  was  the 
consultants’  duty  to  advise  the  Registrar  as  to  the 
-aisDOsition  of  certain  cases  where  the  automobile 
drivers’  licenses  had  been  revoked.  While  Rhode 
island  is  the  smallest  state,  it  has  the  third  highest 
rare  of  alocholism. 

The  Rhode  Island  legislature  had  passed  an 
“implied  consent”  law  in  1967.  In  1968  two  hun- 
dred and  ninety-five  drivers  who  refused  to  take  the 
breathing  test  received  automatic  six  month  sus- 
pensions of  their  drivers’  licenses.  In  addition  394 
drivers  convicted  of  driving  under  the  influence  of 
alcohol  had  their  licenses  revoked  for  one  year. 

In  Rhode  Island  in  1968  there  were  22,269 
automobile  accidents  which  resulted  in  14,565 
persons  being  injured  and  142  killed.  Sixty-five 
per  cent  of  the  fatal  accidents  that  year  involved 
alcohol.  Twenty-one  per  cent  of  the  drivers  were 
under  21  years  of  age;  45  per  cent  21  to  25;  and 
26  per  cent  over  31.  Between  the  years  1960  and 
1966,  780  persons  were  killed  and  approximately 
110,000  injured  in  some  155,000  accidents.* 

Doctor  Marvin  L.  Selzer7  reported  his  study  of 
traffic  accidents  and  alcohol  before  the  American 
Psychiatric  Association.  He  stressed  the  fact  that 
most  intoxicated  drivers  involved  in  grave  traffic 
accidents  were  chronic  alcoholics.  Many  had  had  a 
long  history  of  serious  psychopathology  “which 
may  have  contributed  to  their  accident  suscepti- 
bility.” Fifty-two  per  cent  were  paranoid,  28  per 
cent  violent,  28  per  cent  depressed,  and  14  per  cent 
suicidal.  Selzer  has  concluded  from  his  study  that 
“Arrests  and  penalties  for  drunk  driving  or  drunk 
and  disorderly  offenses  do  not  protect  the  driving 
public.”  He  continues:  “Suspending  or  revoking 
the  driver’s  license  is  also  a dubious  gesture.  Five 
of  the  72  drivers  were  driving  without  a license  at 
the  time  they  caused  the  fatality,  because  their 
license  had  been  previously  revoked.  Nor  does 
lack  of  a license  prevent  a driver  from  purchasing 
a car.” 

RECOMMENDATIONS 

The  following  measures  are  recommended: 

(Concluded  on  Page  167) 
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Alcoholism  is  a Multisystem  Disease  and 
May  Masquerade  as  Medical  or  Emotion- 
al Disorder 


By  Xathan  Sonkin,  M.D. 


Alcoholism  is  a ubiquitous  disease  in  our  society. 
The  cost  of  alcoholism  to  the  economy  and  dis- 
ruption of  family  life  is  enormous.  It  is  a stagger- 
ing problem  in  both  personal  and  public  health  and 
to  group  life  from  a sociological  standpoint.  It  is 
by  far  the  most  common  toxic  drug  in  our  culture 
and  overshadows  other  drug  abuses  in  its  incidence 
despite  a youth  culture  which  has  taken  mind 
distorting  drugs  and  narcotics  as  a way  of  life. 

Alcoholics  are  found  in  all  strata  of  our  society, 
The  prevalence  of  the  disease  cannot  be  accurately 
estimated  although  it  is  probably  among  the  most 
common  illnesses  in  the  United  States.  Statistics 
of  its  incidence  are  unreliable,  as  many  alcoholics 
are  hidden  by  the  privacy  of  their  families,  by 
their  doctors,  and  by  their  own  seclusiveness ; many 
alcoholics  are  reluctant  to  admit  their  problem. 
Osier  once  stated  that  to  know  syphilis  was  to 
know  all  of  medicine.  The  same  statement  would 
also  apply  equally  as  well  to  alcoholism  and  is 
more  relevant  today. 

NATHAN  SONKIN,  M.D.,  of  Pawtucket,  R.I., 
Physician  at  the  Memorial  Hospital,  Pawtucket, 
R.  /.,  and  Associate  Physician  at  The  Miriam 
Hospital,  Providence,  R.  /. 


The  purpose  of  this  paper  is  to  alert  the  physi- 
cian to  the  more  esoteric  clinical  manifestations  of 
chronic  alcoholism.  Unfortunately,  the  doctor  may 
not  be  aware  of  the  illness  and  it  is  his  professional 
obligation  to  uncover  the  camoflage!  the  exposure 
can  then  result  in  proper  diagnosis  and  treatment. 
The  advanced  pathological  states  resulting  from  al- 
coholism such  as  cirrhosis,  chronic  pancreatitis, 
esophagitis,  esophageal  varices,  peripheral  neuro- 
pathy, gastritis,  chronic  brain  syndrome,  alcoholic 
myocardiopathy,  Korsakoff's  syndrome  with  con- 
fabulation, hepto-renal  syndrome,  and  Wernicke’s 
encephalopathy  are  usually  recognized.  However, 
many  other  manifestations  of  alcoholism  are  less 
overt  and  less  obvious.  In  its  advanced  state  the 
adverse  effects  of  alcoholism  involve  practically 
all  major  organ  systems  of  the  body. 

Suspicion  is  a prerequisite  to  diagnosis  of  the 
hidden  alcoholic.  Denial  of  alcoholic  intake  in  both 
frequency  and  amount  is  very  common.  Alcoholism 
often  wears  a mask;  it  masquerades  in  the  guise  of 
other  illnesses  at  times.  It  may  mimic  many  di- 
seases and  augment  the  morbidity  of  many  major 
illnesses.  The  facade  of  alcoholism  in  organic  di- 
seases constantly  tests  the  clinician’s  diagnostic 
acumen. 
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Several  factors  have  to  be  considered  in  uncover- 
ing the  hidden  alcoholic.  Credibility  of  the  patient 
as  to  his  truthfulness  is  suspect.  Denial  of  alcoholic 
intake  is  so  common  that  it  may  be  considered  the 
norm.  When  an  illness  resists  the  usual  effective 
modalities  of  treatment,  suspect  alcoholism.  If  the 
diagnosis  eludes  the  physician,  consider  alcoholism 
in  the  differential  diagnosis.  In  some  ways  the 
elusive  alcoholic  is  analogous  to  the  depressive  neu- 
rotic, probably  due  to  the  fact  that  alcoholism  is 
often  an  external  manifestation  of  the  depressive 
state.  It  may  also  be  a sign  of  or  concomitant  with 
other  complex  psychiatric  disorders  such  as  inade- 
quate personality,  anxiety  reaction,  schizophrenic 
reaction  and  drug  addiction  or  habituation.  Chronic 
alcoholism  should  be  considered  as  a major  disease 
category  because  of  the  multisystem  involvement 
and  its  extensive  physiological  and  psychological 
ramifications.  It  leaves  an  adverse  lasting  patho- 
logical imprint  on  both  the  psyche  and  metabolic 
state  of  the  person  it  affects.  The  longevity  of  the 
chnonic  alcoholic  is  thus  decreased  by  several  years. 

A brief  review  of  the  pathology  and  clinical  man- 
ifestations in  various  organ  systems  will  follow.  The 
list  will  be  far  from  complete  but  it  will  illustrate 
the  extensive  inroads  of  alcoholism  on  the  body  and 
the  mind.  A brief  discussion  of  the  sociological 
implications  will  also  be  included: 

1.  Central  Nervous  System:  Chronic  brain  Syn- 
drome, delerium  tremens,  Korsakoff’s  psycho- 
sis, Wernicke’s  psychosis,  acute  confusional 
states  and  toxic  encephalopathy. 

2.  Peripheral  Nervous  System:  The  neuropathy 
usually  involves  the  lower  extremities  but  may 
involve  the  upper  extermities  as  well. 

3.  Musculo-skeletal  System:  Generalized  motor 
weakness  of  the  voluntary  muscles  may  occur 
in  association  with  the  peripheral  neuritides. 
This  may  also  be  associated  with  atrophy  of 
the  striated  muscles.  In  addition,  the  alcoholic 
is  subject  to  accidents  with  resultant  contu- 
sions, abrasions,  lacerations  and  fractures. 

4.  Cardiovascular  System:  Myocardiopathy  with 
congestive  heart  failure  occurs.  There  is  also 
an  increase  in  the  susceptibility  to  the  develop- 
ment of  varicose  veins  and  hemorrhoids. 

5.  Gastro-intestinal  System:  Cirrhosis  of  the 
liver,  gastritis,  esophagitis,  esophageal  varices 
with  bleeding,  ulcer  diathesis,  bleeding  peptic 
ulcer,  enterocolitis  and  pancreatitis  are  not 
uncommon. 

6.  Pulmonary  System:  There  is  an  increase  in 
the  susceptibility  to  pneumonia  and  lung  ab- 


scesses. The  pneumonitis  may  be  highly  resis- 
tant to  the  more  common  antibiotics.  Alcohol- 
ism is  frequently  associated  with  heavy  cigar- 
ette smoking  and  this  leads  to  an  increased  in- 
cidence of  chronic  bronchitis  and  obstructive 
lung  disease. 

7.  Integument:  Increase  of  incidence  of  spider 
angiomata,  vasomotor-trophic  changes  such  as 
decrease  of  body  hair  and  erythema  of  the 
palms.  Pellagara  may  occur  as  a result  of 
vitamin  B deficiency. 

8.  Metabolic  Diseases:  Starvation  and  anorexia 
cause  extensive  impairment  of  nutrition. 

9.  Genito-urinary  System:  The  decompensated 
cirrhotic  of  the  unfortunate  individual  with 
bleeding  esophageal  varices  may  have  severe 
electrolyte  disturbances. 

10.  Mental  Status:  Many  psychological  distur- 
bances occur,  either  by  themselves,  or  con- 
comitant with  neurosis  or  psychosis.  These 
include  acute  confusional  states,  disturbance 
of  consciousness,  syncopal  episodes,  convulsive 
seizure  disorders,  depressive  neuroses,  anxiety 
reactions,  personality  inadequacies  and  schizo- 
phrenic reactions. 

11.  Social  Implications:  Alcoholism  disrupts  the 
family,  economic  security  and  occupations  of 
its  victims.  It  is  an  addictive  drug,  and  the 
alcoholic  becomes  tolerant  to  alcohol  from  a 
pharmacologic  standpoint.  It  involves  all 
social  classes.  It  causes  innumerable  personal 
and  family  crises.  Certain  ethnic  groups  ap- 
pear to  be  more  prone  to  alcoholism.  Certain 
occupations  such  as  the  competitive,  hard- 
driving  executives,  painters,  bartenders,  and 
military  personnel  are  more  vulnerable  to 
alcoholism.  In  addition,  the  incidence  among 
females  has  been  increasing  during  the  past 
two  decades.  Alcoholism  appears  to  be  conta- 
gious in  the  family  unit.  The  children  of 
alcoholic  parents  are  more  likely  to  follow  the 
alcoholic  pattern.  There  is  often  an  inability 
among  alcoholics  to  handle  conflicts  and  prob- 
lems. A self-destructive  force  in  alcoholics  is 
sometimes  apparent. 

Brief  summaries  of  several  cases  will  illustrate 
both  treatment  failures  and  missed  diagnoses  in  the 
early  aspects  of  these  patient’s  care  before  the 
alcoholic  background  became  known  to  the  author, 
either  through  persistent  questioning,  or  by  admis- 
sion of  family,  or  neighbors  or  friends  of  the  pa- 
tient. Alcoholism  in  its  disguises  simulates  and 
(Continued  on  Next  Page) 
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produces  disease  states.  This  will  also  be  shown 
in  these  resumes. 

CASE  REPORTS 

Case  No.  1.  Peripheral  neuritis  manifested  by 
burning  ( paresthesia ) oj  the  soles  of  the  feet  due 
to  alcoholism.  A 62 -year-old  male  complained  of 
burning  of  the  soles  of  his  feet  for  many  months. 
His  physical  examination  was  normal.  Chest  x-ray 
examination,  electrocardiogram,  fasting  blood  sugar, 
and  glucose  tolerance  tests  were  all  normal.  Subse- 
quently he  admitted  to  drinking  large  amounts  of 
alcohol  for  many  years. 

Case  No.  2.  Bronchial  asthma  which  became 
resistant  to  previous  effective  therapy  because  of 
chronic  alcoholism.  A 2 9-year -old  man  had  recurr- 
ent severe  episodes  of  bronchial  asthma  despite  in- 
tensive treatment  which  had  been  effective  for  the 
previous  six  months.  His  wife  eventually  disclosed 
that  his  excessive  periodic  alcoholic  bouts  caused 
the  severe  attacks  of  asthma.  He  denied  this  vehe- 
mently and  was  adamant  in  refusal  of  psychiatric 
help.  His  treatment  failed  because  of  associated 
alcoholism. 

Case  No.  3,  Recurrent  acute  episodes  of  hysteria 
associated  with  spurious  gastric  hemorrhage  due  to 
alcoholism.  A 62-year-old  female  had  recurrent  in- 
termitten episodes  of  weeping,  loss  of  balance, 
dermatitis  of  the  face,  nausea,  and  severe  abdominal 
pains  with  complaints  of  gross  vomiting  of  blood. 
The  physical  examination  was  normal  except  for 
a seborrheic  dermatitis  of  the  facial  area.  An  upper 
gastro-intestinal  x-ray  series  was  normal.  Alcoholic 
intake  was  denied.  The  treatment  consisted  of  an 
occasional  parenteral  administration  of  a tranquil- 
izer during  the  acute  hysterical  episodes  which  usu- 
ally relieved  all  symptoms  within  minutes.  Several 
months  later,  her  husband  disclosed  that  his  wife's 
attacks  were  always  preceded  by  excessive  drinking. 

Case  No.  4.  Syncope  due  to  alcoholism.  A 52- 
year-old  man  complained  of  repeated  episodes  of 
dizziness  followed  by  fainting.  The  physical  exam- 
ination revealed  some  liver  enlargement.  He  initially 
denied  the  intake  of  intoxicating  beverages,  but 
later  admitted  to  the  consumption  of  numerous 
quarts  of  beer  on  a daily  basis  for  several  years. 

Case  No.  5.  Exacerbation  of  chronic  obtsructive 
lung  disease  and  cor  pulmonale  due  to  alcoholism. 
A 61 -year-old  male  was  initially  treated  intensively 
for  his  chronic  lung  and  heart  disease  with  excellent 
symptomatic  relief.  Subsequently  the  treatment 
failed  to  relieve  his  breathlessness.  After  prolonged 
questioning,  he  finally  admitted  that  he  only  took 


his  medication  on  a sporadic  basis  because  of 
drinking  sprees. 

Case  No.  6.  Exacerbation  of  chronic  bronchitis 
and  emphysema  due  to  alcoholism.  A 64-year-old 
complained  of  a chronic  productive  cough,  general- 
ized weakness,  weight  loss,  and  dyspnea  on  exertion. 
He  was  treated  with  expectorants,  broncho-dilators, 
and  intermittent  broad  spectrum  antibiotics  without 
satisfactory  relief.  He  admitted  later  that  he  failed 
to  take  his  medication  regularly  because  of  drink- 
ing. 

Case  No.  7.  Exacerbation  of  convulsive  seizures 
in  grand  mal  epilepsy  due  to  intermittent  alcoholic 
bouts.  A 32-year-old  man  was  free  of  convulsive 
seizures  for  four  years.  Suddenly  he  began  to  have 
several  seizures  each  week.  He  at  first  denied  any 
failure  to  take  the  anticonvulsant  medication  which 
had  previously  kept  him  free  of  attacks.  Later  he 
admitted  to  recent  heavy  drinking  and  carelessness 
in  taking  his  medication  on  a regular  basis, 

Case  No.  8.  An  accident-prone  female  had  numer- 
ous fractures,  body  contusions,  and  abrasions  due 
to  frequent  intoxication.  A 39-year-old  woman  was 
constantly  falling  and  sustaining  numerous  con- 
tusions, abrasions,  and  multiple  fractures.  During 
a three  year  period  she  suffered  multiple  rib  frac- 
tures, a lumbar  vertebral  compression  fracture, 
fracture  of  the  nasal  bones,  and  fracture  of  the 
mandible.  Although,  she  persisted  in  denying  drink- 
ing, she  had  a reputation  among  her  neighbors  of 
being  a chronic  alcoholic. 

Case  No.  9.  Simulation  of  coronary  insufficiency 
in  an  alcoholic.  A 46-vear-old  man  complained  of  a 
crushing  substernal  chest  pain  which  radiated  to 
the  left  shoulder  and  was  brought  on  by  exertion. 
Physical  examination  was  normal.  The  electrocar- 
diograms were  normal  both  at  rest  and  after  exer- 
cise. Treatment  with  nitroglycerin,  tranquilizers, 
and  other  coronary  vasodilators  were  ineffective. 
After  six  months  of  frustrated  therapy  the  poor 
results  were  explained  by  his  wife.  She  telephoned 
and  said  that  the  chest  pains  occurred  only  after 
heavy  drinking  bouts  and  not  after  physical  exer- 
tion. There  was  no  chest  pain  at  any  other  time. 

Case  No.  10.  The  association  of  cerebral  concus- 
sion and  alcoholism.  A 69-year-old  woman  com- 
plained of  recurrent  episodes  of  syncope  and  severe 
headaches  subsequent  to  a fall  with  a momentary 
loss  of  consciousness  six  months  previously.  Physical 
examination  was  negative.  Cerebral  ischemia  was 
considered  as  a diagnosis  initially.  An  echoence- 
phalogram,  brain  scan,  skull  x-ray  and  electro- 
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cardiogram  were  all  normal.  At  a later  date  here 
husband  disclosed  that  the  patient  drank  regularly 
and  fell  down  frequently. 

Case  No.  11.  Polyneuritis  and  alcoholism.  A 50- 
year-old  man  complained  of  weakness  of  all  ex- 
tremities for  about  a year.  Examination  revealed 
impairment  of  muscle  strength  and  muscle  wasting 
in  the  four  extermities.  A toxic  neuropathy  was 
suspected.  At  first  alcoholism  was  denied,  but  later 
patient  admitted  to  being  an  habitual  drinker. 

Case  No.  12.  Malnutrition  causing  cachexia  sim- 
ulating a malignancy  due  to  alcoholism.  A 60-year- 
old  female  who  weighed  seventy  pounds  com- 
plained of  anorexia  and  a forty  pound  weight  loss 
over  a year.  The  physical  examination  revealed 
marked  generalized  body  wasting  giving  an  appear- 
ance of  cachexia.  The  liver  was  not  palpable.  Sev- 
eral liver  function  tests  were  all  normal.  An  occult 
malignancy  was  suspected  at  first.  Later  her  hus- 
band disclosed  the  facts  of  her  excessive  drinking 
with  loss  of  appetite.  The  patient  denied  alcoholism 
vigorously  at  first  and  then  finally  admitted  it. 

Case  No.  13.  Paroxysmal  atrial  tachycardia  pre- 
cipitated by  alcohol.  A 44-year-old  man  complained 
of  recurrent  sudden  onsets  of  chest  suffocation, 
shortness  of  breath,  and  palpitation  with  a rapid 
heart  beat.  Physical  examination  and  initial  electro- 
cardiogram were  normal.  A repeat  electrocardiogram 
revealed  paroxysmal  atrial  tachycardia.  Later  his 
wife  disclosed  that  the  attacks  invariably  followed 
a drinking  spree. 

Case  No.  14.  Lower  leg  edema  associated  with 
cirrhosis  of  the  liver  and  varicose  veins.  A 54-year- 
old  male  complained  of  swelling  of  his  lower  legs 
for  several  months.  He  acknowledged  his  chronic 
alcoholism.  Examination  revealed  extensive  vari- 
cosities of  both  the  greater  and  lesser  saphenous 
veins  in  both  legs.  The  liver  was  palpable  two 
fingers  breadths  below  the  right  costal  margin. 
Alkaline  phosphatase  was  elevated,  but  several 
other  liver  function  tests  were  normal.  The  edema 
subsided  completely  with  abstinence  of  drinking 
during  a two  year  period. 

Case  No.  15.  Gout  diagnosed  via  alcoholism.  A 
66-year-old  male  complained  of  arthralgia  brought 
on  by  drinking  whiskey.  A blood  uric  acid  deter- 
mination was  markedly  elevated.  The  multiple 
joint  pains  subsided  with  treatment  by  uricosuric 
agents. 

Case  No.  16.  Syncope  and  gastroenteritis  asso- 
ciated with  alcoholism.  A 56-year-old  man  was 
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brought  to  the  hospital  because  of  a sudden  col- 
lapse with  loss  of  consciousness.  A few  hours  later 
he  became  nauseated,  vomited,  and  had  severe 
diarrhea.  No  diagnosis  could  be  made  despite  a 
complete  medical  and  laboratory  evaluation.  Alco- 
holism was  denied  at  first.  Several  months  later 
he  admitted  that  he  was  an  habitual  drinker. 

Case  No.  17.  Chronic  fatigue  associated  with 
chronic  alcoholism.  A 60-year-old  man  complained 
of  constant  fatigue;  he  had  no  other  complaints. 
Physical  examination  and  liver  function  tests  were 
normal.  Alcoholism  was  vehemently  denied.  Sub- 
sequently his  wife  disclosed  that  he  had  been  an 
alcoholic  for  many  years. 

Case  No.  18.  / m potency  and  alcoholism.  A 30- 
year-old  man  complained  of  impotence  for  several 
months.  He  admitted  to  heavy  alcoholic  consum- 
ption for  several  years.  The  cessation  of  drinking 
subsequently  relieved  his  sexual  inadequacy. 

Case  No.  19.  Hyperventilation  and  alcoholism.  A 
63 -year-old  woman  complained  of  dyspnea,  chest 
pain,  abdominal  cramps,  and  “blackout’’  spells. 
Physical  examination  was  unremarkable.  Electro- 
cardiogram, chest  x-ray  examination,  barium  enema, 
gastro-intestinal  series,  and  gallbladder  x-ray  studies 
were  normal.  During  the  course  of  her  treatment, 
examinations  revealed  hyperventilation  episodes 
which  responded  to  tranquilizers.  She  subsequently 
acknowledged  that  the  hyperventilation  and  syn- 
cope usually  followed  excessive  drinking. 

SUMMARY 

The  denial  of  alcoholism  does  not  indicate  ab- 
stinence. Even  with  acknowledgement  of  alcoholism 
by  the  patient  he  will  usually  minimize  its  effects. 
It  is  a widespread  disease  which  may  masquerade 
in  many  guises  as  various  medical  conditions.  If 
the  results  of  the  clinical  evaluation  and  laboratory 
investigation  do  not  reveal  the  diagnosis,  suspect 
alcoholism.  If  response  to  usually  effective  treat- 
ment is  poor,  consider  alcoholism  in  the  differential 
diagnosis.  Think  of  alcoholism  if  a syndrome  eludes 
diagnosis  or  resists  treatment. 

Alcoholism  is  a multisystem  disease  and  may  be 
a manifestation  of  various  emotional  disorders  such 
as  depression,  psychosis,  sexual  aberration,  inade- 
quacy, or  personal  disorder.  Alcoholics  are  reluc- 
tant to  admit  to  their  illness  and  are  often  difficult 
to  recognize. 

Nathan  Sonkin,  M.D. 

353  Armistice  Blvd.,  Pawtucket,  R.  I.  02861 
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Editorial 


TEN  NEW  MEDICAL  SCHOOLS 


In  the  January  1973  Issue  of  this  JOURNAL 
Doctor  Pierre  M.  Galletti,  Vice  President  of  Brown 
University  for  Biology  and  Medicine,  and  the 
ranking  officer  in  the  Brown  Medical  degree  pro- 
gram, reviewed  the  recently  published  book  Case 
Histories  of  Ten  New  Medical  Schools  edited  by 
Vernon  W.  Lippard,  former  dean  of  the  Yale  Medi- 
cal School,  and  Elizabeth  Purcell  of  the  Josiah 
Macy,  Jr.  Foundation,  publishers  of  the  volume. 
The  ten  authors  are  all  prominently  connected  with 
the  schools  they  describe,  such  as  Glidden  L.  Brooks 
(Medical  College  of  Toledo  in  Ohio),  known  to 
Rhode  Islanders  because  of  his  pioneering  work  at 
Brown,  Merlin  Duval  (University  of  Arizona), 
familiar  to  all  for  his  period  of  national  service  in 
the  Department  of  HEW,  and  the  late  George 
James,  a potent  force  in  the  development  of  the 
Mount  Sinai  School  of  Medicine. 

In  reviewing  the  book,  Doctor  Galletti  stated: 
“This  volume  is  fascinating  reading  for  those  con- 
cerned with  the  education  of  physicians,  and  the 
balance  of  health  care  delivery  in  the  years  to  come. 
It  relates  a chapter  of  our  local  history  ...  in  the 
framework  of  similar  developments  in  other  com- 
munities.” He  added:  “For  better  or  worse,  the 
problems  are  pretty  much  the  same  everywhere.” 

He  did  not  point  out  that  the  excellent  51  page 
chapter  on  Brown  University  was  written  by  him- 
self. Much  of  this  well  organized  history  of  the 
Division  of  Biological  and  Medical  Sciences  and 
the  recent  decision  to  institute  an  M.D.  degree  pro- 
gram are  well  known  to  local  readers.  A number  of 
his  observations  are  interesting.  He  has  found  that 
in  spite  of  prejudice  in  academic  circles  against  the 


so-called  “anti-intellectual  climate  of  the  commu- 
nity hospital,”  it  was  possible  to  utilize  these  valu- 
able resources  in  Rhode  Island  without  sacrificing 
the  scholarly  aspects  of  medicine.  He  noted  the 
commitment  of  the  State  of  Rhode  Island  to  medi- 
cal education  at  Brown  in  order  to  make  up  for  the 
normal  attrition  of  50  physicians  a year  lost  through 
natural  process  and  as  part  of  a broader  undertak- 
ing “for  the  coordination  and  guidance  of  all  edu- 
cational and  clinical  programs  in  the  health  sci- 
ences.” He  also  hoped  that  the  new  program  would 
help  alleviate  the  great  dependence  of  the  state  in 
recent  years  on  foreign  medical  graduates.  He  stated 
further  that  the  experience  “thus  far  demon- 
strates that  it  is  possible  to  operate  a medical  pro- 
gram as  part  of  an  undergraduate  college  and  a 
graduate  school,”  and  that  “the  clinical  content  of 
medical  education  can  be  provided  without  a uni- 
versity hospital  in  the  traditional  sense  and  that  a 
medical  college  does  not  have  to  own  and  operate 
a hospital  in  order  to  obtain  control  of  the  aca- 
demic and  teaching  aspects  of  its  operation.” 

Doctor  Galletti  remarked  on  the  early  interest 
of  the  Rhode  Island  Medical  Society  in  the  estab- 
lishment of  a medical  school  of  the  highest  quality. 
This  interest  is  currently  manifest  in  a permanent 
liaison  committee  representing  the  Medical  Society 
and  Brown  University,  and  the  regular  contribu- 
tions to  the  pages  of  this  Journal  by  members  of 
the  Medical  School  administration. 

We  certainly  look  forward  to  a continued  cordial 
relationship  between  the  University  on  the  one 
hand  and  this  JOURNAL  and  the  Society  on  the 
other. 


DERMAQUIZ 


Conducted  by  Francesco  Ronchese,  M.D. 


At  lett,  flat  warty  tumor  of  a few  months  duration. 

At  right,  ulcerated  area,  with  raised  borders,  going  on  for  years. 


Answers  on  Page  167 
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A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  otPDR. 

indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide!  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  Ever  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


What’s  in  it 
for  her? 


mestranol/100  meg 


ethynodiol  diacetate/ 1 mg 


All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


Ovulen 


Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0 1 mg. 

Each  pink  tablet  in  Ovulen-28*  is  a 
placebo  containing  no  active  ingredients 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


mestranol/0.1  mg. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 
•thin,  often  tall, 

sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 
•thin  vaginal  lining, 

tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique"  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg /mestranol  0.1  mg 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


| 

Demuleri 

j lilable  in  21-  and  28-pill  schedules 

I :h  white  tablet  contains:  ethynodiol 
petate  1 mg. /ethinyl  estradiol  50  meg 
• :h  pink  tablet  in  Demulen-28*  is  a 
l|:ebo  containing  no  active  ingredients. 

' ill  suited  to  most  women 
' len  low  estrogenic  activity 
lid  moderate  progestogen 
f minance  are  preferred 


Ovuleri  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28  and  Demulen-28  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication - Ovulen  and  Demulen  are  indicated  fororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspected  thedrug  should  bediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain1  3 
leading  to  this  conclusion,  and  one-1 *  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist afterdiscontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  —The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovaria 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease 
glucose  tolerance  has  been  observed  in  a significant  percentage  ij 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observe 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  co 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  < 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shou 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimet 
are  submitted.  Susceptible  women  may  experience  an  increase 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  coi 
traceptives— A statistically  significant  association  has  been  demo 
strated  between  use  of  oral  contraceptives  and  the  following  serioi 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cer 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
relationship  has  been  neither  confirmed  nor  refuted  for  the  followir 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thror 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patien 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  sym 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleedin 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  tre 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderne? 
enlargement  and  secretion),  change  in  weight  (increase  or  decreas* 
changes  in  cervical  erosion  and  cervical  secretions,  suppression 
lactation  when  given  immediately  post  partum,  cholestatic  jaundic 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuc 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported 
users  of  oral  contraceptives,  an  association  has  been  neither  co 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-lil ; 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrorr 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  | 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagj 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oi 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  rete 
tion  and  other  tests:  coagulation  tests:  increase  in  prothrombin,  Facte ; 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extra 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapoi 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Cc  i 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:26 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  | 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  ai 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-T 
(April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  Investigation  of  Relatn 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartw* 

P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R , and  Smith,  H.  E.:  Thromt 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contij 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969 
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Peripatetics 

STANLEY  M.  ARONSON,  a member  of  the 
editorial  board  of  this  Journal,  has  been  appointed 
Dean  of  Clinical  Affairs  at  the  Brown  University 
Medical  School.  Doctor  Aronson  will  continue  to 
discharge  his  duties  as  Director  of  Laboratory 
Medicine  and  Pathologist-in-Chief  at  The  Miriam 
Hospital.  He  will  also  continue  as  Professor  of 
Medical  Science.  In  his  new  position  Doctor  Aron- 
son will  be  responsible  for  the  coordination  of  pro- 
grams involving  Brown  faculty  and  students  in 
the  hospitals  affiliated  with  the  Medical  program. 

* * * 

FRANK  M.  D ’ALES SAN D RO  has  recently 
been  elected  a member  of  the  American  College  of 
Physicians. 

JOEL  K.  WELTMAN,  Director  of  the  Division 
of  Infectious  Diseases  and  Allergy,  received  a grant 
from  Greer  Laboratories  for  the  detection  of  anti- 
bodies involved  in  allergy  by  means  of  enzyme 
amplification. 

* * * 

ROBERT  W.  HOPKINS,  associate  surgeon-in- 
chief,  received  a continuation  of  a previous  grant 
from  the  National  Institute  of  Health  for  studies 
of  clinical  and  experimental  shock. 


A.  A.  S AVAST ANO  was  recently  elected  a 
member  of  the  Publications  Committee  of  the 
American  Academy  Society  of  Sports  Medicine 
which  is  a branch  of  the  American  Academy  of 
Orthopedic  Surgeons.  He  has  also  been  named  on 
the  Committee  on  the  Medical  Aspect  of  Sports  of 
the  Foot  Division  of  the  American  Academy  of 
Orthopedic  Surgeons. 

* * * 

PAUL  METCALF,  president  of  the  Pawtucket 
Medical  Association,  has  announced  that  that  Coun- 
ty District  Society  is  sponsoring  a Medical  Ex- 
plorer Boy  Scout  Post  in  an  effort  to  attract  youths 
to  a career  in  medicine.  At  the  opening  session 
ROBERT  V.  LEWIS,  Immediate  Past  President, 
briefed  the  group  on  the  history  of  medicine  and 
he  described  the  role  of  the  State  Medical  Society. 

* * * 

Three  physicians  are  now  associated  with  RICH- 
ARD E.  LAND,  Director  of  Radiology  at  St. 
Joseph’s  Hospital.  They  are:  SANJAY  N.  SHAH, 
GORDON  M.  GROGAN  and  RESTITUTOT  E. 
BALUYOT. 

(Continued  on  Next  Page) 
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CLA\  NORRIS  WELLS  has  been  named  di- 
rector of  the  ambulatory  care  unit  at  Providence 
Lying-In  Hospital.  In  his  new  position  Doctor 
Wells  will  be  in  charge  of  the  family  planning 
center,  outpatient  department,  and  social  service 
and  nutrition  centers.  He  will  also  help  to  establish 
the  Clinic  for  Human  Reproduction,  Growth  and 
Development  planned  by  the  hospital  in  conjunction 
with  the  Brown  University  Medical  School. 

* * * 

BEN  W.  FEATHER,  medical  director  of  Butler 
Hospital,  and  Professor  of  Medical  Science  at 
Brown  University,  has  been  appointed  Section 
Leader  for  Psychiatry  and  Human  Behavior  of 
Brown  University’s  Division  of  Biological  and  Med- 
ical Sciences.  Doctor  Feather  has  also  been  nomi- 
nated to  the  Clinical  Projects  Research  Review 
Committee  of  the  National  Institute  of  Mental 
Health,  Department  of  Health,  Education,  and 
Welfare,  Rockville  Maryland.  Doctor  Feather  re- 
cently delivered  a paper  on  “Psychodynamic  Be- 
havior Therapy”  at  the  40th  annual  meeting  of  the 
National  Association  of  Private  Psychiatric  Hos- 
pitals, Marco  Island,  Florida. 

* * * 

THOMAS  PAOLINO,  JR.  will  become  a full 
time  psychiatrist  on  the  Butler  Hospital  staff  for 
five  months  between  one  position  as  base  psychi- 
atrist, U.S.  Coast  Guard  Academy,  New  London, 
Conn,  and  another  beginning  in  July  as  child 
psychiatry  fellow  at  the  Massachusetts  Mental 
Health  Center,  Boston. 

A panel  discussion  entitled  “Relationships  of 
Patients,  Families,  Doctors,  and  Hospitals”  was 
held  recently  at  the  Temple  Beth-El.  Panel  mem- 
bers included  ROBERT  P.  DAVIS,  physician-in- 
chief at  The  Miriam  Hospital,  and  Professor  of 
Medical  Science  at  Brown  University;  MELVIN  D. 
HOFFMAN,  President  of  the  Staff  Association, 
and  BANICE  M.  WEBBER,  former  President  of 
The  Miriam  Staff  Association. 

* * * 

ALLEN  ROSENBERG  is  the  new  Medical  Di- 
rector of  the  Providence  Health  Centers. 

* * * 

EUGENE  P.  RIVERA  of  St.  Joseph’s  Derma- 
tology Department  has  been  appointed  a Clinical 
Professor  in  Medicine  at  Brown  University. 

^ ^ 
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ALCOHOL  AND  TRAFFIC  SAFETY 

(Concluded  from  Page  159) 

1.  A unified  traffic  safety  law  providing  that  the 
lowest  possible  blood  level  be  set  as  a standard. 
The  figure  of  0.03  per  cent  has  greatly  re- 
duced traffic  accidents  in  such  countries  as 
Czechoslavakia,  East  Germany,  and  Poland.8 

2.  Massive  educational  program  using  all  media 
with  maximum  possible  effectiveness. 

3.  Universal  implied  consent  laws  enforced  with 
adequate  police  forces,  especially  during  hours 
of  highest  incidence  of  traffic  fatalities,  9 p.m. 
to  1 a.m. 

4.  Impounding  of  cars  and  revoking  of  licenses 
of  drivers  involved  in  fatal  accidents. 

5.  More  severe  penalties  for  these  found  to  be 
driving  under  the  influence  of  alcohol  and  en- 
dangering the  lives  of  others  on  the  highways. 
According  to  a Gallup  Poll  in  Canada,  43  per 
cent  of  those  interviewed  supported  a pro- 
posed law  providing  that  a driver  be  jailed  if 
he  consumed  more  than  one  drink  of  an  alco- 
holic beverage.9  A similar  poll  in  the  United 
States  revealed  that  44  per  cent  favored  such 
a law.  In  the  United  States  in  1968  there  were 
102  million  automobile  drivers  and  93  million 
persons  who  drank.10 

6.  Intensive  emphasis  in  all  driver  training  courses 
on  the  problem  of  drinking  drivers. 

7.  Establishment  of  alcoholism  as  a legally  re- 
portable disease. 

8.  Suspension  of  all  roadside  liquor  advertising. 

CONCLUSION 

In  the  drinking  driver  we  are  faced  with  a pro- 
blem of  epidemic  proportions.  In  the  next  ten  years 
one  million  United  States  citizens  will  die  in  traffic 
accidents,  and  several  million  more  will  be  seriously 
injured. 

The  social  drinker  and  the  problem  drinker,  as 
well  as  the  chronic  alcoholic,  all  contribute  to  this 
highway  carnage.  Programs  are  badly  needed  to 
educate  the  public  and  to  detect,  restrain,  and  re- 
habilitate the  alcoholic  driver.  Something  drastic 
must  be  done  to  awaken  an  apathetic  public  to 
this  very  serious  and  critical  problem. 
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Left,  Papilloma  (benign). 

Right,  Carcinoma. 
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ALCOHOLISM,  A DISEASE? 

(Concluded  from  Page  157) 
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SLIPPERY  WHEN  WET 

(Concluded  from  Page  152) 
science  or,  worse,  by  camouflaging  it  as  goal- 
directed  science.  All  knowledge  may  find  ap- 
plications; but  the  pursuit  of  knowledge  does  not 
need  such  justification. 

The  sciences  are  not  only  or  even  primarily  the 
handmaidens  of  technology.  Like  philosophy  and 
the  arts,  they  are  integral  and  essential  components 
of  the  intellectual  enterprise  of  mankind.  They 
are  part  of  what  makes  man  human,  the  source  of 
knowledge  of  himself  and  of  the  world  around 
him.  Society  may  at  some  times  support  one  or 
another  brance  of  science  for  the  practical  benefit 
that  it  expects  of  it.  Or  it  may  even,  as  has  been 
the  case  recently  in  the  United  States,  support 
the  whole  enterprise  of  science  on  the  assumption 
that  by-and-large  the  results  will  be  beneficial. 
And  then,  at  other  times,  this  support  may  be 
questioned  for  the  various  reasons  I have  dis- 
cussed. But,  as  long  as  there  will  be  young  people 
who  wonder  why  plants  flower  in  spring,  how  an 
egg  gives  rise  to  a bird,  why  a radioactive  nucleus 
emits  radiation  — or  how  all  these  things  came  to 
be  in  the  first  place,  or  where  it  all  will  end  — 
science  will  continue  to  advance,  supported  or  not. 

It  may  be,  however,  that  a sound  foundation  to 
the  continuous  advance  of  science  may  require 
from  scientists  a new  and  heightened  sensitivity 
to  the  aspirations  of  humanity  in  its  struggle 
toward  a better  life.  It  may  require  the  exercise 
of  an  active  sense  of  responsibility  for  involve- 
ment in  the  social  aspects  of  science.  This  may  be 
the  best  way  for  us  scientists  to  legitimize  the  pur- 
suit of  our  chosen  enterprise. 


The  itch  is  a terrible  malady.  I contacted  it  at 
the  siege  of  Toulon.  Two  gunners  who  had  it  were 
killed  in  front  of  me,  and  I was  covered  with  their 
blood.  I was  not  properly  treated,  and  I continued 
to  suffer  from  it  while  in  Italy  and  in  Egypt.  When 
I came  back  from  the  East,  Corvisart  cured  me 
by  putting  three  blisters  on  my  chest;  this  brought 
on  a salutary  crisis.  Before  that  time  I had  been 
thin  and  sallow;  since  then  I have  always  had 
good  health. 

From  Talks  of  Napoleon  at  St.  Helena,  trans. 
Elizabeth  W.  Latimer,  A.  C.  McClurg  & Co.  1904. 
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Doctors  are  trained  to  be  expert  skeptics. 

. . . George  Hinder,  Resident,  N.  Y.  State 
Medical  Society. 
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climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  S.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement,  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 
jai i - loose 


who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast 
Carcinoma,  known  or  suspected,  of  the  prostate 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestat.c  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  eiaculatory 
volume  Gynecomastia  Edema  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

10  mg  - bottles  of  50  scored  tablets 
For  additional  product  information , see  your 
Upiohn  representative  or  consult  the  package 
circular.  «eo  b-6-s  im«hi 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  4900) 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25 -mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance.  library 

1 

Benefits -to-risks  ratio,  ,v . „ 
permits  higher  dosage 

P , , ^ NgJ  VORK  ACADEMY 

For  over  3 years,  Vf*- ' ^ MEDICINE 

Librium  has  been  recog- 
nized  for  its  excellent  wS?  V A 

benefits-to-risks  ratio,  an 

asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautic 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machi 
ery,  driving).  Though  physical  and  psychologies 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  ( includir, 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnant 
lactation,  or  in  women  of  childbearing  age  requir 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitatec 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradi 
alty  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  considei 
indi  vidual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitol 
and  phenothiazines.  Observe  usual  precautions  i! 
presence  of  impaired  renal  or  hepatic  function,  i 
Paradoxical  reactions  ( e.g.,  excitement,  stimulant 
and  acute  rage)  have  been  reported  in  psychiatri 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiei 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectiv 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishc 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  at 
confusion  may  occur,  especially  in  the  elderly  an 
debilitated.  These  are  reversible  in  most  instance 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In 
few  instances  syncope  has  been  reported.  Alsoer 
countered  are  isolated  instances  of  skin  eruptior 
edema,  minor  menstrual  irregularities,  nausea  a 
constipation,  extrapyramidal  symptoms,  increasi 
and  decreased  libido— all  infrequent  and  general 
controlled  with  dosage  reduction;  changes  in  El 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  ma 
ing  periodic  blood  counts  and  liver  function  test 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs  " Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
■diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
batient  is  presently  taking  drugs 
nd,  if  so,  w hat  his  response  has 
|>een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
•r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

I;  should  be  prescribed  only  as  long 
Is  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
1 hen  you  decide  it  has  accom- 
>lished  its  therapeutic  task.  In 
encral,  w hen  dosage  guidelines 
re  follow  ed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
torted side  effects. 

Until  response  is  determined, 
►atients  receiving  Valium  should 
to  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  w ith  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Yaliunl 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


ant  Note  This  drug  is  not  a simple  analgesic  Do 
ninister  casually  Carefully  evaluate  patients  be- 
§ irting  treatment  and  keep  them  under  close  su- 
an  Obtain  a detailed  history,  and  complete 
)l  and  laboratory  examination  (complete  hemo- 
jrinalysis.  etc.)  before  prescribing  and  at  fre- 
ntervals  thereafter  Carefully  select  patients, 
g those  responsive  to  routine  measures,  contra- 
ad  patients  or  those  who  cannot  be  observed  fre- 
/ Warn  patients  not  to  exceed  recommended 
Short-term  relief  of  severe  symptoms  with  the 
■t  possible  dosage  is  the  goal  of  therapy  Dosage 
be  taken  with  meals  or  a full  glass  of  milk  Sub- 
alka  capsules  for  tablets  if  dyspeptic  symptoms 
Patients  should  discontinue  the  drug  and  report 
ately  any  sign  of:  fever,  sore  throat,  oral  lesions 
oms  of  blood  dyscrasia),  dyspepsia,  epigastric 
ymptoms  of  anemia,  black  or  tarry  stools  or  other 
ce  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
;,  significant  weight  gain  or  edema  A one-week 
i riod  is  adequate  Discontinue  in  the  absence  of  a 
i Ole  response  Restrict  treatment  periods  to  one 
I 1 patients  over  sixty 

) ions  Acute  gouty  arthritis,  rheumatoid  arthritis, 
l atoid  spondylitis 

i indications:  Children  14  years  or  less,  senile  pa- 
I history  or  symptoms  of  G I inflammation  or  ul- 
) n including  severe,  recurrent  or  persistent  dys- 
I history  or  presence  of  drug  allergy;  blood 
i sias;  renal,  hepatic  or  cardiac  dysfunction,  hy- 
’ sion,  thyroid  disease,  systemic  edema, 

I itis  and  salivary  gland  enlargement  due  to  the 

!x)lymyalgia  rheumatica  and  temporal  arteritis, 
s receiving  other  potent  chemotherapeutic 
s or  long-term  anticoagulant  therapy 
> igs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
of  concomitant  diseases,  and  concurrent  potent 
i therapy  affect  incidence  of  toxic  reactions  Care- 
1 struct  and  observe  the  individual  patient,  espe- 
I te  aging  (forty  years  and  over)  who  have 
‘ -ed  susceptibility  to  the  toxicity  of  the  drug  Use 
effective  dosage  Weigh  initially  unpredictable 
s against  potential  risk  of  severe,  even  fatal,  re- 
t The  disease  condition  itself  is  unaltered  by  the 
• Ise  with  caution  in  first  trimester  of  pregnancy 
I lursmg  mothers  Drug  may  appear  in  cord  blood 
I last  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butaxolidin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  th'erapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies.  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyells  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat  - 
ica,  optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-146-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


BU  8615-9 


What  should  a 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom 
nia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


of  age  Though  physical  and  psychologic 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad 
ministering  to  addiction-prone  individu 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  J 
initial  dosage  should  be  limited  to  15  mj 
to  preclude  oversedation,  dizziness  ant 
or  ataxia  If  combined  with  other  dr  ugs] 
having  hypnotic  or  CNS  depressant 
effects,  consider  potential  additive  effect 
Employ  usual  precautions  in  patients  | 
who  are  severely  depressed,  or  with 


recommended 

Contraindications:  Known  hypersensi- 
tivity toflurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com 
plete  mental  alertness  (e  g , operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 
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for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane,  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCI)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualbne, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chrome  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h s.  -usual  adult  dosage 
i lb  mg  may  suffice  in  some  patients J 

One  15-mg  capsule  h.s.  — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


: depression  or  suicidal  tendencies, 
idic  blood  counts  and  liver  and  kid- 
iinction  tests  are  advised  during 
ted  therapy.  Observe  usual  precau- 
1 in  presence  of  impaired  renal  or 
|:ic  function. 

rse  Reactions:  Dizziness,  drowsi- 
Uightheadedness,  staggering,  ataxia 
(piling  have  occurred,  particularly 
Jerly  or  debilitated  patients.  Severe 
ion.  lethargy,  disorientation  and 
probably  indicative  of  drug  intoler 
or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  sa  I i vat  ion,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g..  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg 
initially  until. response  is  determined 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffe  . 
ent  to  the  economic  consequences! 
their  decisions.”  So  stated  a recent! 
issue  of  Medical  News  Report  (De-  I 
cember  4,  1972),  an  independent  1 
weekly  newsletter  published  byforrl 
AMA  Chief  Executive  F.  J.  L.  Blasin  , 
game,  M.D. 


Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated  i 9 
crease  in  Blue  Shield  rates,  Dr.  Blal 
ingame’s  newsletter  had  this  to  sayl 

“In  general,  it  can  be  said,  M[i 
have  given  the  impression  they  arel 
not  particularly  concerned  with  the! 
increase  in  cost  of  health  care  to  tf  * 
patients... 

“True,  an  MD’s  training  is  pri  i 
marily  scientific,  but  in  the  real  woll 
of  practice,  all  of  his  scientific  dec  fl 
sions  have  a price  tag,  or  an  econo  if 
impact.  The  economics  of  health  ci 
beckon  the  practitioner’s  attentior  1 
Concern  for  economics  of  medicin  ! 


When  the  pharmacist  recom- J 
mends  that  a drug  product  other  tin* 
the  one  ordered  be  dispensed,  the  | 
prescriber  invariably  permits  the  I 
change  when  he  feels  the  best  inte.l 
ests  of  the  patient  will  be  served.  I; 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  ne<!5- 
sary  for  the  prescriber  to  know  tha  j 
the  change  is  being  contemplated  | 
and  to  be  in  a position  to  consent  cil 
demur.  Without  that  opportunity,  tta 
unilateral  decision  of  the  pharmacU' 
made  in  the  absence  of  clinical  kn 
edge  of  the  patient,  could  expose  tjiBl 
to  needless  risks,  and  in  addition,  I 
jeopardize  the  relationship  betwec  ii 
the  professions  of  Pharmacy  and  j 
Medicine.  In  my  view,  there  is  notlra 
in  the  pro-substitution  argument  t Iti 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  clairri  j 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to.  j 
better  utilize  pharmacists’  knowleje ! 
about  drugs.  Yet  the  pharmacist’sjlj 
task  to  keep  current  on  the  entire  . 
field  of  drug  therapy,  to  some  dege, 
puts  him  at  a disadvantage.  Most  i 
often,  a practicing  physician  will  rbd. 
expert  knowledge  of  no  more  than  5 


swld  be  an  obligation  of  medical 
pictice... 

“Medical  societies  ought  to  con- 
c:t  continuing  campaigns  to  point 
c:  the  substantial  savings  that  could 
t realized  thru  deductible  insurance 
ci  protection  for  catastrophic  ill- 
r;s.  At  the  very  least,  they  should,  in 
t ■ patients’  interest,  question  the 
t tics  of  any  insurance  organization 
t it  raises  health  care  costs  by  forc- 
i policyholders  to  buy  insurance 
t y may  not  need  or  want  and  prob- 
c y won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
€ to  the  economic  consequences  of 
t ir  decisions.  Too  many,  for  ex- 
c pie,  habitually  hospitalize  patients 
f the  convenience  of  the  MD.  It’s 
r isense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
c ties,  have  unhesitatingly  appealed 
t heir  patients  for  support  in  the 
f it  against  government  interference 
v h the  private  practice  of  medicine, 
/d  the  public  in  the  past  has  re- 
sided. It’s  time  the  American  Med- 
i I Association  and  state  and  local 
r'dical  societies  paid  off  the  debt  by 
c cisive  action  to  hold  down  the  cost 
medical  care.” 

( st  of  Drugs 

Insurance  rates  and  hospital 
c arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


( 30  drugs  that  he  selects  to  treat  the 
njority  of  conditions  encountered  in 
I . practice.  Moreover,  the  physi- 
c :n’s  choice  of  a specific  brand  is 
I sed  on  his  knowledge  of  the  pa- 
tnt’s  medical  history  and  current 
( ndition,  and  his  experiences  with 
t;  particular  manufacturer’s 
pduct. 

Some  substitution  proponents 
I ve  argued  that  the  dispensing  of  a 
I ascription  is  a simple  two-party 
t nsaction  between  the  pharmacist 
c d the  patient,  and  that  a substitut- 
i ; pharmacist  may  avoid  even  a 
I :hnical  breach  of  contract  by  simply 
r tifying  the  patient  that  he  is  making 
1 i substitution.  I would  judge  that 
t v courts  would  be  sympathetic 
1 vard  a pharmacist  who  substituted 
v hout  physician  approval  and  who 
i dertook  a legal  defense  that  seeks 
t make  the  patient  responsible  for 
t : pharmacist’s  actions, 
f duced  Prescription  Prices? 

Substitution  advocates  are 
• ggesting  to  the  consumer,  and  par- 
1 ularly  the  consumer  activist,  that 
ifuced  prescription  prices  could 
I low  legalization  of  substitution. 

' ; have  seen  absolutely  no  evidence 
1 justify  this  claim.  To  the  contrary, 
•oerience  in  Alberta,  Canada,  where 
s ostitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

^ prescribing  convenience: 


^ up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3 V2,  phenacetin  gr.  2Vz, 
caffeine  gr.  V2. 

/ Burroughs  Wellcome  Co. 
r/*\  / Research  Triangle  Park 

WeNcome/  North  Carolina  27709 


WHEREVER  IT 

HURTS 


COMPOUN 

C CODEIN 

#3,  codeine  phosphate*  (32.4  mg.)  gr. 
#4,  codeine  phosphate*  (64.8  mg.)  gr 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


SATURDAY,  June  9,  1973 

INTERRELATIONSHIPS  OF  CARDIO-RESPIRATORY  PHYSIOLOGY  Rhode  Island  Hospital 
Joseph  M.  Civetta,  M.D.  George  Auditorium 

Departments  of  Surgery  and  Anesthesiology  Uni-  10  a.m. 

versity  of  Miami  School  of  Medicine,  Miami,  Florida 


SATURDAY,  June  16,  1973 

RECENT  DEVELOPMENTS  IN  INTESTINAL  ABSORPTION  AND 
MALABSORPTION 

Irwin  H.  Rosenberg,  M.D. 

Associate  Professor,  Department  of  Medicine,  The 
University  of  Chicago,  The  Division  of  Biological 
Sciences,  and  The  Pritzker  School  of  Medicine 


Rhode  Island  Hospital 
George  Auditorium 
1 0 a.m. 


SATURDAY,  June  23,  1973 

THE  OPERATIVE  TREATMENT  OF  CHRONIC  ACTIVE  PANCREATITIS  Rhode  Island  Hospital 
Mark  A.  Hayes,  M.D.  George  Auditorium 

Professor  of  Surgery,  Yale  University,  School  of  10  a.m. 

Medicine,  New  Haven,  Connecticut 


An  Act  Of  Faith 


We  were  so  touched  by  the  following  press  re- 
lease from  Brown  University  that  we  are  reprint- 
ing it  in  full  not  only  for  the  record  but  that  you 
may  have  the  opportunity  to  read  it  in  case  you 
missed  it  at  the  time  of  publication  early  in  May. 
We  consider  it  not  only  an  act  of  gratitude  but  a 
poignant  expression  of  faith  in  the  community  and 
in  the  future  of  the  Medical  School  at  Brown 
University: 

The  gratitude  of  Brown  University  medical  stu- 
dents for  Rhode  Island  community  support  of  the 
Brown  medical  school  has  led  to  a unique  gift 
worth  its  weight  in  life. 

Brown  medical  students  working  under  the 
Brown  Universiity  Medical  Education  Program 
have  sponsored  a blood  drive  which  will  provide 
free  blood  for  the  Rhode  Island  community.  One 
of  the  chief  organizers  of  this  drive  is  William 
Kaye,  a Cranston,  Rhode  Island  native  who  is  in 
his  fourth  year  at  Brown  and  in  his  first  year  of 
medical  school. 

Intense  and  totally  dedicated  to  the  project, 
Kaye  explains  that  the  medical  students  were  moti- 
vated to  give  blood  for  two  reasons.  One  was  to 
show  their  appreciation  and  express  thanks  to  the 
community  for  supporting  the  medical  program  at 
Brown.  The  other  reason  was  to  demonstrate, 
through  an  essential  gift,  an  expression  of  Brown's 
responsibility  to  the  community. 

Anyone,  not  just  medical  or  other  students,  may 
donate  blood.  Kaye  said  the  group  has  received 
pledges  from  a complete  cross  section  of  the  cam- 
pus community.  The  majority  of  the  donors  have 
been  medical  students,  he  thinks,  because  they 
have  been  the  easiest  people  to  inform  of  the  pro- 
gram. Kaye  said  the  student  blood  drive  started 
April  24  and  will  extend  through  May  18.  He 
hopes  it  will  not  be  a one-shot  effort. 

Kaye  said  that  results  have  been  good  so  far, 
with  about  250  pledges  to  date  and  about  half 
of  those  pledged  actually  giving  blood.  “I  never 
expected  to  get  100  per  cent  results,”  he  admits, 
explaining  there  are  many  factors  that  may  make 
a person  ineligible  to  give  blood,  including  a his- 
tory of  malaria,  anemia,  hypertension,  colds,  in- 
fections, or  if  a person  is  currently  on  antibiotics. 

Miriam  Hospital  was  chosen  as  the  site  to  col- 
lect and  store  the  blood  for  several  reasons.  It  is 
close  to  and  affiliated  with  Brown  University,  and 
it  is  a member  of  the  Rhode  Island  Community 


Association  Blood  Bank,  along  with  eight  other 
hospitals. 

Distribution  of  blood  to  any  of  these  other  eight 
Rhode  Island  hospitals  is  under  the  direction  of 
Rhode  Island  Community  Association  Blood  Bank. 
This  organization,  under  the  direction  of  Herbert 
C.  Lichtman,  M.D.,  who  is  a professor  of  medical 
science  at  Brown  and  serves  on  the  pathology  staff 
of  Miriam  Hospital,  is  composed  mostly  of  Brown 
University  medical  faculty  members. 

Should  any  of  the  nine  member  hospitals  be 
out  of  a certain  type  of  blood,  they  can  obtain  the 
blood  within  minutes  from  storage  facilities  at 
Miriam.  Because  the  blood  is  donated  to  the  com- 
munity, Doctor  Lichtman  says,  patients  at  the 
hospital  would  not  pay  for  it,  although  relatives 
may  be  asked  to  donate  so  that  supplies  would 
not  diminish. 

The  idea  of  the  donations  started  when  student 
Bill  Kaye  brought  the  idea  to  the  attention  of 
Stanley  M.  Aronson,  M.D.,  dean  for  medical  af- 
fairs at  Brown.  Kaye  is  assisted  in  the  drive  by 
Ingrid  Rodi,  a freshman  in  Brown's  medical  pro- 
gram who  is  from  Brazil;  and  Larry  Solin,  a sopho- 
more in  the  medical  program.  The  three  students 
share  all  the  tasks  necessary  to  make  the  blood 
donation  program  a success.  Buses  provided 
through  the  courtesy  of  the  Brown  Youth  Guid- 
ance are  used  to  transport  donors  to  Miriam  Hos- 
pital and  back  to  the  Brown  campus. 

How  does  the  actual  blood  drive  work?  The 
first  thing  students  did  was  to  gather  a list  of 
donors,  which  they  sent  to  Miriam  Hospital.  The 
hospital  then  assigned  an  appointment  to  each 
student.  Because  of  the  enthusiastic  response,  the 
donors  had  to  be  divided  into  eight  groups,  rang- 
ing from  20  to  52  students  in  each  group. 

Kaye  said  the  blood  donations  this  year  will  end 
May  18  and  start  again  in  the  fall.  “We  will  con- 
tinue to  donate  as  long  as  there  is  a need  for 
blood,”  he  said.  “If  any  of  the  hospitals  need 
b’ood  at  any  other  time,  they  have  the  students’ 
addresses  and  they  are  free  to  contact  us  any  time 
in  an  emergency. 

“Since  we  consider  ourselves  to  be  members  of 
the  community,  as  well  as  members  of  the  Browm 
University  Medical  Education  Program,  we  do  not 
w'ant  our  education  process  at  Browm  to  be  isolated 
from  the  rest  of  the  community,”  Kaye  concluded. 
“We  want  to  participate  actively  in  those  events 
wLich  are  relative  to  the  needs  of  our  community.” 
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Student  Admissions  To  The  Brown  Medical  Program 


Twenty -one  Rhode  Island  practicing  physicians 
have  helped  this  spring  in  selecting  students  for 
the  Brown  Medical  Program.  In  response  to  an 
appeal  by  the  permanent  Liaison  Committee  of  the 
University  and  the  Rhode  Island  Medical  Society, 
these  practitioners  formed  a Board  of  Interview- 
ers, to  which  prospective  candidates  were  assigned 
for  individual  interviews.  The  purpose  of  these  en- 
counters was  not  to  test  academic  qualifications, 
which  are  abundantly  documented  bv  the  college 
record,  premedical  advisor  evaluations,  and  the 
Medical  College  Admission  Test.  Rather,  the  inter- 
views tended  to  focus  on  the  human  qualities  of 
the  individual,  his  ability  to  relate,  to  work  under 
stress,  and  to  persevere.  Some  of  the  interviews 
took  place  on  the  Brown  campus,  some  in  the  phy- 
sician’s offices,  not  only  in  the  Providence  area, 
but  also  as  far  away  as  Newport. 

Selecting  a limited  number  of  medical  students 
from  a pool  in  which  the  qualified  candidates  out- 
number the  available  openings  is  no  easy  task. 
Certainly  the  Brown  Admission  Committee,  a body 
which  includes  advanced  medical  students  as  well 
as  faculty,  is  not  infallible  in  his  choices.  Nor  is 
the  perspective  gained  during  an  hour  of  conver- 
sation between  a physician  and  a student  always 
illuminating.  Nevertheless,  all  practitioners  who 
participated  in  the  interview  process  this  spring 
have  expressed  the  desire  to  serve  again  next  year. 
They  found  the  experience  rewarding.  It  provided 
them,  with  an  opportunity  to  take  a closer  look  at 
the  young  people  who  aspire  to  become  physicians. 
It  brought  students  in  an  environment  which  was 
often  completely  new  for  them:  that  of  the  prac- 
titioner’s office.  From  the  Medical  Program  view- 
point, the  insight  provided  in  the  interviewers’  re- 
ports was  invaluable. 


The  review  process  served  equally  for  the  appli- 
cants who  had  entered  the  Brown  Medical  Pro- 
gram as  college  freshmen  three  years  before,  and 
for  the  candidates  from  other  colleges.  Admissions 
for  the  fall  of  1973  are  now  completed:  the  net 
result  is  a class  of  60  first-year  medical  students. 
39  of  whom  are  currently  juniors  in  the  Brown 
MMS  program,  and  21  selected  from  a pool  of 
about  100  applications  from  other  college  programs. 
Fifteen  students,  or  25  per  cent  of  the  class,  are 
Rhode  Island  residents,  and  18,  or  30  per  cent,  are 
women. 

Brown  will  also  inaugurate  in  1973-74  the  third 
year  of  medical  school.  This  required  another  ad- 
missions process  to  bring  the  class  to  its  full  com- 
plement of  60  students.  This  number  was  achieved 
in  the  following  manner:  12  students  were  ac- 
cepted on  early  decision  in  January,  1973,  and 
permitted  to  start  immediately  their  clerkships  in 
Medicine  and  Surgery.  These  students  will  be 
joined  in  July,  1973,  by  36  students  w'ho  will  have 
completed  the  first  two  years  of  medical  school  at 
Brown,  and  12  transfer  students  from  other  medi- 
cal schools.  (Rutgers,  New  York  Medical  College, 
L'niversiiy  of  Nevada,  Downstate  Medical  Center, 
University  of  South  Dakota,  and  LTniversity  of 
Southern  California.) 

Altogether  there  will  be  next  fall  175  medical 
students  in  the  three  operational  years  of  the  M.D. 
program,  3 of  them  Rhode  Islanders,  and  43 
women.  The  first  60  Brown  M.D.’s  will  graduate 
in  June,  1975. 

Pierre  M.  Galletti,  M.D.,  Ph.D. 
Vice  President 
(Biology  and  Medicine) 
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Continuing  Medical  Education  For  Physicians 

A Seminar  of  Continuing  Education:  ''Life  Saving  Measures 
for  the  Critically  Injured".  The  Seminar  will  be  held  at  the 
University  of  Vermont  College  of  Medicine,  Burlington,  Ver- 
mont, July  9-13,  1973,  sponsored  by  the  American  College 
of  Surgeons,  Committee  on  Trauma,  and  the  Department 
of  Surgery,  the  University  of  Vermont  College  of  Medicine. 

Curriculum  Content: 

Causes  of  death  soon  after  injury 
Delayed  causes  of  death  after  injury 
Assessment  of  the  critically  injured  patient 
Shock 

Wound  management 
Central  nervous  system  trauma 
Thoracic  injuries 
Abdominal  injuries 
Genital-urinary  injuries 
Fractures  and  dislocations 
Arterial  injuries  in  the  extremities 
Burns 

General  problems  caused  by  trauma 

For  registration  materials  and  further  information  contact: 

John  H.  Davis,  M.D. 

Chairman,  Department  of  Surgery 
University  of  Vermont  College  of  Medicine 
Burlington,  Vermont  05401 


RADIOLOGISTS  MEETING 

Dr.  Milton  Elkin,  professor  and  chairman  of  the  De- 
partment of  Radiology  at  the  Albert  Einstein  Medical  Center 
in  New  Tork,  will  address  the  Radiological  Society  of  Rhode 
Island  at  its  meeting  at  the  Rhode  Island  Country  Club  on 
Wednesday,  June  6.  His  topic  will  he  “Continuing  Education 
in  Radiology." 

A golf  tournament  in  the  afternoon  will  he  followed 
by  a cocktail  hour  starting  at  5:30  p.m.;  then  dinner,  and 
the  address  hv  Doctor  Elkin.  Physicians  interested  in  attend- 
ing the  meeting,  and  participating  in  the  events  planned, 
should  contact  Dr.  Daniel  J.  Hanson,  secretary  of  the  Radio- 
logical Society  of  Rhode  Island,  at  Rhode  Island  Hospital. 
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Book  Reviews 


DINNER  AT  MAGNY’S  by  Robert  Baldick.  Lon- 
don, Victor  Gollancz,  Ltd.,  1971. 

“Club:  a gathering  of  congenial  fellows  under 
certain  circumstances”  — ■ Samuel  Johnson 
Conversation  amongst  the  “greats”  in  any  age 
or  in  any  place  is  much  more  likely  to  be  trivial, 
and  devoted  to  the  concerns  of  the  average  human 
being,  than  to  an  exchange  of  eternal  truths  and 
high  setiments.  This  was  certainly  true  from  1862 
to  1872  when  the  “two  cultures”  met  rather  reg- 
ularly at  a long  since  demolished  and  forgotten 
restaurant  called  Magny’s  in  Paris.  It  all  began  at 
the  instigation  of  a very  famous  Parisian  physician, 
Francois  Auguste  Veyne.  Veyne  was  affectionately 
called  the  “physician  to  Bohemia.”  Sainte-Beuve, 
without  a doubt  the  world’s  greatest  literary  critic, 
had  studied  medicine  before  choosing  journalism, 
and  continued  mutual  interest  in  medicine  with  his 
personal  physician  and  friend,  Veyne. 

The  “club"  came  about  thus:  Gavarni,  the  great 
French  illustrator,  was  held  in  great  esteem  by 
Sainte-Beuve,  who  had  praised  him  often  in  his 
critical  writings.  Gavarni  had  become  depressed, 
withdrawn,  and  somewhat  of  a recluse.  Veyne,  the 
good  physician,  arranged  the  first  of  the  Magny’s 
dinners  to  entertain  Gavarni  and  have  him  meet 
Sainte-Beuve  whose  admiration  it  was  hoped  would 
have  a salutory  effect  on  Gavarni ’s  deep  depression. 
Out  of  this  simple  beginning,  conceived  as  a simple 
act  of  charity,  began  weekly  dinner  meetings  of 
some  of  the  most  powerful  intellectuals  of  French 
and  Western  culture  during  the  latter  half  of  the 
19th  century.  There  was  Claude  Bernard,  friend  of 
Veyne’s,  author  of  one  of  the  most  famous  of  all 
physiological  concepts.  There  was  the  great  Ernest 
Renan,  trained  as  a Jesuit,  who  wrote  the  first 
humanizing  and  factual  biography  of  the  life  of 
Jesus.  Although  Renan  was  one  of  the  most  dis- 
tinguished of  Oriental  scholars,  his  “Romance  of 
the  Celtic  Poetry”  should  be  required  reading  on 
the  Arthurian  Legend  for  all  who  have  enjoyed  the 
musical,  “Camelot.”  There  was  the  anatomist  and 
histologist,  Charles  Robin;  George  Sand,  mistress 
Chopin  and  Musset,  added  a female  touch.  The  list 
of  diners  include  the  brothers  Goncourt,  Jules  and 
Edmond;  the  former's  death  from  syphilis  occurred 
in  the  course  of  the  twenty  years  of  the  Magny 
dinners.  His  disease  was  freely  discussed.  Gustave 
Flaubert,  whose  world  famous  “Madame  Bovary” 


led  to  one  of  the  earlier  and  more  famous  trials  on 
obscenity,  added  his  bit  to  the  dinners.  The  kind, 
gentle  Ivan  Turgenev  of  the  Tolstoi-Dostoievski 
school  of  Russian  writers  completed  the  group. 

In  Boswell’s  LIFE  OF  JOHNSON  we  find  all 
the  important  things  which  Samuel  Johnson  said  at 
that  most  famous  of  literary  club  dinners  at  the 
“Turk’s  Head.”  We  also  know  much  of  the  trivia 
(Continued  on  Next  Page) 
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which  was  discussed.  In  the  important  editings  of 
Samuel  Johnson  by  Eric  Partridge,  he  reports  in  his 
“Shakespeare  Bawdy."  "much  was  more  frankly, 
simply,  and  more  boldly  said"  than  appears  in 
Boswell.  Earlier  in  this  review  we  said  that  the 
gems  of  wisdom  put  forth  by  the  greats  in  their 
conversations  are  rare.  The  conversations  of  the 
diners  at  Magny’s  were  little  different  than  any 
tavern  talk,  but  with  deeper  and  richer  associations ; 
with  more  logic  in  exposition;  more  color  in  de- 
scription and  more  profound  observations.  But 
fundamentally  all  conversation  is  sex.  politics,  and 
religion,  in  that  order.  The  Goncourt  brothers,  Ed- 
mond and  Jules,  did  for  the  dinners  at  Magny’s 
what  Boswell  did  for  the  Literary  Club.  They  re- 
ported verbatim  the  conversations  in  their  journals 
which  were  published  after  the  death  of  the  sur- 
viving member. 

Robert  Baldick,  the  author  of  DINNER  AT 
MAGNY'S,  is  a fellow  of  Pembroke  College,  Ox- 
ford, and  one  of  the  world’s  authorities  on  19th 
century  French  literature;  this  has  permitted  him 
to  write  DINNER  AT  MAGNY'S  almost  exclus- 
ively in  the  form  of  conversation.  Every  sentiment, 
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every  idea  and  opinion  has  a factual  basis  in  the 
writings,  letters,  or  journals  of  the  men  to  whom 
they  are  attributed.  The  minimum  of  literary  li- 
cense has  been  taken  in  reconstructing  conversa- 
tion; where  license  has  been  taken.  Professor  Bal- 
dick always  gives  indication.  The  skill  of  the  author 
is  manifest  in  his  fulfillment  of  the  concept  of  the 
work  which  was  to  entertain  as  well  as  to  enlighten ; 
to  please  as  well  as  to  instruct.  Therefore  it  is  not 
overdone. 

He  has  confined  himself  to  six  typical  din- 
ners covering  the  ten  years  from  1862  to  1872.  He 
begins  with  a foreword  and  ends  with  an  epilogue. 
His  chapters  are  short  and  never  tedious.  It  is  a 
difficult  task,  and  one  that  only  a person  such  as 
Baldick  could  carry  out,  in  assuming  the  character 
and  the  personality  of  each  of  the  diners  wrho  gives 
utterance.  He  does  this  effectively;  but  Baldick 
lacks  the  skill  of  the  dramatist  with  the  result  that 
one  does  not  truly  feel  the  character  of  the  men 
from  their  utterances.  It  would  appear  to  this  re- 
viewer that  the  individual  style  of  each  of  the 
diners  has  not  been  conveyed  in  the  translation  of 
their  conversations:  there  is  a sameness  of  expres- 
sion; but  not  sameness  of  thoughts.  His  use  of  the 
sion,  but  not  sameness  of  thoughts.  His  use  of  the 
word  “neurosis'  raised  doubts  in  my  mind  about  its 
use  in  conversation  prior  to  the  advent  of  Freud; 
that,  I believe,  is  an  anachronism.  The  frequent  use 
of  the  conversational  four  letter  word  for  sexual 
intercourse  seemed  unnatural  and  awkward  in  the 
conversations  in  which  it  was  placed.  In  this  re- 
viewer's limited  experience  with  the  bawdy,  there 
are  equally  poignant  synonyms  with  as  much  im- 
pact; they  would  have  seemed  more  natural  in  the 
mouths  of  some  of  the  speakers.  That  all  the  diners 
should  have  used  the  same  elemental  word  rather 
than  variations  struck  me  as  unusual.  Baldick  says 
in  the  words  of  Sainte-Beuve  that,  if  you  write,  you 
are  subject  to  criticism.  So  criticize  I will. 

In  this  long-demolished  restaurant  in  the  Rue 
Mazet,  Modeste  Magny  created  some  famous  and 
lasting  dishes  — Puree  Magny,  tournedos  Rossini 
(prepared  at  the  direction  of  the  great  Italian 
composer),  and  Chateau-Briand.  His  restaurant 
served  in  addition  to  good  food  and  superb 
conversation.  The  conservation  was  unrestrained, 
uninhibited,  and  dealt  forthrightly  with  the  private 
and  public  lives  of  the  diners.  Much  of  contempor- 
ary life  of  the  latter  half  of  he  19th  century  is 
preserved.  Mores,  sexual  and  social:  the  attitude  of 
the  Avant  Garde  toward  the  Third  Empire  and  the 
(Continued  on  Page  176) 
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on  Low-Cost  Cushions  of  Water 

Jobst  offers  your  patients  two  inexpensive  yet  extremely  effective 
hydrostatic  aids  for  prevention  and  management  of  decubitus  ulcers. 

First  is  the  Hydro-Float*  Wheel  Chair  Flotation  Pad  for  the 
rehabilitated  patient.  Using  hydrostatic  buoyancy,  this  pad  distributes 
pressure  more  uniformly  than  any  other  available  pad!  Yet  its  cost  is 
only  $49.50.  Made  of  heavy-duty  Nylon,  ready  to  use.  Available  in 
standard,  junior,  child  and  special  sizes. 

Second  is  the  Hydro-Float  Flotation  Mattress  for  the  bed-ridden. 
Sacral  pressures  are  low:  the  entire  torso  is  protected  against 
pressure  sores.  Size  is  24"  x 36".  Used  with  foam  leveling  pad  to  fit 
all  standard  beds.  Heavy-duty  Nylon.  Price  $89.50. 

Below  is  shown  your  nearest  Jobst  Dealer.  He  has  all  the 
facts  on  Jobst  Hydro-Float  Therapy,  and  will  be  glad  to  serve 
both  you  and  your  patients. 

Jobst  Authorized  Dealer 
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BOOK  REVIEWS 

(Continued  From  Page  174) 

Third  Republic;  reflections  on  science  and  medi- 
cine; modern  and  classical  literary  criticism;  all 
these  are  all  richly  garnished  in  the  authentic  words 
of  this  rare  assembly  of  the  diners  at  Magny’s. 
Why  men  and  women  love  to  “kiss  and  tell'’  is 
somewhat  of  a mystery.  Cassanova  was  not  the 
first;  nor  Frank  Harris  the  last.  The  literary  great 
love  to  confess  and  brag  of  their  prowess;  the  pub- 
lic loves  to  read  true  confessions.  “Dinner  at 
Magny’s'’  proves  both. 

Robert  V.  Lewis,  M.D. 
* * * 

THE  PATHOLOGY  OF  LEADERSHIP.  A His- 
tory of  the  Effects  of  Disease  on  20th  Century 
Leaders  by  Hugh  L'Etang.  New  York,  Hawthorn 
Books,  Inc.,  1970.  $6.95. 

“The  heroes  of  literary  as  well  as  civil  history 
have  been  very  often  no  less  remarkable  for  what 
they  have  suffered,  than  for  what  they  have 
achieved;  and  volumes  have  been  written  only  to 
enumerate  the  miseries  of  the  learned,  and  relate 
their  unhappy  lives,  and  untimely  deaths” — Samuel 
Johnson. 

Hugh  L'Etang  has  rather  superficially,  to  this 
reviewer's  mind,  written  about  the  diseases  and 
deaths  of  a collection  of  20th  century  leaders  in- 
cluding Roosevelt,  Eisenhower,  Churchill.  LBJ, 
JFK,  Lloyd  George,  Sir  Anthony  Eden,  Sir  Stafford 
Cripps.  Neville  Chamberlain.  Stalin,  Mussolini,  and 
Hitler.  Given  the  premise  that  the  political  or  mil- 
itary leader  achieves  success  in  his  fifties  or  early 
sixties,  one  could  predict  the  hypertension,  the  vas- 
cular disease,  the  malignancies  and  the  degenera- 
tive processes  to  which  they  are  all  heir.  This 
reviewer  is  not  the  least  bit  impressed,  startled,  or 
intrigued  by  the  superficial  implications  or  inter- 
pretations of  the  diseases  that  these  leaders  suffered. 
The  superficiality  of  L'Etang's  medical  knowledge 
and  his  lapses  at  times  to  less  than  average  science 
reporting  is  unfortunate.  The  case  of  JFK  is  par- 
ticularly striking  in  illustrating  this  defect.  The 
facts  are  that  President  Kennedy  had  Addison’s 
disease.  It  is  equally  true  that  there  are  profound 
psychological  effects  including  euphoria  and  person- 
ality changes  from  overdosages  of  steroids.  Gener- 
ally speaking  on  a broad  clinical  basis,  however,  the 
restitution  of  an  Addisonian  to  a physiologic  state 
does  not  cause  sufficient  deviation  from  normal  to 
warrant  some  of  the  conclusions  drawn  by  the 
author,  or  the  wide  speculation  concerning  effect  of 
(Continued  on  Page  177) 
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BOOK  REVIEWS 

(Continued  From  Page  176) 
the  disease  on  his  performance.  The  author  mani- 
fests an  almost  medieval  attitude  toward  syphilis 
and  a subconscious  preoccupation  with  it  in  as- 
cribing syphilis  to  both  Hitler  and  Mussolini.  There 
is  no  in-depth  study  of  whether  tor  not  either  of 
these  dictators  had  the  disease;  there  is  rather  the 
hypothesis  that  they  did,  and  then  sweeping  gener- 
alizations as  to  the  effects  of  the  disease  on  the  men 
and  the  course  of  history.  This  does  not  occupy  a 
major  part  of  the  book,  but  is  illustrative  rather 
of  a somewhat  unsophisticated  integration  of  the 
effects  of  pathophysiology  on  behavior. 

If  this  reviewer’s  premise  that  all  are  equally 
susceptible  to  disease  is  valid,  it  follows  that  sub- 
stitution of  other  leaders  for  the  ones  that  Mr. 
L’Etang  has  chosen  to  describe  would  probably  re- 
veal similar  diseases,  especially  the  degenerative 
ones.  This  then  raises  the  generic  question  of  the 
criteria  one  uses  in  assessing  the  physical  capa- 
bilities of  a national  leader.  It  has  been  generally 
throughout  the  ages  that  judgment  increases  with 
years  up  to  the  point  of  actual  cerebral  dysfunction. 
Under  these  circumstances  people  will  turn  to 
older,  previously  proven  leaders  intuitively  and  in- 
stinctively for  leadership  and  judgment  in  times  of 
crises.  Degenerative  disease  in  leaders  thus  is  in- 
escapable. The  most  simplistic  approach  would  be 
to  choose  only  men  under  the  age  of  forty  for  great 
office.  But  Benjamin  Franklin  descr'bed  forty  as 
an  age  of  action  only;  the  age  of  judgment  lay 
beyond  that.  Therein  lies  the  dilemma.  Should  there 
be  a physical  examination  or  a mental  examination 
to  determine  the  fitness  of  national  leaders?  Ths 
is  absurd  and  impossible.  A leader  is  hardly  a 
leader  if  he  could  not  manipulate  even  the  most 
rigid  criteria  of  his  select  on  on  medical  grounds. 
A dictator  can  completely  abolish  any  regulations 
that  a society  might  choose  to  impose  iron  him. 
The  alternative  mechanism  is  to  choose  methods 
of  relieving  command  and  leadership  when  it  is 
proved  to  be  incompetent.  Actually,  if  one  should 
read  “The  Pathology  of  Leadership”  with  this  view- 
point in  mind,  it  is  replete  with  illustrations.  The 
leader’s  peers  find  mechanisms  to  do  this.  In  the 
last  analysis  the  judgment  of  political  peers  on 
capacity  to  perform  is  as  reliable  as  the  opinion  of 
one  physician  or  a staff  of  physicians  limited  in 
their  scope  to  their  knowledge  of  physiology.  It  is 
the  total  and  overall  performance  of  the  leader 
which  counts;  the  physician  is  quite  a novice  in 
political  matters. 

(Concluded  on  Next  Page) 
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What,  then,  is  the  role  of  a physician  and  his 
responsibility  to  political  leaders?  What  is  his 
responsibility  to  the  public?  This  reviewer  holds 
that  physicians,  either  singly  or  collectively  on  a 
board,  could  not  in  any  conceivable  way  be  the 
final  judge  of  the  capabilities  of  a leader  other  than 
to  assess  his  functional  capacity.  This  reviewer 
also  holds  that  it  should  be  in  the  finest  tradition 
of  the  physician  that  he  ( 1 ) maintain  trust  and 
his  role  of  confidant  with  respect  to  his  patient; 
(2)  that  he  be  forthright,  bold,  and  honest  in 
apprising  the  leader  of  his  impairments,  and  the 
risks  that  these  impairments  hold  not  only  for  the 
leader  but  for  his  people.  (3)  It  is  completely 
within  the  realm  of  ethics  that  non-specifics  and 
specifics  may  be  discussed  with  the  leader’s  family 
or  next-of-kin.  (4)  In  indirect  ways,  with  subtlety 
and  without  betraying  the  trust  in  the  doctor-patient 
relationship,  the  doctor’s  influence  should  be  felt 
in  leadership  circles.  The  command  decision,  how- 
ever, to  replace  or  to  limit  the  activities  of  a leader 
still  remains  political  and  not  medical.  As  inaccurate 
as  the  political  process  is,  the  art  of  prognostication 
is  not  sufficiently  refined  to  permit  an  omniscient 
attitude  on  the  part  of  a physician. 

L'Etang's  first  chapter  is  “Should  a doctor  ever 
tell?”  Much  of  this  controversy  was  engendered  by 
the  revelation  by  Lord  Moran  of  Churchill's  medi- 
cal history.  This  reviewer  firmly  holds  that  the 
privacy  of  a public  leader  and  his  medical  history 
is  lost  at  the  time  of  death.  As  sacred  as  the  trust 
is  to  a patient  during  his  life,  the  trust  to  mankind 
and  humanity  is  greater  after  his  death.  This  is  a 
long  respected  tradition.  Xo  member  of  the  French 
royal  family  was  ever  allowed  to  be  buried  without 
an  autopsy.  There  is  a common  feeling  among  en- 
lightened people  from  the  beginning  of  time  that 
the  more  important  the  person,  the  more  impor- 
tant it  is  to  know  all  about  his  physiology,  his 
diseases,  and  the  things  that  caused  his  death.  In 
this  respect  I would  hold  that  it  is  one  of  the 
obligations  of  leadership  that  medical  history  should 
be  revealed  at  the  time  of  death.  Those  national 
leaders  who  were  not  autopsied  leave  a void  and 
a confusion  which  this  reviewer,  L’Etang,  and  all 
humanity  are  entitled  to  have  clarified. 

This  is  not  a profound  book.  It  is  descriptive 
and  encyclopedic  rather  than  profound  and  illum- 
inating; but  it  does  raise  issues  to  which  this  re- 
viewer had  added  his  words,  and  will  evoke  some 
words  and  feeling  of  any  physician  who  feels  his 
social  responsibilities. 

Robert  V.  Lewis,  M.D. 
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On  all  in-patient 
services... 


a major  problem 


Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 
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7%  Klebsiella,  all  others* 

7%  All  other  gram-negative  organisms 


Gram- 

positive 

13% 

Staphylococcus  aureus* 

33% 

7% 

Staphylococcus,  all  others 

10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21,972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 
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\ highly  appropriate 
ipectrum  for  today’s  problem 
>dthogens 


GARAMYCIN  Injectable  offers  a high 
obability  of  effectiveness  against  susceptible 
i;  rains  of  seven  out  of  seven  major  gram- 
l egative  pathogens.  These  are: 


Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  > species 
Serratia  I 

GARAMYCIN  Injectable  has  also  been  shown 
> be  effective  in  serious  staphylococcal  infec- 
ons.  It  may  be  considered  in  those  infections 

( hen  penicillins  or  other  less  potentially  toxic 
rugs  are  contraindicated  and  bacterial 
jsceptibility  testing  and  clinical  judgment 
tdicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 

Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamycin 

gentamicin  I injectable 

sulfate  


I.M./I.V. 


n serious  gram-negative  infections 
pneumonia,  urinary  tract  infections, 
epticemia,  and  wound  infections)* 


40  mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


ue  to  susceptible  organisms 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows... 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 
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Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


GARAMYCIN*  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb  ),  the 
usual  dosage  is  80  mg  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1 .5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  cios- 
ages  up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

•In  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc  , 2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 
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Phy  sicians  Seeking 
Opportunities  In  R.I. 


Paul  K.  Frederick,  M.D. 

4059  Gateway  Court 
Indianapolis,  Indiana  46254 
Gastroenterology 

* * 

Robert  Heidenry,  M.D. 

Rt.  6 Box  198-4 

Port  Orchard,  Wa.  98366 

Ophthalmology 

Sfc  5ft  Jjl 

M.  B.  Kayani,  M.D. 

2110  Westbuty  Court 
Brooklyn,  New  York  11225 
Ophthalmology 

if:  >fc 

Robert  Kimball,  M.D. 

35  Prospect  Park  West 
Brooklyn,  New  York  11215 
Internal  Medicine 

ifi 

Elizabeth  Decker,  M.D. 

35  Prospect  Park  West 
Brooklyn,  New  York  11215 
Neurology  and  Pediatrics 

* * 

M.  Ashraf,  M.D. 

950  49th  Street 
Brooklyn,  New  York  11219 
Internal  Medicine 

* * 

Lawrence  J.  Malone,  M.D. 

3446  Ben  Lomand  Place 
Los  Angeles,  California  90027 
Surgery 

3{C  jfc 

John  T.  Benjamin,  M.D. 

14-F  Stratford  Hills  Apts. 

Chapel  Hill,  N.  C.  27514 
Pediatrics 

* * * 

Baburao  Koganti,  M.D. 

Apt.  lg,  666  Vets.  Hwy. 

Hauppauge,  New  York,  11787 
Diagnostic  Radiology,  Radiation  Therapy, 
Nuclear  Medicine 

(Continued  on  Next  Page) 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


N.  H.  TOWN  HOUSE  FOR  RENT 

Available  June  and/or  July,  Lake  Sunapee, 
New  Hampshire;  fully  furnished  with  free 
use  of  private  golf  course,  beach,  tennis 
courts,  pool,  3 bedrooms,  all  electric  dish- 
washer, washer,  and  dryer. 

Call  (401)  861-5700 
(401)  861-3056 


E.  P.  Anthony,  Inc. 


'D'luyyidtd 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 


Pharmacy  License  No.  225 
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HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


FOR  SALE 

EAST  PROVIDENCE,  R.  I. 
MODERN  MEDICAL  BLDG. 

One  Story  — 4 Offices 
Waiting  Room  — Conference  Room 

Centrally  Air  Conditioned 
Fully  Furnished  — Parking 

Available  Immediately 

ROTK1N  & SYDMEY 

Exclusive  Agents 
521-3446 
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Steven  M.  Greenberg,  M.D. 

17320  Whitcomb 
Detroit,  Michigan  48235 
Ophthalmology 

* * * 

S.  A.  Majid  Kazerooni,  M.D. 

967  Forest  Avenue 
Birmingham,  Michigan  48008 
General  Surgery,  Peripheral-Vascuiar 
Surgery 

* H4  * 

Vincente  D.  Cabansag,  M.D. 

Saint  John  Hospital 
22101  Moross  Road 
Detroit,  Michigan  48236 
General  Surgery 

* * * 

Armando  J.  Coello,  M.D. 

30  Hillcrest  Avenue 
Melrose,  Massachusetts 
Ophthalmology 

H4  * 

Stanley  Tseng,  M.D. 

712  Bridgeman  Terrace 
Baltimore,  Md.  21204 
Ophthalmology 

* * * 

Peter  S.  MacMurray,  M.D. 

Memorial  General  Hospital 
Golden  Clinic  and  Medical  Center 
1200  Harrison  Avenue 
Elkins,  W.  Virginia  26241 
Surgery 

5K 

K.  C.  Leong,  M.D. 

455  Sea  Street 
Apt.  2 A 

Quincy,  Massachusetts  02169 
Obstetrics  and  Gyneoology 
*=(==)= 

Hvun  J.  Jung,  M.D. 

College  of  Physicians  and  Surgeons  of 

Columbia  University 

Department  of  Pathology 

630  West  18th  Street 

New  York,  New  York  10032 

Pathology 

* * * 

J.  N.  Patel,  M.D. 

150-A  West  Eckerson  Road 
Apt.  14C 

Spring  Valley,  New  York  10977 
General  Surgery 

(Concluded  on  Page  207) 

Rhode  Island  Medical  Journal 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

8P':  - - : (23%  alcohol) No  2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg.  0.31 11  mg. 

atropine  sulfate  0.0194  mg  00194mg  0.0582  mg 

hyoscine  hydrobromide  0.0065  mg  0 0065  mg  0.0195  mg. 

phenobarbital  (^gr.)16  2mg  C/2  gr.)  32  4 mg  (%gr.)48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions;  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients. 


A H Robins  Company  Richmond  Virginia  23220 
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2 ways  (o  provide  o doily 
therapeutic  supply  of  Vitamin  C 
15  baked  potatoes  (skins 
or  one  copsule  of 
Allbee  with  C 


and  all!] 


About  20  mg.  Vitamin  C in  one  baked  potato  (2 Vi " diameter). 


- . 


Allbee  withC 

MULTIVITAMINS 


Each  capsule  contains:  -s-  ■ — 

Thiamine  mononitrate  (Bi)  15  mg  1500% 
Riboflavin  (B.)  10  mg  834% 

Pyridojtme  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  500% 

Calcium  pantothenate  10  mg  •• 
Ascorbic  ac»d  (Vitamin  C)  300  mg  1000% 


MSB 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
All  bee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  V a.  23220 


/1'H'DOBINS 


Student  Loan  Guarantee  Fund 


Although  the  nation  is  short  of  physicians,  a 
quick  look  into  the  future  may  find  many  more 
empty  seats  in  medical  school  classrooms  across 
the  country. 

The  reasons?  They  all  stem  from  the  current 
“financial  crisis”  that  students  are  facing  in  medi- 
cal schools  today.  The  situation  is  such  that  finan- 
cial aid  can  essentially  mean  the  difference  be- 
tween a degree  or  a dropout. 

Recent  studies  have  shown  that  the  average 
medical  student  is  not  rich.  He  may  have  a family 
to  support,  or  he  may  come  from  a low  income, 
underprivileged  economic  background.  This  student 
musts  depend  on  outside  help  from  student  loans 
to  keep  him  going. 

Two  sources  for  student  loans  are  the  federal 
government  and  the  AMA-ERF  Student  Loan 
Guarantee  Fund.  Due  to  a major  cutback  in  the 
federal  student  loan  program  budget,  the  sum 
available  for  loans  is  considered  highly  inadequate. 
It  has  been  estimated  that  the  percentage  of  stu- 
dents aided  will  drop  from  35  per  cent  to  20  per 
cent,  and  unless  additional  funds  can  be  found, 
the  average  loan  will  amount  to  only  half  the  dollar 
amount  that  has  been  borrowed  in  previous  years. 

Reaction  to  the  cutback  may  be  summed  up  in 
the  following  comments  from  concerned  medical 
students,  cited  by  Edward  D.  Martin,  Past  Presi- 
dent of  the  Student  American  Medical  Association 
in  a testimony  before  Congress: 

“I  am  very  personally  involved,  as  without  the 
financial  aid  from  this  program.  I would  not  be 
able  to  afford  medical  school.” 

“To  put  it  simply,  if  you  cut  the  loans,  you  may 
also  cut  my  throat-  I am  a freshman,  married,  and 
both  my  wife  and  I are  in  school,  and  we  direlv 
need  the  money.” 

“I,  for  one,  am  at  a loss  as  to  how  I shall  be 
able  to  continue  my  medical  education  next  year 
without  this  program’s  aid  in  paying  my  tuition  of 
$2,350.” 

In  addition  to  the  students  who  have  already 
applied,  for  government-subsidized  and  AMA-ERF 
loans,  a tremendous  growth  in  applications  has  been 
predicted  on  the  basis  of  the  rise  in  the  number 
of  students  presently  in  undergraduate  science  pro- 
grams: a substantial  increase  in  the  age  group  of 
applicants  to  medical  schools:  past  trends  in  the 


number  of  applicants;  and  a growing  interest  in 
occupations  directly  related  to  social  improvement. 

In  the  years  1967-1969  the  actual  award  of  gov- 
ernment loans  to  medical  students  remained  almost 
constant,  although  the  number  of  students  and 
total  funds  requested  by  medical  schools  had  both 
increased.  With  a surplus  of  students  desperately 
in  need  of  financial  aid,  they  must  now  find  addi- 
tional funds  to  meet  their  needs. 

The  AMA  is  projecting  that  in  the  academic 
years  1969  through  1975,  20,300  new  AMA-ERF 
loans  worth  $26.3  million  will  be  needed.  Loan  ap- 
plications are  already  pouring  into  AMA  head- 
quarters at  an  unprecedented  rate.  The  students 
who  have  already  enrolled  in  medical  curriculums, 
or  are  planning  to  enroll  will  be  facing  two  major 
problems : 

1.  A tight  money  high  interest  situation  greets 
medical  students  at  most  banks.  AMA-ERF’s  sup- 
port can  give  the  medical  student  adequate  credit 
to  guarantee  his  bank  loan. 

2.  The  high  cost  of  living  and  learning  (tui- 
tion, books,  rent)  plus  continued  inflation  depletes 
many  meager  student  budgets. 

Since  there  is  no  predicted  relief  from  the  fed- 
eral government,  we  must  increase  available  AMA- 
ERF  funds  to  help  many  young  people  already  in 
training,  who  may  never  receive  their  degrees. 
These  loans  are  extended  to  interns  and  residents, 
as  well  as  medical  students,  on  a long  term,  low 
cost  basis. 

How  the  AMA-ERF  Student  Loan  Guarantee 
Fund  Works 

Your  contribution  to  the  program  is  held  as  a 
guarantee  for  repayment  of  loans-  Each  dollar  you 
give  puts  another  $12.50  to  work  in  loans  made 
by  a commercial  bank.  These  loans  in  turn  are 
made  available  to  medical  students  at  prevailing 
interest  rates  from  participating  member  banks. 
As  the  loans  are  repaid  by  students,  this  money 
is  again  reactivated  to  help  even  more  medical 
students  finance  their  educations. 

In  past  years,  the  Student  Loan  Guarantee  Fund 
has  been  one  of  the  most  rewarding  and  financially 
successful  aspects  of  the  Foundation,  and  with  the 
present  situation,  the  need  is  clear  for  its  increased 
support. 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Rhode  Island  Physicians’  Attitudes  On 

J 

The  Present  And  Future  Practice  Of  Medicine 

We  Are  Much  More  Like  We  Thought 
Than  Some  Caricatures  Would  Indicate 


By  Robert  V.  Lewis,  M.D. 

There  is  a trend  today  for  reassessment  and  re- 
appraisal of  ourselves  as  individuals,  and  of  our 
institutions.  The  rapidly  moving  social  changes  of 
the  past  decade  have  brought  into  use  the  words 
“crisis”  and  “identity”  more  frequently  than  per- 
haps they  have  been  used  in  the  previous  history 
of  mankind.  It  is  reassessment,  reevaluation,  and 
the  search  for  “identity”  in  these  “crises”  which 
have  led  philosophically,  even  if  subconsciously,  to 
the  survey  of  individual  attitudes  and  the  collec- 
tive attitude  of  the  Rhode  Island  Medical  Society. 
This  calls  for  a clear  analysis  and  understanding 
of  who  we  aie  and  what  our  institution  represents. 
Identity,  whether  of  an  individual  or  of  an  insti- 
tution, is  the  satisfactory  integration  into  an  en- 
vironment over  which  one  does  not  have  the  ulti- 
mate control,  but  in  which  one  may  make  an  ac- 
commodation by  selectively  choosing  alternatives 

ROBERT  V.  LEWIS,  M.D.  of  Providence,  Rhode 
Island,  Senior  Physician,  Rhode  Island  Hospital, 
Immediate  Past  President,  The  Rhode  Island 
Medical  Society. 

Delivered  at  the  162nd  Annual  Scientific  Assembly 
of  The  Rhode  Island  Medical  Society,  Wednesday, 
March  14,  1973  at  the  Colonial  Hilton  Inn,  Cranston, 
Rhode  Island. 


The  opinions  expressed  in  this  paper  do  not  neces- 
sarily reflect  those  of  the  Board  of  Trustees  of  the 
Rhode  Island  Health  Services  Research,  Inc.  nor  has 
the  Board  officially  reviewed  or  commented  upon  the 
text  of  this  paper. 


on  the  basis  of  one’s  experience  and  attitudes. 
Clearly  our  first  task  then  was  to  determine  who 
we  are  and,  having  decided  this,  what  alternatives 
and  readjustments  are  acceptable.  Evolution,  not 
revolution,  is  the  goal.  The  great  physician  Lin- 
naeus asserted  over  300  years  ago  that  “Nature 
does  not  jump”.  In  the  area  of  political  compro- 
mise it  is  wrell  for  all  parties  to  appreciate  the 
intensity  of  attitudes  either  for  acceptance  of 
change,  or  resistance.  No  solution  is  truly  work- 
able unless  there  is  reasonable  acceptance  by  all 
the  parties  concerned.  Thus,  the  Administration  of 
your  Society  cannot  effectively  take  a stand  on  an 
issue  unless  it  knows  your  position.  In  reviewing 
the  results  majority  opinion  is  of  paramount  im- 
portance; but  equally  so  are  absolute  numbers  of 
individuals  who  may  be  available  for  innovative 
programs  on  a pilot  basis;  and  lastly,  the  intensity 
of  minority  reaction  is  of  importance  if  a society 
is  to  continue  to  be  representative  and  inclusive. 

Based  on  these  propositions,  it  behooved  your 
president  on  beginning  his  term  of  office  to  obtain 
accurate  information  about  whom  he  represented 
and  the  attitudes  of  the  members  of  the  Society. 
At  that  point  Doctor  Joseph  E.  Caruolo  had  been 
working  hard  and  long  with  his  Committee  on 
the  Delivery  of  Health  Care,  exploring  the  possi- 
bility of  a Society-sponsored  Foundation.  John  E. 
Farrell,  our  Executive  Secretary,  had  recommended 
the  establishment  of  a long-range  planning  com- 
(Continued  on  Next  Page) 
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mittee.  Your  president  had  been  invited  by  Rhode 
Island  Health  Services  Research,  Inc.  (SEARCH) 
to  make  recommendations  for  the  further  study  of 
the  delivery  of  health  care  in  Rhode  Island.  He 
suggested  to  SEARCH  that  no  program  was  more 
necessary  than  to  determine  the  composition  of 
the  Rhode  Island  Medical  Society,  its  current  atti- 
tudes towards  the  acceptance  of  changes,  and  a 
projection  of  the  evolutionary  changes  to  be  ex- 
pected in  composition  and  modes  of  practice. 
Avery  Colt  of  SEARCH  recommended  to  its  Board 
of  Directors  that  this  survey  be  approved.  The 
survey  itself  trom  start  to  finish  has  been  under 
the  personal  direction  of  Doctor  H.  Denman  Scott, 
now  Executive  Director  of  SEARCH,  whose  ex- 
pertise was  matched  only  by  his  total  and  un- 
stinted cooperation  in  time  and  effort  in  completing 
this  first  preliminary  report  in  time  for  our  An- 
nual Meeting.  Thanks,  then,  to  Doctor  Scott, 
Avery  Colt  of  the  Board  of  Directors  of  SEARCH. 
Doctor  Joseph  Caruolo  and  the  Committee  on  the 
Delivery  of  Health  Care,  John  E.  Farrell,  and  the 
803  members  of  the  Rhode  Island  Medical  So- 
ciety who  alone  ultimately  could  make  the  survey 
a success. 

COMPOSITION  OF  THE  RHODE  ISLAND 
MEDICAL  SOCIETY 

The  first  task  was  to  determine  the  composition 
of  the  Rhode  Island  Medical  Society.  In  matters 
of  sex  and  age,  95  per  cent  of  our  organization 
are  males  and,  more  significantly  50  per  cent  of 
the  membership  is  over  50  years  of  age.  In  inter- 
preting the  first  graphic  presentation  of  our  data 
(Fig.  1)  one  would  presume  that  in  order  to  have 
an  orderly  and  static  physician  population  each  of 
the  decades  should  have  equal  representation.  This, 
however,  is  not  a valid  observation  since  in  the 
60-plus  age  group  retirement,  illness  and  death  are 
operative.  Similarly,  in  the  less  than  TO  year  age 
group  the  potential  physician  supply  is  not  fully 
represented,  since  physicians  are  frequently  still  in 
their  residencies  in  their  early  30's.  Attention 
should  therefore  be  directed  primarily  to  the  two 
middle  decades,  where  the  first  generalization  can 
be  drawn,  namely,  that  in  respect  to  the  Society's 
membership  the  projection  is  to  relative  stability, 
or  to  a slight  increase. 

In  Fig.  2 one  notes  that  the  historical  pattern 
of  medical  practice  has  been  that  of  the  solo  prac- 
titioner as  indicated  by  the  rising  slope  of  the 
curve  of  the  number  of  solo  practitioners  by  age 
groups.  However,  as  the  age  scale  descends  one 
notes  that  the  phenomenon  is  reversed  with  an  in- 
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crease  in  partnership  and  group  arrangements.  By 
the  simplest  of  projections,  in  1978  — five  years 
hence  — the  Medical  Society  will  be  composed  of 
an  equal  mix  of  solo  practitioners  and  those  prac- 
ticing in  partnership  and  group  arrangements.  In- 
terpretations and  editorializing  in  this  paper  will 
be  kept  to  a minimum;  but  it  is  quite  clear  that 
the  identity  of  the  Medical  Society,  its  objectives, 
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its  problems  as  related  to  the  regulation  of  prac- 
tice, methods  of  financing  medical  care,  and  hos- 
pital relationships  will  be  based  not  as  strongly 
on  individual  participation,  but  more  equally  on 
members  participating  in  group  and  partnershp  ar- 
rangements and  those  in  solo  practice. 

In  Fig.  3 the  percentage  of  physicians  rendering 
primary  care  is  analyzed  by  age  groups.  At  the 
present  time  41  per  cent  of  our  membership  are 
involved  in  primary  care.  These  include  the  gen- 
eral practitioners,  internists,  obstetricians,  and 
pediatricians  Referring  to  the  graph,  if  the  bars 

[are  moved  to  the  right  with  the  progression  of 
time,  one  must  conclude  that,  if  present  trends 
continue,  the  supply  of  primary  physicians,  at 
least  in  Rhode  Island,  wall  have  significantly  dimin- 
ished as  the  older  primary  physicians  move  out 
and  are  not  replaced  by  those  in  the  lower  age 
brackets.  It  is  significant,  although  it  is  not  shown 
on  this  graph,  that  only  9 per  cent  of  our  mem- 
bership are  rendering  primary  care  in  its  most 
traditional  form,  namely  as  general  or  family  prac- 
titioners. With  approximately  40  per  cent  of  physi- 
cians in  Rhode  Island  rendering  primary  care  we 
may  extrapolate  to  a current  total  of  approxi- 
mately 450  physicians  so  involved.  With  a popu- 
lation in  Rhode  Island  in  excess  of  800,000,  the 
ratio  of  patients  to  primary  physician  is  approxi- 
mately 2000  to  one.  Or,  in  an  ideal  hypothetical 
| state  where  every  citizen  is  covered  by  a primary 
physician,  the  patient  panel  would  be  close  to 
2,000  patients  per  physician.  Regardless  of  the 
future  method  of  providing  health  care,  it  is  ob- 
vious that  in  any  planning  there  should  be  pro- 
visions for  increasing  the  supply  of  primary  care 
physicians. 

AVAILABILITY  OF  PHYSICIANS 

Now,  given  this  distribution  of  physicians  and 
their  mode  of  practice,  is  there  physician  avail- 
ability? With  an  overall  ratio  of  physicians  to 
population  in  the  state  of  Rhode  Island  of  one 
physician  per  1,000  citizens,  which  is  one  of  the 
best  in  the  nation,  a priori  one  might  predict  that 
professional  manpower  is  available.  The  data  in 
Fig.  4 confirm  this  prediction.  It  is  demonstrated 
in  the  lower  bar  graph  that  in  all  age  groups  pa- 
tients known  to  a physician  are  accepted  for  a 
routine  visit  by  the  great  majority  of  physicians 
in  less  than  a week.  Entry  by  a new  patient  into 
the  health  care  system  in  Rhode  Island  similarly 
can  be  effected  in  a week’s  time  in  the  case  of  over 
half  the  physicians.  Thus,  availability  and  entry 
(Continued  on  Next  Page) 
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compare  favorably  with  any  health  care  system 
extant  anywhere  and  under  any  circumstances. 

A reasonably  acceptable  health  care  system  must 
provide  for  continuous  coverage.  Fig.  5 illustrates 
present  arrangements,  and  permits  easy  projec- 
tions on  the  expected  future  evolution  of  coverage 
arrangements.  The  more  formal  coverage  arrange- 
ments by  partners  and  associates  in  the  younger 
age  groups  lead  to  a prediction  that  coverage  in 
the  future  will  be  more  formal.  The  historical  and 
currently  predominant  pattern  of  coverage  followed 
by  the  older  age  groups,  the  use  of  another  inde- 
pendent solo  practitioner  in  the  community  w;ll  be 
replaced  by  more  closely  defined  coverage  arrange- 
ments. But  most  importantly,  regardless  of  the  ar- 
rangement, over  85  per  cent  of  the  physicians  of 
Rhode  Island  indicated  that  in  their  opinion  their 
coverage  was  adequate  regardless  of  their  methods. 

As  to  the  use  of  hospital  emergency  rooms  for 
routine  coverage,  less  than  one  per  cent  of  re- 
spondents indicated  such  a practice. 

QUALITY  OF  CARE 

Another  area  of  challenge  to  our  identity  and 
integrity  has  been  the  matter  of  whether  we  are 
delivering  quality  care.  There  are  those  lay  pro- 
fessional health  planners  who  have  called  for  re- 


186 


Rhode  Island  Medical  Journal 


SANCTION  UNDER  FOUNDATION  REVIEW  MECHANISM 


% favor 


ONLY  ASSISTANCE  FOR  SANCTIONS  PARTICIPATION 

IMPROVEMENT 

Fig.  8 

licensure  or  recertification  and  have  questioned  the 
physician’s  continuing  education  and  his  compe- 
tence. It  is  not,  however,  the  goading  from  outside 
side  which  has  produced  our  present  profile,  as  illus- 
trated in  Figs.  6 through  9,  but  rather  those  forces 
generated  by  the  individual  physician's  pride  in 
his  work,  a desire  to  deliver  to  his  patients  the 
best  possible  care  within  his  capacity,  and  the 
regulation  and  control  of  organized  medicine  itself. 

The  first  projection  in  this  series  (Fig.  6)  shows 
that  of  those  who  are  classified  as  specialists  in 
Rhode  Island,  over  60  per  cent  have  taken  the 
time  and  trouble  to  prepare  themselves  and  suc- 
cessfully pass  specialty  board  examinations  for 
certification.  Without  any  duress  or  prompting 
from  the  outside,  86  per  cent  of  the  physicians  of 
Rhode  Island  have  taken  from  one  to  six  refresher 
courses  in  the  past  three  years  (Fig.  7).  The  aver- 
age physician  regularly  reads  between  four  and 
seven  professional  journals,  with  many  reading 
more.  Is  there  smugness  in  this  drive  for  excel- 
lence and  competence?  Not  at  all.  Physicians  them- 
selves welcome  and  are  more  than  willing  to  ac- 
cept Peer  Review  in  assessment  of  their  perform- 
ance. However,  they  strongly  oppose  judgment  of 
(Continued  on  Next  Page) 
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professional  matters  by  non-professionals.  Over 
90  per  cent  advocate  periodic  quality  review  by 
their  peers  (Fig.  8).  Furthermore,  the  physicians 
of  Rhode  Island  are  realistic;  most  consider  cur- 
sory review  alone  with  suggestions  for  improve- 
ment inadequate'  rather,  they  seek  suggestions 
and  assistance  for  improvement,  even  to  the  point 
of  application  of  limited  sanctions. 

It  is  significant,  therefore,  as  shown  in  Fig.  9, 
that  over  80  per  cent  of  physicians  are  opposed 
to  relicensure,  and  less  than  a third  believe  that 
recertification  in  the  specialties  is  necessary.  There 
is  no  smugness  in  our  self-appraisal  with  respect 
to  quality  care  and  continuing  education.  A Rhode 
Island  physician  may  justifiably  take  satisfaction 
in  this  regard,  and  your  president  would  challenge 
any  other  professional  body  in  any  discipline  to 
exceed  the  dedication  to  the  principle  of  profes- 
sional quality  control  and  the  continuous  mainte- 


nance of  high  standards  as  have  been  set  by  the 
members  of  the  Rhode  Island  Medical  Society. 

REIMBURSEMENT 

How  do  Rhode  Island  physicians,  providing  rela- 
tively good  access  to  the  system,  available  in 
sufficient  numbers,  providing  quality  care  judged 
by  any  criteria,  and  willing  to  have  their  services 
reviewed  and  improved  by  constructive  criticism, 
wish  to  be  paid  for  their  services?  Should  a total 
prepayment  plan  be  instituted?  What  are  their 
preferences  with  regard  to  premium  collections 
and  equitable  distribution?  The  Society  members 
show  (Fig.  10)  a strong  preference  for  state  medi- 
cal society  foundation  management  with  Blue 
Shield  as  the  probable  carrier,  or  even  straight 
management  by  Blue  Shield  itself.  Their  endorse- 
ment of  these  concepts  is  almost  as  positively 
stated  as  is  their  objection  to  participation  in  a 
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program  of  total  prepayment  furnished  exclusively 
by  the  federal  government. 

However,  regardless  of  the  third  party  agency, 
or  whether  the  present  method  of  reimbursement 
is  superceded  by  a method  of  comprehensive  care, 
there  is  an  overwhelming  preference  for  reimburse- 
ment on  the  basis  of  fee  for  service  (Fig.  11). 
Straight  capitation  without  respect  to  services  ren- 
dered is  almost  tantamount  to  straight  salary, 
which  is  strongly  opposed.  The  opposition  to 
straight  salary  by  a physician  is  not  only  a hypo- 
thetical matter,  but  also  an  absolute  current  real- 
ity. Few  indeed  are  the  full-time  physicians  in  any 
of  our  hospitals  who,  although  basically  they  may 
be  said  to  work  on  salary,  do  not  have  the  option 
to  practice  at  least  part  of  their  time  on  a fee-for- 
service  basis  In  those  institutions  in  which  the 
salary  arrangement  operates,  a fee  for  service  is 
actually  in  eFect,  since  some  schema  of  relative 
productivity  and  incentives  are  the  basis  of  their 
contracts. 

Should  a total  prepayment  system  prevail  in  the 
future,  what  are  the  attitudes  of  Rhode  Island 
physicians  with  respect  to  the  proper  determina- 
tion of  their  reimbursement  (Fig.  12)?  While  the 
physician  as  an  individual  may  take  the  philo- 
sophical viewpoint  that  he  alone  shall  determine 


for  whom  and  for  how  much  he  will  serve,  he  does 
not  take  this  rigid  position  at  all.  He  is  perfectly 
willing  to  have  his  worth  evaluated  by  his  peers 
in  the  Medical  Society,  and  more  than  half  of  his 
colleagues  ar"  willing  to  have  a fair  non-profit 
insurer  determine  his  fee  schedule.  Beyond  these 
choices  his  preference  is  for  evaluation  by  con- 
sumer representatives  over  commercial  insurers. 
Hospital  representatives,  state  representatives,  or 
federal  representatives  are  in  descending  order  the 
least  desirable  for  him. 

DELIVERY  OF  HEALTH  CARE 
We  may  now  turn  to  some  suggested  changes 
in  the  delivery  of  health  care  which  have  as  their 
premise  that  there  is  always  room  for  improve- 
ment. With  respect  to  the  generic  issue  of  more 
comprehensive  care  regardless  of  the  institution 
or  the  mode  of  its  delivery,  there  is  a strong  man- 
date for  the  availability  of  a yearly  physical  exam- 
ination (Fig.  13).  This  is  in  keeping  with  the  con- 
cept of  health  mantenance  and  preventive  care.  As 
strongly  endorsed,  but  properly  in  second  place 
since  there  is  no  substitute  for  the  physician- 
patient  encounter,  is  broad,  multiphasic  screening 
as  a supplement.  Thus,  one  would  conclude  that, 
regardless  of  the  method  of  financing  or  the  mode 
(Continued  on  Next  Page) 
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of  delivery  of  care,  the  yearly  physical  examina- 
tion and  a broad  spectrum  screening  should  be 
made  available  to  everyone  for  maximum  health 
care. 

If  changes  are  to  be  made  in  the  future  with 
respect  to  new  organizational  proposals  and  new 
programs  of  comprehensive  care,  what  are  the  pref- 
erences of  Rhode  Island  physicians  (Fig.  14)? 
Overwhelmingly  they  support  a possible  new  com- 
prehensive plan  by  Blue  Cross  and  Blue  Shield. 
The  physicians  of  Rhode  Island  have  confidence 
in  these  organizations,  realize  the  superb  job  they 
have  done,  and  the  extensive  data  base  and  ac- 
tuarial experience  they  have  to  accomplish  this 
task.  In  favoring  the  multi-doctor  clinic  under- 
written at  the  program’s  start  by  participating 
physicians,  the  advantage  seems  to  be  in  the 
maintenance  of  close  professional  control.  The  So- 
ciety did  not  receive  an  endorsement  to  proceed 
with  a non-profit  foundation  at  this  time. 

However,  when  specifically  asked  whether  a phy- 
sician maintaining  his  present  office  would  be  will- 
ing to  participate  as  a member  of  a closed-panel, 
totally  prepaid  multi-specialty  group,  a sufficient 
number,  in  excess  of  200,  indicated  a willingness  to 
participate  on  a part-time  basis  (Fig.  15).  Less 
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than  10  per  cent  of  the  physicians  are  willing  at 
this  time  to  make  such  a complete  change  as  to 
relocate  their  offices  and  devote  full  time  to  a 
closed-panel  prepaid  group.  These  figures  may  be 
interpreted  in  several  ways.  The  most  emphatic 
conclusion  is  that  there  is  not  a ready  supply  of 
physicians  available  to  move  into  new  locations  as 
full-time  members  of  closed-panel,  pre-paid  groups. 
However,  given  their  confidence  in  Blue  Shield- 
Blue  Cross  for  the  marketing  of  a comprehensive, 
prepaid  plan,  there  is  in  the  state  a sufficient  num- 
ber of  physicians  available  on  a part-time  basis 
to  make  a sophisticated,  prepaid  comprehensive 
plan  marketed  by  Blue  Shield  a distinct  possi- 
bility. 

Basic  in  any  new  organizational  program  is  the 
necessity  for  standardization  of  services  and  rec- 
ords. This  will  be  no  problem,  since  almost  two- 
thirds  of  the  physicians  of  Rhode  Island  are  agree- 
able to  the  maintenance  of  standard  record  keep- 
ing (Fig.  16).  This  is  interpreted  to  apply  not  only 
to  clinical  records  essential  to  utilization  review, 
but  also  in  the  matter  of  accounting.  That  the 
physicians  of  Rhode  Island  are  not  averse  to 
change,  where  change  may  be  said  to  result  in  im- 
proved performance,  is  indicated  by  their  attitude 
(Concluded  on  Page  208) 
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Blue  Shield  And  National  Health  Insurance 


Government's  Role  hi  Protecting  Public 
Interest  And  Administrative  Expertise 
Of  Blue  Shield  Should  Be  Recognized 


By  Arnold  Porter,  M.D. 


Xo  one  in  this  room  this  evening  needs  a crystal 
ball  to  foresee  the  eventuality  that  national  health 
insurance  legislation  will  be  enacted  in  this  coun- 
try. It  is  inevitable,  and  of  as  serious  concern  to 
physicians  as  was  social  security,  medicare,  and 
PSRO  legislation.  Proposals,  in  one  form  or  an- 
other, were  introduced  by  many  groups  and  in- 
dividuals in  the  last  session  of  Congress  and  are 
being  reintroduced  with  or  without  modification 
in  the  present  session.  Support  has  come  from  many 
segments  of  society  both  to  the  right  and  to  the 
left,  as  well  as  from  the  great  majority.  The  only 
question  remaining  is  when  and  in  what  form  will 
this  legislation  surface. 

A oonsensus  of  Congress  at  this  time  predicts 
definitive  legislation  by  1974  or  1975. 

The  proposals  in  the  past  run  the  gamut  from 
the  administration’s  National  Health  Insurance 
Partnership  Act  and  the  AMA’s  Medicredit  bill 
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(Health  Care  Insurance  Assistance  Act)  to  the 
Kennedv-Griffiths  bill  (Health  Security  Act). 
Other  influential  Congressmen,  whose  names  are 
associated  with  national  health  insurance  bills,  in- 
clude A1  Ullman,  William  Roy,  Paul  Rogers,  Jacob 
Javits,  Claiborne  Pell,  Walter  Mondale,  Russell 
Long,  Abraham  Ribicoff,  and  Wilbur  Mills  among 
others. 

It  is  generally  considered  that  no  one  bill  will 
be  accepted  as  introduced  but  that  compromise 
legislation  will  emerge,  encompassing  a middle  of 
the  road  approach  which  Congress  believes  is  fis- 
cally sound,  publicly  acceptable,  and  capable  of 
passage  through  both  Houses. 

This  bill.  I predict,  will  include  many  of  the 
major  proposals  that  have  been  the  subject  of  much 
discussion  in  the  past.  These  include  guaranteeing 
everybody  the  right  to  purchase  a standard  benefit 
package  and  a right  to  keep  it  through  job  changes 
and  unemployment,  some  restructuring  of  financing 
and  delivery,  building  on  existing  facilities  with 
re-oriented  policies,  state  and  local  control  with 
federal  mandates,  integration  of  all  federal  plans, 
an  employer-employee  contributory  system,  cost 
and  utilization  control  mechanisms,  a reversal  of 
incentives,  children  programs,  catastrophic  illness, 
and  I hope  some  measure  of  co-insurance. 
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Of  great  importance  to  this  Corporation,  the 
medical  profession,  and  the  public  should  be  a 
continuing  role  of  Blue  Shield  and  the  private  in- 
surance industry. 

It  is  to  the  latter  issue  that  I wish  to  address 
myself  today  since  I believe  a strong  Blue  Shield 
plan  acting  as  contractor  to  the  government  is  the 
best  and  perhaps  the  only  vehicle  through  which 
physicians  can  retain  a voice  in  direction  and 
management  of  our  future  health  care  system.  The 
question  is  clear:  Will  we  be  asked  to  help  run  the 
program  or  will  the  government  run  it  solely,  or 
will  it  be  run  by  Aetna  or  Metropolitan  or  some 
new  organization  yet  to  be  devised?  The  govern- 
ment is  going  to  be  making  these  decisions  rela- 
tively soon,  and  it  will  select  as  carriers  only  those 
organizations  that  have  proved  their  administra- 
tive capabilities,  and  also  their  responsiveness  in 
many  specific  areas  of  interest  to  the  government 
and  society.  There  are  adequate  indicators  already 
emerging  from  HEW,  Congress,  and  national  health 
insurance  debates  to  foresee  what  the  health  plan- 
ners have  in  mind. 

What  I am  trying  to  say  is  that  we  must  sacri- 
fice present  complacency  to  assure  that  we  com- 
mand future  respect.  In  order  for  Blue  Shield  to 
be  assured  of  a position  in  the  starting  line  up, 
many  reforms  should  be  considered  at  both  the 
national  and  local  level. 

Already  at  the  national  level,  where  I have 
served  for  two  years  on  the  Board  of  Directors, 
much  consideration  has  been  given  and  monies 
spent  in  anticipation  of  a national  health  policy. 
In  January  of  this  year  a drafted  revision  of  the 
National  Association  of  Blue  Shield  Plans  by-laws 
and  membership  standards  was  presented  to  the 
Board  of  Directors.  Although  no  action  can  be 
taken  until  the  annual  meeting  in  May,  the  Com- 
mittee recommended  among  numerous  changes 
that,  although  physician  membership  including  rep- 
resentation from  organized  medicine  was  essential 
if  the  unique  character  of  Blue  Shield  is  to  be  pre- 
served, the  AMA  no  longer  has  the  authority  to 
appoint  five  representatives  to  the  Board.  It  did 
recommend  that  of  the  nine  Directors  at  Large, 
who  shall  be  physicians  or  practitioners  with  un- 
limited licenses  or  dentists,  three  shall  be  repre- 
sentatives of  the  AMA. 

It  is  my  personal  belief  that  Blue  Shield,  serv- 
ing 69  million  people,  will  have  more  credibility 
with  Congress  and  the  voters  as  a vehicle  for  na- 
tional health  insurance  if  their  image  is  not  as 


closely  associated  with  the  providers  of  health 
care  as  exists  at  present. 

Along  the  same  lines,  one  year  ago,  the  Blue 
Cross  Association  and  the  American  Hospital  As- 
sociation were  divorced,  and  the  design  in  the  cen- 
ter of  the  familiar  Blue  Cross  symbol  has  been 
changed  to  fit  the  new  image. 

Also  at  the  national  level,  the  Blue  Shield  and 
Blue  Cross  Associations  are  each  contributing  one 
million  dollars  a year  to  a Joint  Long  Range  Sys- 
tems Planning  Committee,  chaired  by  Mr.  Arthur 
Hanley,  which  is  charged  with  the  responsibility 
of  developing  computer  systems  capable  of  admin- 
istering a national  health  insurance  plan. 

It  is  of  great  interest  and  pride  to  Rhode  Island 
Blue  Shield  that  the  Blue  Shield  and  Blue  Cross 
Executive  in  Charge  of  Systems  Development  for 
the  Joint  LRSP  Committee  is  Benjamin  Alfano, 
known  to  many  of  you.  Ben  was  formerly  an  As- 
sistant Director  in  Charge  of  LDP  for  our  plan, 
where  he  served  with  distinction  and  respect  for 
30  years. 

In  concert  with  the  national  planning,  many  re- 
forms and  changes  should  be  made  at  the  local 
plan  level  to  insure  us  a voice  in  the  design  and 
administration  of  whatever  form  national  health 
insurance  evolves.  The  present  situation  is  not  radi- 
cally unlike  that  which  existed  in  1965  when  our 
Blue  Shield  staff,  Board  of  Directors,  and  Cor- 
poration faced  a decision  on  whether  we  would 
participate  as  a carrier  in  the  Medicare  program, 
which  many  physicians  feared  and  opposed. 

It  is  to  the  everlasting  credit  of  the  medical 
profession  and  Blue  Shield,  and  to  the  benefit  of 
the  people  of  this  state,  that  we  made  the  right 
decision.  The  most  remarkable  difference  between 
that  situation  and  the  present  one  is  the  greater 
magnitude  now  of  the  changes  that  are  required  in 
order  for  Blue  Shield  to  prepare  itself. 

It  might  be  instructive  here  to  look  briefly  at 
how  much  Blue  Shield  has  progressed  since  those 
pre-medicare  days.  In  1965,  we  called  ourselves 
“Physicians  Service’’.  We  printed  all  our  bro- 
chures in  green  ink,  and  we  insisted  on  using  our 
own  symbol  rather  than  the  Blue  Shield  primarily 
to  retain  and  protect  our  local  identity,  which  is 
readily  understandable. 

In  those  days,  we  were  primarily  a “Surgical’’ 
Plan  and  our  best  program  was  built  around  a fee 
schedule  based  on  income  limits.  Today,  Plan  100 
includes  a vastly  expanded  scope  of  benefits,  and 
Major  Medical  coverage  remains  a fast  growing 
(Continued  on  Next  Page) 
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program.  We  are  experimenting  with  prepaid  com- 
prehensive services,  and  looking  at  other  ways  of 
expanding  benefits.  Our  administrative  staff  is  en- 
gaged in  aggressive  negotiations  to  bring  about 
dental  care,  and  are  exploring  drug,  vision  care, 
and  other  programs  which  will  enlarge  the  scope 
•of  services  provided  to  the  public. 

In  pre-medicare  days  development  of  fee  sched- 
ules, claims  adjudication,  and  similar  problems 
were  handled  entirely  by  committees  of  physicians, 
primarily  surgeons,  and  Utilization  Review  and 
“Peer  Review’’  were  vaguely  understood  concepts 
too  far  in  thf  future  to  mean  much.  Today,  key 
committees  include  lay  people.  Utilization  Review 
has  become  a function  involving  substantial  num- 
bers of  staff  extensive  computerized  data  files,  and 
hundreds  of  volunteer  hours  by  Physician  com- 
mittees all  over  the  state.  We  are  participating  in 
the  Medical  Society  Peer  Review  program  which 
may  with  some  changes  evolve  into  the  legisla- 
tively required  PSRO  program. 

Obviously,  our  progress  has  been  remarkable. 
So  you  may  ask,  “Why  rock  the  boat?”  I must 
answer  that  what  we  have  done  is  still  not  enough. 
It  is  not  my  charge  as  President  to  rock  the  boat, 
but  I feel  it  is  my  duty  to  stimulate  thought.  There 
are  still  methods  of  improving  our  image,  with 
which  we  must  be  concerned  if  Blue  Shield  is  to 
play  a major  role  in  formulating  and  participating 
in  national  health  insurance.  One  has  only  to  look 
at  some  of  the  reforms  and  expansions  in  the  re- 
cently passed  Public  Law  92-603  (H.R.-l)  to  fore- 
see the  direction  our  legislators  are  taking  and  in 
order  to  have  insight  into  the  thoughts  of  our  Con- 
gress. Under  this  new  law  Medicare  and  Medicaid 
have  now  become  programs  not  only  of  reimburse- 
ment but  aBo  of  regulator}'  authority  with  em- 
phasis on  tighter  fiscal  control,  more  public  ac- 
countability, and  consumer  protection.  Blue  Shield 
cannot  be  in  a position  of  appearing  to  promote 
only  physicians’  interests.  Some  day  in  the  near 
future  we  must  face  the  fact  of  more  consumer 
representation  on  our  Board  of  DTectors  as  well 
as  on  this  Corporation.  If  we  fail  to  bite  the  bullet 
on  this  question,  I am  certain  that  we  are  going 
to  see  legislation  introduced  in  Rhode  Island  as  it 
has  been  before,  as  well  as  in  other  states,  which 
may  not  be  as  favorable  as  if  we  ourselves  took 
the  initiative.  It  would,  in  my  mind,  be  irrespon- 
sible if  we  waited  for  legislative  action.  You  should 
be  aware  that  Rhode  Island  Blue  Cross  took  this 
step  a year  ago  and  broadened  public  representa- 
tion on  both  the  Board  and  the  Corporation  in 


lieu  of  hospital  trustees.  This  has  in  no  way  altered 
the  effectiveness  of  the  Board,  and  it  is  of  interest 
that  the  change  was  initiated  by  official  resolution 
of  the  Hospital  Association  of  Rhode  Island  itself. 

In  addition  to  increased  consumer  representa- 
tion, we  must  speed  up  the  development  of  such 
programs  as  prescription  drugs,  dental  care,  vision 
care,  and  others  to  demonstrate  our  capability  of 
delivering  broader  services. 

We  must  seek  further  experimentation  in  scope 
and  number  of  alternate  delivery  systems. 

We  must  seize  the  opportunity  to  work  with 
the  state  government  on  “Dread  Disease"  and 
catastrophic  illness,  and  unemployment  programs 
to  provide  these  needed  benefits  through  a blend 
of  public  and  private  resources. 

We  must  expand  and  further  strengthen  our 
Utilization  Review  and  Peer  Review  mechanisms 
to  demonstrate  effective  controls  on  cost  and  qual- 
ity of  care. 

We  must  expand  benefits  to  include  medical 
emergencies  in  addition  to  already  covered  surgical 
emergencies. 

We  must  make  available  to  the  direct  pay  sub- 
scribers Major  Medical  benefits  heretofore  avail- 
able only  to  groups  — and  I am  pleased  to  an- 
nounce such  a program  will  be  offered  this  year. 

We  must  establish,  with  Medical  Society  par- 
ticipation, a strong  mechanism  to  guarantee  the 
integrity  of  full  payment  programs  to  assure  that 
the  plan  does,  in  fact,  provide  full  payment  of 
charges  for  all  types  of  treatment  to  every  sub- 
scriber. 

We  must  look  at  such  concepts  as  “Hold  Harm- 
less” to  assure  that  the  subscriber  is  not  penalized 
in  disputes  over  utilization  or  fees. 

We  must  cast  off  some  of  our  understandable 
resentment  and  look  objectively  at  some  of  the 
guidelines  suggested  by  public  representatives  and 
consumers,  ignoring  those  which  are  ridiculous  and 
adopting  those  which  make  sense  and  are  work- 
able. 

Accelerated  change  in  these  and  other  areas  is 
necessary  if  we  are  to  retain  leadership  in  the 
health  care  system  of  the  future.  Most  importantly, 
we  must  find  methods  of  accomplishing  these 
changes  in  a way  that  will  bring  Blue  Shield  and 
the  medical  profession  closer  together  rather  than 
pushing  them  apart. 

We  cannot  view  the  public  and  government  as 
the  enemy  and  consider  physicians  an  isolated 
minority.  There  are  two  common  expressions  of 
(Concluded  on  Page  207) 
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Report  Of  The  24th  Annual  Meeting  Of 
The  Corporation  At  Providence , /?./., 
March  7,  1973 


The  24th  annual  meeting  of  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physicians  Serv- 
ice was  held  at  the  Blue  Cross  building,  444  West- 
minster Mall,  Providence,  Rhode  Island,  on 
Wednesday,  March  7,  1973. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Doctor  Arnold  Porter,  at  5 p.m. 

Members  of  the  Corporation  in  attendance  were: 
Carl  V.  Anderson,  M.D.,  Paul  E.  Barber,  M.D., 
D.  Richard  Baronian,  M.D.,  Robert  E.  Baute, 
M.D.,  Mr.  Albert  Bonte,  Bertram  H.  Buxton,  Jr., 
M.D.,  Joseph  E.  Caruolo,  M.D.,  Nathan  Chaset, 
M.D.,  Joseph  D.  DiMase,  M.D.,  Mr.  Francis  E. 
Doherty,  Charles  S.  Dotterer,  M.D.,  Herbert  Eb- 
ner,  M.D.,  Donald  P.  Fitzpatrick,  M.D.,  Mr.  Dan- 
iel Ford,  Seebert  J.  Goldowsky,  M.D.,  John  P. 
Grady,  M.D.,  Edmund  T.  Hackman,  M.D.,  Her- 
bert F.  Hager,  M.D.,  David  R.  Hallmann,  M.D., 
Thomas  Head,  M.D.,  Paul  J.  M.  Healey,  M.D., 
John  B.  Lawlor,  M.D.,  Rev.  Joseph  L.  Lennon, 
G.P.,  Robert  V.  Lewis,  M.D.,  Vincent  I.  MacAn- 
drew,  M.D.  Earl  J.  Mara,  M.D.,  Peter  L.  Ma- 
thieu,  Jr.,  M.D.,  James  A.  McGrath.  M.D.,  Judge 
Florence  K.  Murray,  J.  Douglas  Nisbet,  M.D., 
Frederick  A.  Peirce,  Jr.,  M.D.,  Ralph  F.  Pike. 
M.D.,  Arnold  Porter,  M.D.,  Charles  B.  Round, 
M.D.,  Robert  P.  Sarni,  M.D.,  Guy  A.  Settipane, 
M.D.,  Richard  P.  Sexton,  M.D.,  Erwin  Siegmund, 
M.D.,  Leonard  S.  Staudinger,  M.D.,  John  J.  Walsh, 
M.D.,  Mr.  Richard  P.  Welch,  and  Joseph  E.  Wit- 
tig,  M.D. 

Also  present  were  Mr.  Arthur  F.  Hanley  and 
members  of  his  administrative  staff,  and  John  E. 
Farrell,  Executive  Secretary  of  the  Corporation. 

Members  of  the  Corporation  absent  were: 
Charles  J.  Ashworth,  M.D.,  Richard  G.  Bertini, 
M.D.,  Chelcie  C.  Bosland,  Ph.D.,  Joseph  E.  Can- 
non, M.D.,  Mr.  George  Chaplin,  George  V.  Cole- 
man, M.D.,  Dominic  Coppolino,  M.D.,  Morgan 
Cutts,  M.D..  John  A.  Dillon,  M.D.,  A.  John  Elliot, 
M.D.,  Mr.  Emil  Fachon,  Charles  Farrell,  M.D., 
Martin  E.  Felder,  M.D.,  Martin  Feldman,  M.D., 


David  Freedman,  M.D.,  Edward  J.  Gauthier,  M.D., 
Constantine  S.  Georas,  M.D.,  Frank  Giunta,  M.D., 
Mr.  John  J.  Halloran,  John  Ham,  M.D.,  Milton 
W.  Hamolsky,  M.D.,  Charles  L.  Hill,  M.D.,  Ste- 
phen J.  Hoye,  M.D.,  J.  Gerald  Lamoureux,  M.D., 
Philip  J.  Lappin,  M.D.,  Henry  M.  Litchman,  M.D., 
William  J.  MacDonald,  M.D.,  Thomas  J.  Martin, 
M.D.,  Mr.  diaries  V.  McCaffrey,  Mr.  Felix  Mir- 
ando,  Samir  G.  Moubayed,  M.D.,  David  Newhall, 
M.D.,  Raul  Nodarse,  M.D.,  William  J.  O’Rourke, 
M.D.,  P.  Joseph  Pesare,  M.D.,  Mr.  George  Rams- 
bottom,  James  A.  Reeves,  M.D.,  Joseph  L.  C. 
Ruisi,  M.D.,  Francis  Scarpaci,  M.D.,  Mr.  John 
Shepard,  II,  Stanley  D.  Simon,  M.D.,  George  H. 
Taft,  M.D.,  William  R.  Thompson,  M.D.,  Wilson 
F.  Utter,  M.D.,  Armand  D.  Versaci,  M.D.,  and 
Elihu  S.  Wing,  Jr.,  M.D. 

ANNUAL  REPORT  OF  THE  SECRETARY 
The  President  noted  that  the  annual  report  of 
the  Secretary,  Judge  Florence  K.  Murray,  was 
included  in  the  handbook  for  the  meeting. 

Action : A motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  Secretary, 
as  submitted,  be  approved  and  placed  on  record. 

ANNUAL  REPORT  OF  THE  TREASURER 
The  annual  report  of  the  Treasurer,  Mr.  George 
W.  Chaplin  was  included  in  the  handbook  for  the 
meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  Treasurer, 
as  submitted,  be  received  and  placed  on  record. 

ANNUAL  REPORT  OF  THE  PRESIDENT 
Doctor  Arnold  Porter,  President  of  the  Corpora- 
tion, read  his  annual  report,  copy  of  which  is  made 
part  of  the  official  record  of  the  meeting. 

NOMINEES  FOR  BOARD  OF  DIRECTORS 
Doctor  Porter  announced  that  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society 
had  nominated  the  following  physicians  for  three 
year  terms  each  on  the  Board  of  Directors. 

Joseph  E.  Caruolo,  M.D.,  of  Providence 
(Continued  on  Next  Page) 
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William  J.  MacDonald,  M.D.,  of  Providence 
Earl  J.  Mara,  M.D.,  of  Pawtucket 
John  J.  Walsh,  M.D..  of  Narragansett 

Action : A motion  was  made,  seconded  and 
voted  that  the  nominees  of  the  Society  be  elected 
as  board  members  to  serve  until  the  annual  meet- 
ing in  1976. 

* * * 

Doctor  Porter  announced  that  the  Nominating 
Committee  of  the  Corporation,  consisting  of  Drs. 
Earl  J.  Mara.  Chairman,  Bertram  H.  Buxton,  Jr., 
Peter  L.  Mathieu,  and  Messrs.  Francis  E.  Doherty 
and  Richard  P.  Welch,  had  nominated  for  three 
year  terms  each  on  the  Board  of  Directors  the  fol- 
lowing: 

tAIbert  E.  Bonte,  of  Woonsocket,  R.I., 

Vice  President  and  Treasurer,  Bonte  Industries 
■Charles  V.  McCaffrey,  of  Cumberland,  R.I. 
President,  Valley  Gas  Company 
Gerald  J.  Fogarty,  of  Barrington 
Senior  Investment  Officer, 

Investment  Management  Division, 
Industrial  National  Bank 
Action : A motion  was  made,  seconded  and 
voted  that  the  three  nominees  presented  by  the 
Nominating  Committee  be  elected  as  directors 
to  serve  until  the  annual  meeting  in  1976. 

COMMENDATION  OF  GEORGE  W.  CHAPLIN 

Doctor  Porter  expressed  his  personal  apprecia- 
tion, as  well  as  that  of  the  Board,  for  the  out- 
standing service  given  the  Corporation  by  George 
W.  Chaplin  who  had  resigned.  He  noted  that  Air. 
Chaplin  had  served  for  many  years,  and  had  been 
Treasurer  of  the  Corporation.  He  read  a special 
citation  which  would  be  presented  to  Mr.  Chaplin. 

REPORT  OF  THE  EXECUTIVE  DIRECTOR 

Mr.  Arthur  F.  Hanley,  Executive  Director  of  the 
Corporation,  read  his  annual  report,  copy  of  which 
is  made  part  of  the  official  record  of  the  meeting. 

>1=  * * 

Mr.  Hanky  introduced  Mr.  Douglas  McIntosh 
who  read  a short  paper  on  the  federal  legislation 
establishing  Professional  Service  Review  Organi- 
zations, copy  of  which  is  made  part  of  the  minutes 
of  the  meeting.. 

ADJOURNMENT 

The  meeting  was  adjourned  at  5:54  p.m.,  and 
the  members  were  guests  of  the  Corporation  at  a 
Ceception  and  dinner. 

Respectfully  submitted: 

Judge  Florence  K.  Murray 
Secretary 


ANNUAL  REPORT  OF  THE  SECRETARY 

The  23rd  Annual  Meeting  of  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physicians  Ser- 
ice  was  held  in  the  Garden  Room  of  the  Providence 
Biltmore  Hotel  on  Wednesday,  March  22,  1972,  at 
which  time  annual  reports  were  received  and  ap- 
proved. The  members  heard  the  President’s  report 
on  the  work  and  activities  of  the  National  Asso- 
ciation of  Blue  Shield  Plans  of  which  he  is  a di- 
rector. 

The  Corporation  elected  the  following  Board  of 
Directors  for  three  year  terms  each:  Doctors  Ed- 
mund T.  Hackman,  Frederick  A.  Peirce,  Arnold 
Porter,  and  Stanley  D.  Simon.  Dr.  Thomas  F.  Head 
was  elected  to  the  unexpired  term  of  Dr.  Seebert 
J.  Goldowsky  who  had  resigned  to  become  Medical 
Director  of  the  Plan. 

The  Corporation  also  elected  the  following  non- 
physicians for  three  year  terms  each:  Chelcie  C. 
Bosland,  Ph.D.,  Emeritus  Professor  of  Economics 
of  Brown  University;  Daniel  H.  Ford,  business 
agent  of  the  United  Rubber  Workers  (AFL-CIO), 
and  Reverend  Joseph  L.  Lennon,  O.P.,  Vice  Presi- 
dent of  Community  Affairs  at  Providence  College. 

At  its  annual  meeting  on  April  17,  1972,  the 
Board  of  Directors  elected  the  following  as  Offi- 
cers of  the  Corporation: 

Arnold  Porter,  M.D.,  President 
Earl  j.  Mara,  M.D.,  Vice  President 
Judge  Florence  K.  Murray,  Secretary 
George  W.  Chaplin,  Treasurer 

The  Board  also  elected  the  committees:  Execu- 
tive Committee,  Professional  Advisory,  Finance, 
Conference,  Claims  and  Nomination.  All  of  these 
committees  were  active  throughout  the  ensuing 
months  in  carrying  forward  the  work  of  the  Cor- 
poration. The  Board  held  ten  (10)  meetings  during 
the  year,  two  of  which  were  joint  meetings  with 
the  Blue  Cross  Board  of  Directors. 

During  the  year,  the  Corporation  lost,  by  death, 
one  of  its  incorporators,  a member  of  the  Board 
for  many  years,  Dr.  Rocco  Abbate.  Two  former 
directors  who  contributed  much  to  the  develop- 
ment of  the  Corporation’s  progress  died:  Dr.  Ar- 
thur E.  Hardy  and  Air.  J.  Austin  Carroll. 

Minutes  of  all  Board  meetings  are  regularly  sent 
to  the  Corporation  members  and  therefore,  a de- 
tailed report  of  the  year's  activities  is  not  war- 
ranted in  this  summary  report. 

Highlights  of  the  year  have  been  the  successful 
negotiation  of  rate  filings  for  all  lines  of  business: 
The  steady  growth  of  the  plan  and  the  extension 
(Continued  on  Page  205) 
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Editorials 


PROBLEMS  AND  PROGRESS  IN  IMMUNIZATIONS 


Current  procedures  for  immunization  against 
the  seven  major  immunizable  diseases  of  childhood 
— diphtheria,  tetanus,  whooping  cough,  measles, 
mumps,  poliomyelitis,  and  rubella  — has  made 
much  progress  and  with  it  brought  some  problems. 

Diphtheria  and  tetanus  are  two  of  the  three 
components  of  the  “baby  shots'’.  Diphtheria  and 
tetanus  vaccines  are  toxoids.  The  disease  produc- 
ing poison  (toxin)  is  treated  to  make  it  a harm- 
less toxoid.  Whooping  cough  vaccine,  the  third 
component  of  the  ‘‘baby  shots”,  is  a preparation 
of  killed  bacteria.  Three  doses  of  the  “baby  shots” 
(DTP)  given  at  four  to  six  week  intervals  are 
recommended  at  18  months  of  age  and  prior  to 
school  entry.  Whooping  cough  immunization  is  not 
recommended  after  the  age  of  six  years.  Diphtheria- 
tetanus  (DT)  booster  immunizations  are  recom- 
mended every  10  years  during  adult  life. 

Diphtheria  occurs  primarily  in  children,  but  may 
occur  in  all  age  groups.  Three  population  groups 
are  especially  susceptible  to  tetanus.  The  first  group 
consists  of  infants  born  at  home  where  the  um- 
bilical cord  becomes  soiled  and  contaminated 
easily.  This  group  may  be  protected  against  tetanus 
by  making  certain  that  the  pregnant  mother  has 
adequate  tetanus  protection  prior  to  delivery.  In- 
dividuals using  illicit  drugs  intravenously  and  with 
needles  that  are  dirty  and  contaminated  by  tetanus 
bacteria  comprise  the  second  group.  The  third 
group  comprises  adult  workers  whose  outdoor  ac- 
tivities render  them  prone  to  injuries  and  wounds 
subject  to  contamination  by  tetanus  bacteria. 

More  than  70  per  cent  of  cases  of  w-hooping 
cough  occur  during  the  first  year  of  life.  Pneu- 
monia is  the  most  common  complication  and  ac- 
counts for  90  per  cent  of  the  deaths  in  children 
under  three  years  of  age. 

Measles  vaccine,  licensed  in  the  United  States 
in  1963,  is  a live,  attenuated  (tamed)  strain  of 
virus  which  is  injected  by  syringe  and  needle.  Im- 
munization is  recommended  at  age  12  months.  All 
children  by  State  regulation  must  be  immunized 
before  school  admission.  If  the  measles  vaccine  is 
given  before  age  1 1 months  a repeat  immunizzation 
is  recommended  12  months  later  due  to  the  low- 
seroconversion  protection  rate  (up  to  40  per  cent 
failures)  with  measles  vaccine  given  before  one 
year  of  age.  One  immunization  after  one  year  of 
age  appears  to  confer  protection  for  life. 


Rubella  (German  measles)  vaccine,  licensed  in 
the  U.  S.  in  1969,  is  a live  attentuated  (tamed) 
strain  of  virus  which  is  injected  by  syringe  and 
needle.  State  regulation  demands  proof  of  immuni- 
zation prior  to  school  entry.  Susceptible  adult 
women  who  are  not  pregnant  and  who  will  not 
become  pregnant  in  the  subsequent  two  months 
should  be  immunized.  A recently  passed  Rhode 
Island  statute  requires  proof  of  adequate  anti- 
rubella tiler  in  addition  to  the  usual  serology  test 
(tests  are  performed  on  the  one  blood  sample  by 
the  Rhode  Island  State  Department  of  Health) 
prior  to  issuance  of  the  marriage  certificate  for  all 
couples. 

Rubella,  a major  problem  because  of  its  effect 
on  unborn  children,  can  cause  death  of  the  fetus 
or  congenital  damage  including  deafness,  blind- 
ness, mental  retardation,  and  heart  defects.  Its 
greatest  risk  is  during  early  pregnancy.  Ordi- 
narily epidemic  outbreaks  of  rubella  can  be  ex- 
pected every  6 to  9 years.  The  last  outbreak  in 
the  United  States  was  in  1964-65,  when  over  10 
million  cases  were  reported,  resulting  in  20,000 
spontaneous  miscarriages  and  stillbirths.  An  addi- 
tional 20,000  children  were  born  with  congenital 
defects.  The  cost  of  educating  one  child  damaged 
by  rubella  is  estimated  to  be  $10,000  per  year. 

An  outbreak  of  rubella  expected  in  1970-71  has 
not  materialized  to  date.  This  may  be  attributable 
to  the  fact  that  from  1969  to  1972  over  50  million 
doses  of  rubella  vaccine  have  been  administered. 
This  is  the  most  rapid  implementation  of  a new 
vaccine  program  in  United  States  history.  On  the 
other  hand  in  Bermuda,  an  island  in  the  Atlantic 
ocean  about  570  miles  south  east  of  Cape  Hat- 
teras,  South  Carolina,  having  a total  area  of  about 
21  square  miles  and  a population  of  50,000,  did 
not  use  rubella  vaccine  in  1969,  when  it  was  first 
introduced.  Bermuda  with  a disease  epidemiological 
disease  pattern  similar  to  that  of  the  United  States 
experienced  an  epidemic  of  rubella  in  1970-71. 
With  the  onset  of  the  outbreak  in  Bermuda  the 
entire  island  population  was  subsequently  immun- 
ized. So  far  in  1972  case  reports  of  rubella  in  Ber- 
muda are  almost  nil.  It  would  appear  that  rubella 
vaccine  is  an  effective  preventative  of  rubella  and 
its  complications. 

Mumps  vaccine  is  a live  attenuated  (tamed) 
(Continued  on  Next  Page) 
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strain  of  virus  which  is  injected  once  at  age  12 
months  or  older.  Because  it  has  been  but  recently 
licensed,  the  duration  of  effectiveness  while  ap- 
parently good  remains  for  time  to  determine.  Be- 
cause complications  associated  with  the  older 
diseases  discussed  are  more  serious  in  children, 
protection  against  them  may  be  given  priority  in 
immunization  schedules.  Mumps  vaccine  is  sug- 
gested for  children  approaching  puberty,  adoles- 
cents, and  adult  males  who  have  not  had  mumps. 

Combined  measles-mumps-rubella  vaccines  are 
now  available.  Studies  show  that  the  combined 
vaccine  given  to  children  over  one  year  of  age  has 
a seroconversion  rate  and  protective  effect  equal 
to  that  of  thse  monovalent  vaccines  given  at  the 
same  time  but  at  different  sites.  One  administra- 
tion of  the  combined  vaccine  is  sufficient  for  pro- 
tection. but  if  given  to  children  under  11  months 
should  be  followed  by  a second  injection  one  year 
later. 

The  first  polio  vaccine,  the  Salk  vaccine,  was 
introduced  in  1955  and  was  given  by  a series  of 
injections.  It  is  an  inactivated  vaccine,  and  not 
recommended  today.  The  Sabin  polio  vaccine  is  ar 
oral  live  attenuated  (tamed)  vaccine  and  was  in- 
troduced in  1961.  It  is  taken  by  mouth  on  tie 
familiar  sugar  cube  or  by  dropper.  Both  monovalent 
and  trivalent  preparations  have  been  used  success- 
fully but  at  the  present  time  trivalent  preparations 


alone  are  available  for  routine  immunizations  and 
are  equally  effective  as  the  original  monovalent 
vaccines.  Several  doses  of  trivalent  vaccine  are 
needed  to  achieve  ideal  protection.  Immunization 
should  begin  at  two  to  three  months  of  age.  Two 
or  three  doses  are  given  at  six  to  eight  week  inter- 
vals during  infancy  with  boosters  at  18  months 
of  age  and  at  school  entry.  The  polio  vaccine  may 
be  conveniently  integrated  with  the  DTP  schedule. 

Routine  smallpox  vaccination  is  no  longer  recom- 
mended. All  but  four  states  (Rhode  Island  no 
longer  requires  proof  of  smallpox  vaccination  for 
entry  into  school)  have  dropped  the  smallpox  re- 
quirement. At  the  present  time  smallpox  has  large- 
ly been  eradicated  in  the  world,  except  for  small 
endemic  pockets  in  the  Far  East  and  in  South 
America. 

The  American  Academy  of  Pediatrics  through  its 
‘red  book'  report  of  the  Committee  on  Infectious 
Diseases  will  have  the  latest  recommendations 
available  in  publication  form  by  this  Spring. 
Present  trends  are  to  combine  vaccines  to 
s'mplify  immunization  of  children.  Research  is 
underway  which  will  result  in  many  more  new  vac- 
cines during  the  next  decade.  It  is  imperative  that 
the  support  of  everyone  interested  in  the  health 
and  welfare  of  children  be  enlisted  if  we  are  to  be 
successful  in  eradicating  all  the  infectious  diseases 
of  children. 


SYNTHESIS  OF  PARATHYROID  HORMONE 


Workers  at  the  National  Institutes  of  Health, 
the  Mayo  Clinic,  and  the  Ciba-Geigy  Pharmaceu- 
tical Company  have  recently  determined  the  chem- 
ical structure  and  have  synthesized  the  biologically 
active  portion  of  human  parathyroid  hormone. 

These  collaborative  efforts  have  revealed  sig- 
nificant differences  between  the  chemical  structure 
of  human  parathyroid  hormone  and  that  derived 
from  animal  sources.  Sufficient  quantities  of  the 
active  component  of  the  hormone  have  been  syn- 
thesized for  experimental  studies  of  its  role  in 
calcium  metabolism  and  metabolic  bone  disease, 
for  the  development  of  diagnostic  assay  procedures 
for  its  measurement  in  human  blood,  and  for  clini- 
cal investigation  of  its  potential  use  as  a thera- 
peutic agent  in  human  disease. 

Details  of  the  chemical  structure  of  human  para- 
thyroid hormone,  including  the  precise  sequence  of 
the  amino  acids  in  the  active  portion  of  the  human 
parathyroid  hormone,  is  now  known.  After  deter- 


mination of  its  structure  the  single-chain  molecular 
fragment  was  synthesized  by  combining  the  con- 
stituent amino  acids  in  the  proper  sequence.  Ani- 
mal tests  have  confirmed  the  biological  activity 
of  this  synthetic  peptide. 

Parathyroid  hormone  is  normally  present  in  such 
small  amounts  (fresh  parathyroid  gland  tissue  con- 
tains only  50  parts  per  million  as  the  hormone), 
that  hormone-secreting  tumors  obtained  at  surgery 
were  used  as  the  source  of  hormone  for  these 
studies.  Because  of  the  nature  of  these  tumors, 
two  years  and  the  cooperation  of  more  than  150 
institutions  and  individual  physicians  and  surgeons 
in  12  countries  were  required  to  obtain  the  hun- 
dreds of  frozen  tumors  required  for  an  adequate 
yield  of  hormone. 

Active  purified  fractions  from  extracts  of  these 
glands  were  prepared,  from  which  3.8  milligrams 
of  the  pure  human  hormone  were  isolated,  enough 
to  determine  the  amino  acid  sequence  of  the  bio- 
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logically  active  region  of  the  hormone  (the  first 
34  of  the  84  amino  acids  comprising  the  molecule). 

Sequence  determination  was  accomplished  by 
subjecting  the  isolated  hormone  to  sequential 
degradations  whereby  one  amino  acid  at  a time 
is  ‘'cleaved”  off  the  chain,  and  identified  by  either 
gas  chromatography  or  mass  spectrometry.  In  the 
sequential  degradations,  performed  automatically, 
amino  acids  are  split  off  the  parent  molecule  at 
a rate  of  one  amino  acid  every  two  hours.  The 
amino  acid  sequence  of  the  biologically  active  por- 
tion of  the  human  parathyroid  hormone  differed 
from  the  corresponding  sequence  of  the  bovine 
molecule  by  6 and  from  the  porcine  hormone  by  5 
amino  acid  residues. 

Parathyroid  hormone  and  other  polypeptide  hor- 
mones circulate  in  blood  in  extremely  low  concen- 
trations and,  in  general,  are  cumbersome  if  not 
impossible  to  measure  using  biological  assay.  This 
problem  was  circumvented  in  the  late  50’s  and 
early  60's  by  Solomon  Berson  and  Rosalyn  Yalow 
when  they  developed  radioimmunoassay  to  measure 
proteins  in  biological  fluids.  According  to  this 
technique,  the  hormone  is  injected  into  animals 
to  stimulate  the  formation  of  antibodies.  Animal 
serum  containing  these  antibodies  is  harvested. 
Pure  hormone,  labelled  with  a radioactive  com- 
pound, is  combined  with  these  antibodies  and  be- 
comes bound  to  them.  To  a measured  amount  of 
this  combination  is  added  the  blood  sample  for 
assay.  The  hormone  in  the  blood  sample  displaces 
or  frees  some  of  the  radioactive  hormone.  The  re- 
sulting ratio  of  radioactive  bound  to  free  hormone 

LASER  BEAM 

A recent  state-federal  survey  in  seven  states 
found  serious  deficiencies  in  safety  procedures  in 
the  use  of  lasers  in  high  school  and  college  science 
classes.  The  Bureau  of  Radiological  Health  of 
FDA  jointly  with  state  health  agencies  in  Colo- 
rado, Florida,  Illinois,  [Montana,  Oklahoma,  Penn- 
sylvania, and  Washington  examined  288  lasers  in 
use  in  those  states.  The  survey  was  conducted  in 
connection  with  the  development  by  FDA  of  a 
laser  safety  performance  standard.  Under  the  law 
the  standard  can  be  required  for  newly  manufac- 
tured equipment,  but  not  for  devices  already  in  use. 

Lasers  are  used  in  high  schools  and  colleges  to 
demonstrate  principles  of  optical  physics.  The  de- 
vices also  have  important  research  applications  in 


is  an  index  of  the  amount  of  hormone  contained 
in  the  blood  sample. 

The  development  of  clinically  useful  radio- 
immunoassays for  human  parathyroid  hormone  has 
been  difficult.  It  appears  that  at  least  one  of  the 
reasons  for  this  has  been  the  different  amino  acid 
sequences  of  human  and  animal  parathyroid  hor- 
mone. Until  now,  only  parathyroid  hormone  from 
cattle  and  swine  has  been  available  for  production 
of  antisera  against  parathyroid  hormone  in  experi- 
mental animals;  and  radioimmunoassays  for  human 
parathyroid  hormone  have  depended  upon  the 
“cross-reaction”  between  these  antisera  and  the 
human  molecule.  A second  serious  problem  has 
been  the  complex  metabolism  of  parathyroid  hor- 
mone once  it  has  been  secreted  from  the  gland 
into  the  blood.  It  appears  that  the  84  amino-acid 
hormone  is  cleaved  into  fragments  by  metabolic 
processes  in  peripheral  organs ( i.e.  kidney  and 
iiver)  and  circulates  in  blood  in  multiple  forms. 

The  determination  of  the  amino  acid  sequence 
and.  the  synthesis  of  the  biologically  active  portion 
of  the  human  hormone  will  now  permit  the  de- 
velopment of  a species-specific  immunoassay  based 
on  the  biologically  active  region  of  the  human  hor- 
mone. This  assay  will  permit  the  systematic  analy- 
sis of  the  level  of  active  circulatory  hormone  under 
various  physiological  conditions,  and  the  measure- 
ment of  the  biologically  active  hormone  level  in 
patients  suspected  of  having  parathyroid  gland 
dysfunction. 

This  is  indeed  an  important  development  in 
calcium  metabolism. 

PRECAUTIONS 

colleges  and  in  industry  and  are  widely  used  in 
construction  for  leveling  and  alignment. 

In  many  cases,  it  was  reported,  laser  beams  were 
directed  toward  students  or  areas  through  which 
students  might  pass.  Incredibly  in  a few  instances 
high  school  students  were  exposed  to  direct  laser 
beams  deliberately.  One  instructor  said  he  wanted 
students  to  see  a beautiful  effect.  Lasers  frequently 
were  used  in  situations  where  beams  could  be  re- 
flected in  the  direction  of  students  from  windows 
or  glass  objects.  Seventy-two  per  cent  of  lasers 
were  operated  without  warning  signs,  and  59  per 
cent  lacked  warning  labels. 

A laser  operating  with  a power  output  of  2 milli- 
watts — • well  within  the  power  range  of  most  of 
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the  lasers  measured  during  the  survey  — has  been 
reported  to  have  produced  a burn  in  a human 
retina.  Similar  laser  outputs  have  caused  retinal 
burns  in  research  monkeys.  Microscopic  changes 
in  retinal  cells  can  be  observed  after  eye  exposures 
to  beams  having  optical  radiant  powers  as  low  as 
1/100  of  that  expected  to  produce  visible  retinal 
burns. 

Among  other  safety  precautions  recommended 
by  FDA  are  the  following:  (1)  avoidance  of  direct 
laser  viewing.  (2)  removal  of  objects  with  reflec- 
tive surfaces  from  laser  beam  paths,  (3)  blockage 


of  the  beam  when  it  is  not  needed,  (4)  preparation 
and  testing  of  laser  demonstrations  when  students 
are  not  present,  (5)  use  of  key-locked  switches  to 
prevent  the  use  of  lasers  by  unauthorized  persons, 
and  (6)  adherence  to  the  practice  of  not  leaving 
operable  lasers  accessible  and  unattended. 

It  is  important  that  these  precautions  be  brought 
to  the  attention  of  appropriate  departments  of 
schools,  colleges,  hospitals,  and  industries  in  the 
Rhode  Island  area  to  assure  the  safe  use  of  *:his 
useful  but  deceptively  powerful  device. 


SAFER  X-RAY  MACHINES 


New  radiation  protection  standards  for  diag- 
nostic x-ray  machines  and  components  have  been 
promulgated  by  the  Food  and  Drug  Administration 
to  reduce  unnecessary  x-ray  exposure  for  Ameri- 
cans. 

The  requirements  are  set  forth  in  an  FDA 
standard  specifying  improvements  which  manu- 
facturers must  make  to  reduce  patient  and  opera- 
tor x-ray  exposures  from  diagnostic  x-ray  equip- 
ment produced  after  August  15,  1973.  The  stand- 
ard appeared  in  the  Federal  Register  of  August 
15,  1972. 

Approximately  130  million  Americans  annually 
receive  diagnostic  x-rays,  which  is  the  chief  source 
of  man-made  radiation  exposure  in  the  country. 

The  FDA  standard  will  hopefully  reduce  sub- 
stantially the  importance  of  excessive  beam  size 
as  a cause  of  unnecessary  x-ray  exposure  by  re- 
quiring that  all  types  of  equipment  be  capable  of 
restricting  the  beam  to  the  size  of  the  x-rav  film 
or  fluoroscope  receptor.  In  general-purpose  sta- 
tionary x-ray  machines  beam  restriction  would  have 
to  be  effected  either  automatically  or  by  devices 
to  prevent  the  equipment  from  being  operated 
until  the  beam  is  restricted  manually. 

Repeated  x-ray  examinations,  a major  cause  of 
unnecessary  exposure,  will  it  is  hoped,  be  dimin- 
ished by  the  federal  mandate  that  equipment  in- 


corporate specific  features  so  that  the  operator 
can  obtain  a more  consistent  desired  image  quality 
at  a given  machine  setting  for  voltage,  current, 
and  time.  Film  retakes  and  patient  re-exposures 
occur  frequently  because  operators  take  several 
films  at  different  equipment  settings  to  make  sure 
of  securing  a usable  picture. 

The  limit  on  the  amount  of  leakage  from  x-ray 
tube  assemblies  reflects  recommendations  of  na- 
tional and  international  radiation  protection  au- 
thorities. Under  certain  circumstances,  the  leakage 
will  not  exceed  100  milliroentgens  in  one  hour  at 
a distance  of  one  meter  from  the  tube  assembly. 

X-ray  equipment  assemblers  are  regarded  as 
manufacturers  under  the  FDA  standard.  They  will 
be  required  to  certify  that  producers'  instructions 
wTere  followed  and  that  certified  components  used 
in  assembling  equipment  met  the  new  criteria. 
Similar  certifications  must  be  made  by  physicians 
and  other  x-ray  equipment  users  if  they  install  or 
replace  components  produced  under  the  standard. 

The  FDA  effort  to  bring  safer  x-ray  examina- 
tion to  the  American  people  is  indeed  a worthy 
goal.  It  is  particularly  important  where  x-rays  are 
used  by  personnel  less  sophisticated  in  the  use  of 
these  powerful  modalities  such  as  podiatrists  and 
chiropractors. 


GEORGE  W.  WATERMAN  CANCER  DIALOGUE 

FRIDAY,  JUNE  8,  1973  — 11:00  A.M. 

SOPKIN  AUDITORIUM,  THE  MIRIAM  HOSPITAL 

CARCINOMA  OF  THE  LUNG 

— speakers  — 

HERMES  GRILLO,  M.D.,  Associate  Clinical  Professor  of  Surgery,  Harvard  Medical  School 

THE  OPERABLE  LESION 

JULIUS  WOLF,  M.D.,  Professor  of  Clinical  Medicine,  Mt.  Sinai  School  of  Medicine 
THE  INOPERABLE  LESION 
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President’s  Message 


Each  new  I resident  of  this  Society  is  faced  with 
new  approaches  to  what  are  probably  ever  present 
problems  affecting  both  the  Profession  and  the 
public  generally.  Each  President  recognizes  clearly 
that  without  the  assistance  of  each  member  of 
the  Society,  and  without  the  generous  help  of  the 
many  committees  of  volunteers  who  accept  the 
responsibility  of  screening  the  continuous  volume 
of  business  affecting  the  medical  profession  and 
the  provision  of  health  care  for  the  public,  his  task 
would  be  insurmountable. 

Currently  the  major  issue  is  the  importance  of 
amendments  made  in  the  closing  weeks  of  1972 
by  the  92nd  Congress  relating  to  the  Social  Secu- 
rity laws.  Foremost  among  these  amendments  of 
greatest  significance  to  the  Medical  Profession  was 
the  one  establishing  professional  standards  review 
organizations  throughout  the  nation  designed  to 
improve  quality  and  utilization  review  of  health 
care. 

Professional  standards  review  organizations  will 
be  under  the  purview  of  the  Secretary  of  Health, 
Education  and  Welfare  who  must  designate  the 
areas  for  each  such  organization  by  January  1, 
1974.  The  organizations  will  have  their  expenses 
for  operation  underwritten  by  HEW,  and  they 
will  be  established  with  membership  open  to  all 
doctors  of  medicine  and  doctors  of  osteopathy  in 
any  stated  area.  Until  1976  only  organizations 
representing  a substantial  proportion  of  physicians 
in  an  area  can  be  designated  as  PSROs. 

It  is  immediately  apparent  that  we  have  a re- 
sponsibility to  our  membership  to  take  an  active 
and  vigorous  leadership  for  our  state  that  we  may 
comply  with  the  federal  legislation  as  well  as 
demonstrate  our  ability  to  guarantee  beyond  doubt 
that  not  only  Medicare  and  Medicaid  patients, 
for  whom  the  legislation  was  directed,  but  all  citi- 
zens have  been  and  are  continuing  to  receive  the 
highest  quality  of  care. 

Recognizing  the  need  for  prompt  action,  your 
Society  has  initiated  the  formation  of  a profes- 
sional standards  organization  independent  of  the 
Society.  The  R.I.  PSRO,  INC.  was  incorporated  as 
a non-business  corporation  with  the  Secretary  of 
State  of  Rhode  Island,  with  five  doctors  of  medi- 
cine and  one  osfeopathic  physician  as  incorporators. 
These  incorporators,  with  legal  counsel,  have 
drafted  bylaws  and  have  applied  for  recognition 
by  HEW  as  the  official  PSRO  for  the  Rhode  Island 
area. 

The  next  step  will  be  that  of  seeking  the  indi- 
vidual participating  support  of  every  member  of 
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Edmund  T.  Hackman,  m.d. 
of  Warwick 


our  Society,  and  of  the  state  osteopathic  Society, 
as  members  of  the  PSRO  corporation.  Every  phy- 
sician should  cooperate  by  joining  this  new  cor- 
poration when  invited  to  do  so.  Under  the  law, 
physician  organizations  have  priority  in  the  estab- 
lishment of  a PSRO,  and  if  no  such  organization 
exists  in  a region,  after  January  1,  1976  the  Sec- 
retary of  HEM'  can  designate  any  qualified  public 
or  non  profit  organization  to  serve  in  such  a role. 

Initially  PSROs  will  be  required  to  review  only 
institutional  care.  Later  they  will  assume  their  full 
scope  which  will  include  review  of  professional  ac- 
tivities of  physicians  and  other  health  care  prac- 
titioners, institutional  and  non-institutional  pro- 
viders for  services  and  items  paid  for  by  Medicare, 
Medicaid,  and  Maternal  and  Child  Health  pro- 
grams. Their  review  is  to  determine  whether  serv- 
ices and  items  are  medically  necessary,  whether 
quality  meets  professionally  recognized  standards, 
and  whether  the  facility  in  which  the  services  were 
performed  was  appropriate. 

With  every  general  hospital  in  Rhode  Island 
subscribing  to  PAS  and  MAP  auditing  programs, 
and  with  an  effective  statewide  Peer  Review  com- 
mittee of  the  Society  in  action,  plus  utilization  re- 
view committees  in  the  hospitals,  there  is  every 
reason  to  believe  that  the  R.I.  PSRO,  INC.  will 
be  able  to  function  from  the  very  start  to  the  com- 
plete satisfaction  of  the  federal  law,  as  well  as  any 
guidelines  that  may  be  established  by  the  depart- 
ment of  Health,  Education  and  Welfare. 

The  opportunity  is  offered  for  every  Rhode 
Island  physician  to  play  a major  role  in  demon- 
strating that  quality  physician  care  of  the  highest 
standards  exists  in  this  area.  We  have  accepted  the 
challenge 

Edmund  T.  Hackman,  m.d. 

President 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  M.D. 


At  right,  the  enlargement  of  the  areola  and  retracted  nipple  of  a breast  neoplasm.  The  skin  around 
the  retracted  nipple  is  made  up  of  puntiform  depressions  and  retractions,  giving  the  appearance  of 
the  peel  of  an  orange. 


Answer  on  Page  208 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Edalogy 

(ETHNIC  MEDICINE) 

Polyps  and  Carcinoma  of  Large  Bowe|  in 
South  African  Bantu 

The  South  African  Bantu  has  an  unusual  pat- 
tern of  disease  of  the  large  bowel.  For  all  practical 
purposes  he  does  not  have  Crohn’s  disease,  ulcera- 
tive colitis,  or  diverticulosis.  Cancer  of  the  large 
bowel  is  of  extremely  low  frequency.  This  series  of 
96  cases  was  never  associated  with  adenomatous 
polyps.  In  14.000  autopsies,  no  adenomatous  polyps 
were  found.  During  a 12-year  period  only  six 
adenomatous  polyps  were  submitted  to  surgical 
pathology.  The  low  incidence  of  carcinoma  of  the 
large  bowel  is  undoubtedly  environmental  rather 
than  generic.  In  direct  contrast  to  the  United 
States,  the  Bantu  has  an  extremely  bulky  diet  and 
increased  frequency  of  defecation.  The  bacterial 
flora  may  also  be  important. 

. . . Bremmer,  CG,  and  Ackerman  LV:  Cancer 
26:991,  Nov.  1970. 

* + * 

Gallbladder  Disease  in  Pima  Indians 

An  American  Indian  population  was  investigated 
to  determine  the  true  prevalence  of  gallbladder 
disease,  to  examine  its  relationship  to  suggested 
etiologic  factors,  and  to  identify  high-risk  indi- 
viduals. From  an  age-sex  stratified  random  sample 
of  596  Pima  Indians  aged  15  to  74  years,  those  with 
clinically  documented  gallbladder  disease  were 
identified  by  review  of  medical  records.  An  attempt 
was  then  made  to  examine  the  remainder  of  the 
sample  by  cholecystography.  The  overall  preva- 
lence of  gallbladder  disease  was  48.6  per  oent, 
which  greatly  exceeded  that  based  on  clinical  diag- 
nosis alone.  The  prevalence  was  s ignificantly 
higher  in  females  and  increased  with  age  in  both 
sexes.  No  association  was  demonstrated  between 
gallbladder  disease  and  obesity,  serum  cholesterol 
level,  diabetes,  or  parity.  Pima  women  aged  15  to 
20  years  were  shown  to  be  at  high  risk  of  early 
development  of  gallbladder  disease  and  to  offer 
unusual  opportunities  for  further  epidemiologic 
and  clinical  studies. 

. . . Sampliner,  RE,  et  al:  New  Eng  J Med 
283:1358,  Dec.  17,  1970. 

* * * 

Hodgkin's  Disease  in  English  and  African 
Children 

The  histologic  classification  of  Hodgkin’s  dis- 
ease based  on  the  Rye  Conference  was  applied  to 


lesions  in  children  in  the  Manchester  region  of 
England  and  to  those  of  children  in  East  Africa. 
There  were  statistically  significant  differences  in 
the  distribution  of  types  of  lesions,  with  African 
children  having  many  more  lesions  of  the  lympho- 
ocytic-depletion  type  which  has  a less  favorable 
prognosis.  African  children  also  differed  signifi- 
cantly in  this  respect  from  French  and  Texan 
children.  The  reasons  for  this  finding  are  obscure 
but  may  represent  a less  favorable  reaction  to  the 
disease  among  African  children. 

. . . Burns,  C,  et  al:  J Nat  Cancer  Inst  4:37, 
Jan.  1971. 

^ ^ 

Cholelithiasis  in  Singapore 

A study  of  12,767  necropsies  was  undertaken 
to  provide  more  information  about  the  pattern  of 
cholelithiasis  in  the  Orient.  In  this  series,  there 
were  398  instances  in  which  gallstones  were  dem- 
onstrated. The  data  derived  from  the  study  sup- 
port the  clinical  studies  which  suggested  that  there 
was  a relatively  low  over-all  frequency,  a high  pro- 
portion of  pigment  stones,  a common  occurrence  of 
choledocholithiasis.  and  an  equal  involvement  of 
both  sexes  by  this  process. 

This  last  quality  may  be  the  result  of  an  asso- 
ciation between  opium  addiction  and  cholelithiasis 
in  the  adult  Chinese  male.  It  suggests  that  opium 
abuse  may  be  an  important  factor  in  the  develop- 
ment of  cholelithiasis  in  the  Orient. 

. . . Hwang,  WS:  Gut  11:41,  1970. 

* * * 

Changing  State  of  Gallstone  Disease  in  Japan 

The  long  held  impression  that  the  composition 
of  gallstones  in  Japan  is  gradually  changing  from 
the  once  predominant  bile  pigment  to  cholesterol, 
thus  approaching  that  of  the  West,  has  been  con- 
firmed by  actual  chemical  analysis  of  gallstone 
samples  collected  40  years  apart.  Factors  respon- 
sible for  this  change  are  not  clearly  known  at  pres- 
ent, but  many  include  the  rapidly  proceeding 
urbanization  and  changing  food  habits  in  post- 
war Japan.  These  two  groups  of  stones,  that  is, 
cholesterol  stone  and  bile  pigment  stone,  should 
be  considered  as  two  separate  entities  having  dif- 
ferent etiologies. 

. . . Nakayama.  F,  and  Miyake.  H:  Am  J Surg 
(Continued  on  Next  Page) 
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Frontoethmoidal  Encephalomeningocele 
in  Thailand 

In  eight  years,  the  authors  studied  100  patients 
with  encephalomeningocele  in  the  anterior  part  of 
the  head.  Operation  is  advised  to  correct  deformity, 
prevent  progression  of  the  lesion,  and  to  antici- 
pate erosion  and  infection.  Neglected  hydro- 
cephalus. active  infection,  or  possible  brain  dam- 
age constitute  contraindications  to  operation. 
There  was  one  operative  death  among  72  patients 
treated  by  operation. 

Ingraham  and  Matson  found  reports  of  187 
encephaloceles  as  compared  to  1.157  of  spinal 
lesions.  Of  the  encephaloceles,  only  21  cases  were 
in  nasal,  nasopharyngeal,  and  facial  regions.  There 
have  been  occasional  reports  of  meningoceles  in 
the  anterior  aspect  of  the  head  and  in  the  nose, 
but  the  condition  is  considered  a rarity  in  Europe 
and  America.  This  is  true  also  in  Japan.  Hong 
Kong,  and  Southern  India.  In  Thailand,  it  is  ex- 
ceptionally common;  100  patients  were  seen  in 
eight  years  at  the  authors'  neurosurgical  sendee. 
A high  incidence  is  also  found  in  Malaysia  and 
Indonesia.  Tandon  reported  a higher  than  average 
incidence  at  Lucnau.  Northern  India,  but  stated 
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that  the  incidence  in  New  Delhi  was  low.  For  the 
African  Negro  in  Nigeria,  Odeku  found  six  sin- 
cipital ones  among  36  encephalomeningoceles.  He 
also  quoted  Gupta,  who  found  one  enoephalo- 
meningocele  among  4,220  births  at  a hospital  in 
Ibadan,  Western  Nigeria.  Acquaviva  reported  a 
large  series  of  39  patients  with  sincipital  enceph- 
alomeningocele in  Morocco.  The  incidence  in 
Africa  is  therefore  slightly  higher  than  in  Europe 
and  America  but  is  still  lower  than  in  Southeast 
Asia. 

. . . Suwanwela,  C;  Sukabote,,  C;  and  Suwan- 
weia,  N:  Surgery  69:617,  April  1971. 

* * * 

Cancer  of  the  Stomach  in  Korea 

Carcinoma  of  the  stomach  has  a very  high  in- 
cidence when  compared  with  other  forms  of  can- 
cer seen  in  a rural  Korean  mission  hospital.  The 
peak  age  for  men  is  51  years  and  for  women  42 
years.  Male  to  female  ratio  is  three  to  one.  There 
is  a higher  rate  of  stomach  cancer  among  farmers 
than  other  segments  of  the  population.. 

Koreans  with  stomach  cancer  seem  to  ingest 
significantly  larger  amounts  of  soya  bean  paste 
than  persons  of  the  same  age  and  sex  without 
stomach  cancer.  The  fact  that  Aspergillus  flavus 
is  found  in  soya  bean  cakes  raises  the  possibility 
that  aflatoxins  produced  by  this  mold  which  grows 
on  the  soya  bean  cakes  (from  which  soya  bean 
paste  is  made)  may  be  a possible  etiologic  factor 
in  the  high  incidence  of  stomach  cancer  seen  in 
1,079  patients  with  stomach  cancer  in  a 130  bed 
hospital  in  the  seven  year  period  from  1962 
through  1968  in  Southwest  Korea.  Further  inves- 
tigation is  necessary  to  delineate  the  role  of  molds 
as  a factor  in  stomach  cancer  as  observed  in  the 
Far  East.  Epidemiologic  studies  of  the  signifi- 
cance of  the  consumption  of  soya  paste  as  a factor 
in  the  frequency  of  cancer  of  the  stomach  in  Korea 
is  under  study. 

. . Whitaker,  WG,  Jr,  and  Shepard,  D:  Am 
J Surg  120:748.  Dec.  1970. 


ONE  SENTENCE  ESSAY 
Medicare  Department 

I can  see  pretty  well  with  my  spectacles,  and 
hear  pretty  well  with  my  hearing  aid,  and  eat 
pretty  well  with  my  new  teeth,  and  I’m  getting 
used  to  wearing  a toupee,  and  walking  with  a 
cane  — but  I do  miss  my  mind! 

. . . Quoted  by  Merlin  K.  Duval. 
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He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

/ □ promptly  relieves  hyperacidity  / 

f □ also  relieves  fullness  and  bloating  / 

□ non-constipating 


uqu'dMYLAIMTAP^s 

aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


‘ Ant  iacid”  action 
for  ulcer  patients...  t 


one  of  the  many 
things  vou  need  in  an 
anticholinergic 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid’'  action — Pro-Banthlne®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  tree  acid. 

"Sustained’'  action — Pro-Banthlne  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthlne  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthlne  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthlne  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthlne® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications;  Pro-Banthlne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-Banthlne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banthlne  P.A.— Each  tablet  of  Pro-Banthlne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
Banthlne  15  mg.  should  be  observed. 

How  Supplied:  Pro-Banthlne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthlne®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago.  III.  60680 


Pro-Banthine 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 
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It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor 


You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That's  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  ‘‘America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public's  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public-.  Send  for  the  pamphlet,  "The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 


RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

(Continued  From  Page  196) 

BLUE  SHIELD  OF  RHODE  ISLAND 

FINANCIAL  STATEMENTS  AS  OF  DECEMBER  31,  1971  AND  1972 


STATEMENT  OF  INCOME  AND  EXPENSE: 

Dec.  31, 

1972 

Dec.  31, 

1971 

Increase 

(Decrease) 

INCOME: 

Received  from  Subscribers  

Income  from  Investments 

$24,385,507 

386,367 

$21,339,826 

386,887 

$3,045,681 

(520) 

TOTAL  INCOME  

$24,771,874 

$21,726,713 

$3,045,161 

EXPENSES: 

Claims  Payments  

Operating  Expenses  

TOTAL  EXPENSES  

$22,632,783 

2,138,800 

$20,179,185 

2,074,121 

$2,453,598 

64,679 

$24,771,583 

$22,253,306 

$2,518,277 

NET  GAIN  OR  (LOSS)  TO  RESERVES  

$ 291 

$ (526,593) 

$ 526,884 

COMPARATIVE  BALANCE  SHEET: 

ASSETS: 

Cash  in  Bank  and  on  Hand 

Accounts  Receivable  

Investments  

$ 297,908 

943.090 
6,119,883 

$ 366,000 

529,653 
6,614,030 

$ (68,092) 
413,437 
(494,147) 

TOTAL  ASSETS  

$ 7,360,881 

$ 7,509,683 

$ (148,802) 

LIABILITIES: 

Accounts  Payable  

Accrued  for  Claims 

Unearned  Subscriptions  

$ 549,910 

4,747,837 
679,614 
4,877 

$ 1,231,846 
4,377,609 
528,627 
11,700 

$ (681,936) 
370,228 
150,987 
(6,823) 

Other  Liabilities  

TOTAL  LIABILITIES  

$ 5,982,238 

$ 6,149,782 

$ (167,544) 

RESERVES: 

$ 1,378,643 

$ 1,359,901 

$ 18,742 

TOTAL  LIABILITIES  AND  RESERVES 

$ 7,360,881 

$ 7,509,683 

$ (148,802) 

DISTRIBUTION  OF  BLUE  SHIELD  DOLLAR: 

Claims  Expense  

Operating  Expense  

.914 

086 

.929 

.095 

(.024) 

Added  to  Reserves 

.000 

TOTAL  SPENT  

1.000 

1.000 

of  coverages  with  a gradual  phasing  out  of  the 
original  Plan  A in  favor  of  the  more  comprehen- 
sive coverages  in  Plan  B and  Plan  100;  the  de- 
velopment of  the  Bristol  group  plan  and  the  pro- 
gram of  the  R.  I.  Group  Health  Association,  the 
effective  work  of  the  Claims  Committee  and  the 
development  of  the  State  Medical  Society’s  Peer 
Review  Committee;  the  wide  range  of  issues  re- 
solved by  the  Professional  Advisory  Committee; 


the  adoption  of  a revised  operation  agreement  be- 
tween the  Corporation  and  the  Blue  Cross  Cor- 
poration; and  the  long  range  approach  to  current 
problems  in  the  delivery  of  health  care  — with 
particular  interest  in  Major  Medical  coverage  and 
the  possibility  of  extended  coverage  for  the  person 
temporarily  unemployed  when  the  original  cover- 
age is  tied  in  with  employment. 

(Continued  on  Next  Page) 
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BLUE  SHIELD  OF  RHODE  ISLAND 


COMPARISON  OF  STATISTICS  - YEARS  1971  AND  1972 


Blue  Shield  Subscribers  

People  Served  Under  Government  Programs 

(Medicare  Part  B)  

People  Served  Under  B/S  Additional  Programs 

(Major  Medical,  Extended  Benefits,  F.E.P.)  

Firms  With  Blue  Shield  Coverarge  

Firms  Buying  Blue  Shield  For  Employees  

Benefit  Payments  Blue  Shield  

Benefit  Payments  Federal  Programs  

TOTAL  BENEFIT  PAYMENT  

Total  Benefits  Paid  Since  Start  of  Plan  

Total  Assets  

Total  Income  

Total  Reserves  

Operating  Expenses  

Number  of  Blue  Shield  Cases  Paid  

Number  of  Cases  Paid  (Inch  Medicare)  

Number  of  Participating  Physicians  


Increase  or 


1972 

1971 

(Decrease) 

720,983 

704,323 

16,660 

103,056 

100,721 

2,335 

655,852 
3,917 
3,326 
$ 22,632,782 
$ 11,290,159 

520  330 
3,795 
3,136 
$ 20,179,185 
$ 10,347,463 

135,522 

122 

190 

$ 2,453,597 
$ 942,696 

$ 33,922,941 

$ 30,526,648 

$ 3,396,293 

$264,801,681 

$230,878,740 

$33,922,941 

$ 

7,360,881 

$ 7,509,683 

$ (148,802) 

$ 24,771,874 

$ 21,726,713 

$ 3,045,161 

$ 

1,378,643 

$ 1,359,901 

$ 18,742 

$ 

2,138,800 

$ 2,074,121 

$ 64,679 

1,039,015 

926,679 

112,336 

1,422,758 

1,261,593 

161,165 

1,160 

1,150 

10 

The  Corporation  is  indeed  fortunate  in  having 
such  an  active  and  conscientious  Board  of  Direc- 
tors and  Committee  Members  who  give  generously 
of  their  talents  and  time  in  the  interest  of  the 
people  of  the  State  of  Rhode  Island,  and  in  its 
efficient  and  progressive  executive  leadership  and 
staff  support 

Respectfully  submitted: 

Judge  Florence  K.  Murray 
Secretary 

BLUE  SHIELD  OF  RHODE  ISLAND 
TREASURER'S  REPORT 
YEAR  1972 

During  1972,  Blue  Shield  of  Rhode  Island  con- 
tinued to  experience  the  growth  pattern  that  has 
prevailed  since  the  start  of  the  Plan  and  reported 
a record  high  income  of  $24,772,000,  an  increase 
of  14  per  cent  over  1971. 

Several  programs  participated  in  the  member- 
ship and  income  growth: 

1.  The  “100”  Contract  experienced  a 63  per 
cent  increase  in  contracts  and  a 52  per  cent 
increase  in  income. 

2.  The  “65”  Program  experienced  a 5 per  cent 
increase  in  contracts  and  a 28  per  cent  in- 
crease in  income. 

3.  The  Major  Medical  Program  experienced  a 


1 7 per  cent  increase  in  contracts  and  all 
per  cent  increase  in  income. 

Benefit  payments  for  subscribers  also  reached 
an  all-time  high  of  $22,663,000,  an  increase  of 
$2,454  000  over  1971.  The  most  significant  increase 
in  benefit  payments  was  made  in  the  “100”  Con- 
tract. The  “65”  and  Major  Medical  Programs  also 
experienced  increased  payments  in  proportion  to 
their  membership  growth. 

Operating  expenses  for  1972  increased  $65,000 
or  only  3 per  cent  over  1971,  reflecting  the  factors 
of  increased  membership,  increased  claims  volume, 
and  increased  operating  efficiency. 

The  net  result  of  operations,  for  all  practical 
purposes,  was  a break-even  situation  for  the  year. 
The  reserves  at  December  31,  1972  including  the 
Maternity  Liability  are  $2,237,230  as  compared 
to  $2,236,939  at  December  31,  1971,  a difference 
of  $291.  The  reserves  represent  1.1  months  of 
claims  and  operating  expenses. 

Respectfully  submitted: 

For:  George  W.  Chaplin 
Treasurer 

By:  Paul  L.  Rossi 

Assistant  Executive  Director — 
Financial  Affairs 

-f  ± ± 
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BLUE  SHIELD  AND  NATIONAL 
HEALTH  INSURANCE 

(Concluded  From  Page  194) 
this  kind  of  thinking.  The  first  is  “To  hell  with 
them’'.  The  second  is,  “Let's  just  hang  on  until 
they  take  over”.  Both  of  these  attitudes  are  un- 
reasonably militant.  They  tend  to  reinforce  the 
opinions  of  those  who  view  physicians  as  reaction- 
ary and  concerned  with  self-interest,  or  they  invite 
confrontation  with  government  in  the  public  arena. 
In  such  confrontation  it  is  a foregone  conclusion 
who  would  win. 

I would  like  to  suggest  a third  attitude:  One 
that  we  have  already  gone  a long  way  toward 
demonstrating.  It  is  an  attitude  that  says,  “We 
recognize  government’s  proper  role  in  protecting 
the  rights  and  interests  of  the  people  in  setting 
nationally  uniform  standards  of  excellence,  and,  in 
turn,  government  should  recognize  the  demon- 
strated administrative  expertise  of  Blue  Shield,  the 
significant  contributions  of  the  physicians  who 
helped  build  it,  and  the  necessity  of  continued 
professional  guidance”.  Blue  Shield  and  govern- 
ment should  get  together  and  create  a health  care 
system  which  retains  many  of  the  assets  that  al- 
ready exist  and  one  which  would  balance  public 
responsibility  with  private  and  professional  capa- 
bilities, using  all  the  unique  talents  of  the  public, 
private,  and  professional  sectors. 

This  is  an  attitude  that  will  be  held  by  those  who 
will  shape  the  future  and  control  the  process  of 
change,  rather  than  be  victimized  by  it.  I com- 
mend such  an  attitude  to  you. 


PHYSICIAN  OPPORTUNITIES 
SOUGHT 

(Concluded  From  Page  180) 

Chang  T.  Tsai,  M.D. 

564  B.  Allenhurst  Road 
Buffalo,  New  York  14226 
Urology 

* * * 

Chin-Ho  Lin,  M.D. 

115  Browne  Street 
Brookline,  Massachusetts  02146 
Obstetrics  and  Gynecology 

* * * 

Trilok  Khanna,  M.D. 

105  Bahama  Drive 
Norwood,  Massachusetts  02062 
General  and  Vascular  Surgery 

& t t 


.D. 

(Mighty  Deserving) 

of  life’s  better  things.  No  physi- 
cian ever  has  a routine  day,— or 
night.  There  are  critical  deci- 
sions to  make — involving  life 
itself. 

When  that  rare  opportunity  to 
relax  presents  itself,  you  deserve 
a reward  above  and  beyond  the 
ordinary.  The  enjoyment  of  fine 
wines  is  one  of  them.  At  Town 
Liquor,  we  stock  (in  temperature- 
controlled  wine  cellars)  more 
than  2,000  different  types  of 
wines,  so  you  take  your  choice. 
You  don’t  take  a chance.  We 
have  studied  wines  for  years, 
and  without  undue  ego,  can  say 
fairly  that  we  are  experts. 


We’ll  share  our  knowledge  with 
you  when  you  visit  with  us.  We 
also  offer  you  a free  member- 
ship in  the  Vintage  Guild,  and 
there’s  no  obligation.  Indeed, 
doesn’t  M.  D.  also  mean  “Mighty 
Deserving”? 
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R.  I.  PHYSICIANS  ATTITUDE  ON 
FUTURE  PRACTICE  OF  MEDICINE 

(Concluded  From  Page  191) 
with  respect  to  the  problem  oriented  record  keep- 
ing system.  One  might  also  make  deductions  with 
respect  to  the  dissemination  of  new  ideas  in  medi- 
cal practice.  Well  over  half  of  the  physicians  in 
Rhode  Island  are  well  acquainted  with  the  prob- 
lem oriented  lecord  system,  and  almost  20  per  cent 
are  using  it  More  than  half  would  like  to  know- 
more  about  it,  desire  and  wouid  attend  related 
teaching  programs.  From  Fig.  16  alone,  one  learns 
a great  deal  about  continuing  education,  the  diffu- 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Richard  W.  Barr,  M.D.,  F.C.A.P.  Medical  Director 

We  routinely  perform  more  than  400  indi- 
vidual procedures,  including: 

© Digoxin  Digitoxin 

• Plasma  Cortisol 

© and  Folic  Acid 

• Estriol 

© Antinuclear  Antibody  Test 

• Lipoprotein  Electrophoresis 

© Screening  for  Drug  Abuse  and  Drug 
Overdosage 

Also  available  ...  a wide  selection  of  PRO- 
FILES and  PROFILE  EXTENSIONS  . . . designed 
to  provide  you  with  a maximum  of  useful 
information  at  moderate  cost. 

Complete  schedule  of  services  and  complimen- 
tary supplies  available  on  request.  Write  or 
phone: 

LEARY  LABORATORY,  INC. 

New  England's  Full  Service  Reference  Laboratory 

Providence,  R.I.:  655  Broad  St.  (401)  421-1138 

Boston,  Mass.:  43  Bay  State  Rd.  (617)  536-2121 
Cambridge,  Mass.:  575  Mt.  Auburn  St.  (617)  868-7773 
Roslindale,  Mass..  4354  Washington  St.  (617)  325-0467 

FOUNDED  1929 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


sion  of  medical  information,  and  the  desires  of 
physicians  to  improve  themselves. 

CONCLUSIONS  AND  PROJECTIONS 

In  response  to  anticipated  changes  in  status  dur- 
ing the  next  five  years  by  age  groups  (Fig.  17), 
it  is  clear  that  the  composition  and  attitudes  of  the 
Rhode  Island  Medical  Society  will  alter  through 
evolution.  Of  our  fellowr  physicians  who  are  cur- 
rently 60  years  of  age  or  older,  over  5 per  cent 
w 11  have  retired.  At  the  present  time  in  the  age 
group  under  40  there  is  an  approximately  equal 
distribution  as  between  group  practice  and  solo 
practice.  Regarding  all  groups  under  60  years  of 
age,  in  five  years  the  majority  of  members  of  the 
Society  will  also  be  members  of  partnerships  or 
groups.  The  Society  must  be  prepared  to  consider 
effectively  and  to  deal  with  the  problems  inherent 
in  this  changing  pattern  of  practice. 

Throughout  this  survey  one's  faith  in  one’s  seif 
and  in  the  organization  has  been  reaffirmed.  De- 
spite the  average  age  of  the  Rhode  Island  physi- 
cian, which  is  over  50,  he  is  dedicated  to  the 
proposition  of  quality  care.  This  is  seen  in  his 
hgh  rate  of  certification,  in  the  number  of  re- 
fresher courses  he  takes,  in  subscriptions  to  jour- 
nals, in  his  accessibility  and  the  coverage  he  pro- 
vides, and  in  his  attitude  toward  the  annual  phy- 
sical checkup  and  multiphasic  screening.  But  he 
is  not  smug,  or  self-sufficient,  or  self-satisfied.  He 
indicates  a willingness  to  participate  in  total  pre- 
payment plans  sponsored  by  Blue  Cross  and  Blue 
Shield  as  the  agencies  of  his  choice.  He  has  seen 
their  performance;  he  knows  of  their  capabilities; 
he  has  confidence  in  the  organizations.  He  is  not 
averse  to  change;  he  is  willing  to  change  his  rec- 
ords and  his  record  keeping;  and  he  is  willing  to 
make  his  records  available.  He  is  willing  to  enter 
into  a capitation  group  in  which  there  is  reason- 
able equity  of  distribution  and  professional  control. 

This  survey  has  allowed  reassessment  and  re- 
evaluation.  By  taking  a hard  look  at  ourselves  and 
our  attitudes  w-e  find  that  we  are  much  more  like 
what  we  thought  we  were,  than  some  of  the  cari- 
catures of  us  would  indicate.  We  find  no  real  crises; 
we  recognize  areas  for  possible  improvement;  we 
have  reestablished  our  identity. 


DERMAQUIZ  ANSWER 

(See  Page  202) 

The  “orange  peel”  skin  of  the  breast  or  “la  peau 
d’orange”  in  sophisticated  Franglais,  a sign  of  breast 
cancer. 
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m...  A NO  LOAD 
MUTUAL  FUND 
FOR  THE  MEDICAL 
PROFESSION 
EXCLUSIVELY 


Boston,  Mass.:  The  Beacon 
No-Load  Mutual  Fund  was 
created  in  1961  by  physi- 
cians of  various  New  Eng- 
land State  Medical  Societies 
to  help  meet  the  need  for  a 
comprehensive  investment 
program  suitable  for  retire- 
ment plans  of  physicians  and 
other  medical  personnel. 
Sales  are  generally  restricted 
to  residents  of  the  New  Eng- 
land States.  There  are  No 
Sales  Charges  and  No  Re- 
demption Charges.  The  in- 
itial investment  is  a minimum 


of  $250.  The  primary  ob- 
jective of  the  Fund  is  to 
achieve  long-term  growth  of 
capital.  The  Board  of  Direc- 
tors of  the  Beacon  Mutual 
Fund  recently  appointed 
Douglas  T.  Johnston  & Co., 
managers  of  the  Johnston 
Mutual  Fund,  as  investment 
adviser  and  managers.  You 
are  invited  to  write  for  a 
prospectus.  Please  address 
inquiries  to  Beacon  Investing 
Corp.  Box  #104,  7 Whittier 
Place,  Boston,  Massa- 
chusetts 02114 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium*  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 


strength  as  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage  JW* '81973 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Libriumf  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

niwiiirX  Roche  Laboratories 
ROCHE  ? Division  of  Hoffmann-La  Roche  Inc 
x Nutley  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautit 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machi 
ery,  driving).  Though  physical  and  psychologies 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (includir 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnane 
lactation,  or  in  women  of  childbearing  age  requir 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitate 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradi 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  considei 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibito 
and  phenothiazines.  Observe  usual  precautions  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulatn 
and  acute  rage)  have  been  reported  in  psychiatri 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxie; 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectiv 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishc 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  ar 
confusion  may  occur,  especially  in  the  elderly  an1 
debilitated.  These  are  reversible  in  most  instano 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In 
few  instances  syncope  has  been  reported.  Also  er 
countered  are  isolated  instances  of  skin  eruptior 
edema,  minor  menstrual  irregularities,  nausea  a 
constipation,  extrapyramidal  symptoms,  increas 
and  decreased  libido-all  infrequent  and  genera 
controlled  with  dosage  reduction;  changes  in  El 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  m. 
ing  periodic  blood  counts  and  liver  function  test 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI.  j 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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BALCONY 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
liazepam)  part  of  your  treatment 
lan,  check  on  whether  or  not  the 
latient  is  presently  taking  drugs 
! nd,  if  so,  what  his  response  has 
Ween.  Along  w ith  the  medical  and 
>cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  eff  ects  and 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 

I should  be  prescribed  only  as  long 
Is  excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
men  you  decide  it  has  accom- 
ilished  its  therapeutic  task.  In 
eneral,  w hen  dosage  guidelines 
re  followed,  Valium  is  w ell 
pierated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
>orted  side  effects. 

Until  response  is  determined, 
Patients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 


To  help  you  manage  excessive  psychic  tension 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, tyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia:  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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“Too  many  doctors  are  indiffi 
ent  to  the  economic  consequence; 
their  decisions.”  So  stated  a recen 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  for 
AMA  Chief  Executive  F.  J.  L.  Blasir 
game,  M.D. 

Doctor,  are  you  indifferent. . .? 

In  discussing  an  anticipated 
crease  in  Blue  Shield  rates,  Dr.  Blc 
ingame’s  newsletter  had  this  to  saj 

“In  general,  it  can  be  said,  Ml 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  tl 
patients... 

“True,  an  MD’s  training  is  pri 
marily  scientific,  but  in  the  real  wc 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econo 
impact.  The  economics  of  health  c :! 
beckon  the  practitioner’s  attentior 
Concern  for  economics  of  medicin 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom 
mends  that  a drug  product  other  tl 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte  1 
ests  of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  ne<  I 
sary  for  the  prescriber  to  know  thai 
the  change  is  being  contemplated 
and  to  be  in  a position  to  consent  cl 
demur.  Without  that  opportunity,  tj 
unilateral  decision  of  the  pharmac 
made  in  the  absence  of  clinical  kn , 
edge  of  the  patient,  could  expose  fi 
to  needless  risks,  and  in  addition,  I 
jeopardize  the  relationship  betwec 
the  professions  of  Pharmacy  and  , 
Medicine.  In  my  view,  there  is  noth 
in  the  pro-substitution  argument  tij 
offsets  these  risks. 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim! 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  I 
better  utilize  pharmacists’  knowle  m 
about  drugs.  Yet  the  pharmacist’s  ifl 
task  to  keep  current  on  the  entire  I 
field  of  drug  therapy,  to  some  degi® 
puts  him  at  a disadvantage.  Most  ■ 
often,  a practicing  physician  will  nM 
expert  knowledge  of  no  more  than  W 


Id  be  an  obligation  of  medical 
tice.. . 

“Medical  societies  ought  to  con- 
continuing  campaigns  to  point 
he  substantial  savings  that  could 
j:alized  thru  deductible  insurance 
(protection  for  catastrophic  ill- 
i . At  the  very  least,  they  should,  in 
eiatients’  interest,  question  the 
qcs  of  any  insurance  organization 
raises  health  care  costs  by  forc- 
9 olicyholders  to  buy  insurance 

I may  not  need  or  want  and  prob- 
won't  ever  use. 

"Too  many  doctors  are  indiffer- 
othe  economic  consequences  of 
decisions.  Too  many,  for  ex- 
le,  habitually  hospitalize  patients 
ie  convenience  of  the  MD.  It’s 
ense  to  deny  such  habits  exist . . . 
“Doctors,  thru  their  medical  so- 
bs, have  unhesitatingly  appealed 
eir  patients  for  support  in  the 
against  government  interference 
the  private  practice  of  medicine, 
the  public  in  the  past  has  re- 
ded. It’s  time  the  American  Med- 
\ssociation  and  state  and  local 
ical  societies  paid  off  the  debt  by 
sive  action  to  hold  down  the  cost 
edical  care.” 

i of  Drugs 

Insurance  rates  and  hospital 
4ges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


) drugs  that  he  selects  to  treat  the 
airity  of  conditions  encountered  in 
• ractice.  Moreover,  the  physi- 

Is  choice  of  a specific  brand  is 
d on  his  knowledge  of  the  pa- 
’s medical  history  and  current 
lition,  and  his  experiences  with 
larticular  manufacturer’s 
uct. 

Some  substitution  proponents 

(argued  that  the  dispensing  of  a 
cription  is  a simple  two-party 
;action  between  the  pharmacist 
he  patient,  and  that  a substitut- 

Sharmacist  may  avoid  even  a 
nical  breach  of  contract  by  simply 
laying  the  patient  that  he  is  making 
e ubstitution.  I would  judge  that 

I:ourts  would  be  sympathetic 
rd  a pharmacist  who  substituted 
)ut  physician  approval  and  who 
rtook  a legal  defense  that  seeks 
ake  the  patient  responsible  for 
Eharmacist’s  actions. 

I ced  Prescription  Prices? 
Substitution  advocates  are 
esting  to  the  consumer,  and  par- 
3rly  the  consumer  activist,  that 
ced  prescription  prices  could 
v legalization  of  substitution. 

* ave  seen  absolutely  no  evidence 
stify  this  claim.  To  the  contrary, 
rience  in  Alberta,  Canada,  where 
titution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor 

You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That's  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


Peripatetics 


SEEBERT  J.  GOLDOWSKY,  Editor-in-Chief 
of  this  Journal,  recently  received  recognition  from 
representatives  of  the  Medical  Staff  and  the  Board 
of  Trustees  of  The  Miriam  Hospital  for  his  many 
years  of  service  to  that  institution  and  to  the  com- 
munity which  it  serves.  Norman  Fain,  President  o) 
the  hospital,  presented  Doctor  Goldowsky  with  a 
Miriam  Hospital  Chair  and  a framed  letter  of  ap- 
preciation. Doctor  Goldowsky  is  the  first  full  time 
Medical  Director  for  Rhode  Island  Blue  Cross  and 
Blue  Shield. 

* * 

HUGO  TAUSSIG,  Chairman  of  the  Society’s 
Committee  on  Mental  Health,  has  been  elected 
President  of  the  Rhode  Island  District  Branch  of 
the  American  Psychiatric  Association.  Other  offi- 
cers chosen  are:  BEN  W.  FEATHER,  vice-presi- 
dent; D.  ROBERT  FOWLER,  secretary-treas- 
urer; and  NICOLAS  NUNEZ,  council  member. 

* * * 

The  following  physicians  have  been  elected  as 
officers  of  the  medical  staff  of  Rhode  Island  Hos- 
pital: LOUIS  A.  LEONE,  president;  ROBERT  V- 
LEWIS,  president-elect;  HERBERT  FANGER, 
vice  president;  THOMAS  McOSKER,  treasurer. 
WARREN  W.  FRANCIS  was  elected  to  the  execu- 
tive committee  for  a two  year  term. 

The  following  appointments  to  the  staff  have 
been  made:  Active  — GEORGES  PETER,  pedia- 
trics; GISELA  W.  RYAN,  radiation  therapy; 
CHARLES  F.  JOHNSON,  Division  of  Plastic  Sur- 
gery, Department  of  Surgery;  WILLIAM  A. 
O’NEILL,  Pediatrics.  Consulting  Staff,  GEORGES 
PETER,  Medicine. 

* * * 

PETER  KOCH  has  been  named  regional  chair- 
man for  the  Annual  Fund  Drive  for  Tufts  Uni- 
versity Medical  School. 

(Continued  on  Next  Page) 

ERRATUM:  In  the  May  issue  of  this 
Journal,  a sentence  in  the  Message  From 
the  Dean  read:  “Altogether  there  will  be 
next  fall  175  medical  students  in  the  three 
operational  years  of  the  M.D.  program,  3 
of  them  Rhode  Islanders  and  43  women. 

The  sentence  should  have  read:  “ ...  38  of 
them  Rhode  Islanders  and  43  women”.  The 
editors  regret  this  error. 


Attractive  & Functional  Offices 


Division  of  National  Office  Supply  Co. 


□ u □ 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy 

(401)421-1138  (401)765-1220 

Central  Laboratory:  43  Bay  State  Road.  Boston,  Mass 
Telephone:  (617)  536-2121 
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The  .American  College  of  Physicians  has  named 
MILTOX  W.  HAMOLSKY  to  assume  the  respon- 
sibilities of  Governor  next  year.  He  will  serve  as 
governor-elect  for  the  next  12  months. 

* * * 

BLAS  MOREXO  and  DAVID  QUIGLEY  are 
members  of  a newly  formed  Radiation  Team  at 
The  Memorial  Hospital  in  Pawtucket. 

* * * 

GABRIEL  A.  XAJERA,  Brown  University 
Health  Services  Consulting  Psychiatrist,  has  been 
appointed  assistant  clinical  professor  of  Psychiatry 
at  Brown  University  Division  of  Biological  and 
Medical  Sciences. 

sjc  sje  sji 

IRYIXG  A.  BECK  has  been  elected  to  the 
Board  of  Governors  of  the  American  Osier  So- 
ciety. MARSHALL  X.  FULTOX  was  elected  to 
membership  of  that  same  Society. 

* * * 

.ALFRED  A.  ARCAXD  has  completed  continu- 
ing medical  education  credits  to  remain  in  active 
membership  in  the  American  Academy  of  Family 
Physicians:  the  national  association  of  family  doc- 
tors requires  150  hours  of  accredited  continuing 
medical  study  every  three  years  for  members  to 
become  eligible  for  re-election. 

* * * 

LOR.AXD  R.  BROWX,  medical  chairman  of 
the  V.  D.  Clinic  at  Kent  County  Memorial  Hos- 
pital. was  the  guest  on  a 30  minute  AYS  VP  radio 
show.  The  subject  of  the  discussion  was  that  in- 
stitution's \\  D.  Clinic. 

* * * 

JOSEPH  HAXSAGI.  chief  of  the  Laboratory 
Service  at  Kent  County  Memorial  Hospital,  re- 
cently spoke  to  a group  at  the  First  Baptist  Church 
in  East  Greenwich  to  recruit  blood  donors. 

* * * 

Medical  staff  officers  elected  for  1973  at  Kent 
County  Memorial  Hospital  are:  DAXIEL  S.  HAR- 
ROP,  president:  RICHARD  R.  DYER.  vice  presi- 
dent: and  PETER  KOCH,  secretary-treasurer. 
Medical  chiefs  reappointed  to  existing  services  are: 
PETER  KOCH,  anaesthesiology:  JEAXXETTE 
E.  \TDAL,  Home  Care  Service:  JOSEPH  HAX- 
SAGI, Laboratory:  WILLIAM  E.  McKEXXEY, 
Medicine:  WILLIAM  F.  GARRAHAX,  ortho- 
pedic; BRIAXD  X.  BEAUDIX.  pediatric;  JOHX 
M.  A’ESEY,  radiology;  CHARLES  B.  ROUXD, 
surgical:  LORAXD  R.  BROWX.  obstetrics. 

(Concluded  on  Page  250) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Sheplev.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

I I ONE  SOURCE /TOTAL  INSURANCE 

551-9 
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District  County  Medical 
Society  Meeting 

WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Larchwood  Inn  on 
January  10,  1973. 

The  meeting  was  called  to  order  by  Doctor  Bur- 
| belo,  President,  at  11:45  a.m.  Members  present 
[ werre  Doctors:  Agnelli,  Ashley,  Gobeille,  Guthrie, 
W.  Johnson,  L.  Johnson,  Kraemer,  Manganaro, 
Murdocco,  McGrath,  Maclver,  J.  O’Neil,  Palaia, 
Ruisi,  Siegmund,  Soche,  Tang,  Walsh,  Musselmen, 
i and  Eaton. 

The  minutes  of  the  last  regular  meeting  was  read. 
| It  was  moved  by  Doctor  Ruisi  and  seconded  by 
Doctor  Walsh  that  they  be  accepted  as  read. 

COMMUNICATIONS 

A letter  from  Mr.  Douglas  McIntosh,  Assistant 
Executive  Director  of  Rhode  Island  Blue  Shield, 

! was  read.  It  was  decided  to  invite  Mr.  McIntosh 
to  the  next  regular  meeting  to  discuss  problems 
physicians  have  with  Rhode  Island  Blue  Cross  and 
Blue  Shield  and  the  reason  why  physicians  as  a 
group  are  placed  in  such  a high  category. 

A letter  from  Mr.  Douglas  McIntosh,  Vice 
President,  Rhode  Island  Blue  Shield,  was  read. 
It  was  decided  to  invite  Mr.  McIntosh  to  the  next 
i regular  meeting  to  discuss  problems  physicians 
i have  with  Rhode  Island  Blue  Cnoss  and  Blue 
Shield  and  the  reason  why  physicians  as  a group 
are  placed  in  such  a high  category. 

OLD  BUSINESS 

An  attempt  to  go  over  revised  By-Laws  for  the 
Society  was  begun.  After  many  revisions,  it  was 
moved  that  the  members  receive  a copy  of  the  By- 
Laws  as  written.  After  each  member  has  read  them 
and  offered  some  correction  in  writing  it  would  be 
discussed  again. 

NEW  BUSINESS 

Doctor  Guthrie  brought  up  the  problem  of 
venereal  disease  at  the  University  of  Rhode  Island. 
He  stated  the  'Rhode  Island  Board  of  Health 
recommended  that  the  only  effective  means  of  pre- 
vention would  be  in  the  use  of  prophalactics.  He 
asked  that  the  Society  support  the  University 
Health  Service  in  the  distribution  of  prophalatics 
at  the  University  Infirmary.  This  was  so  moved 
by  Doctor  McGrath  and  seconded  by  Doctor 
Walsh.  The  Society  voted  in  favor  of  this. 

(Concluded  on  Page  250) 


}is  PENICILLIN 


250  mg- 


PRESCRIBE  IT  BY  NAME 
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Potassium 


Phenoxymethyl 

Penicillin 

250  mg.  Tablets  400,000  units 
GENERICALLY  PRICED 
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PROVIDENCE,  RHODE  ISLAND 


House  Of  Delegates  Of  The  Rhode  Island 
Medical  Society 


Report  Of  The  Meeting  Of  January  24, 
1973 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Rhode  Island  Medical  Society  Library  on  Wednes- 
day, January  24,  1973.  The  meeting  was  called  to 
order  by  the  Speaker  of  the  House,  Dr.  John  Ham, 
at  2:10  p.m. 

M embers  in  attendance  were:  Doctors  John  C. 
Ham,  Thomas  F.  Head,  David  Newhall,  Carl  V. 
Anderson,  J.  Douglas  Xisbet.  William  J.  O'Rourke, 
Charles  B.  Round,  Joseph  E.  Wittig,  David  R. 
Hallmann,  Thomas  J.  Martin,  Erwin  Siegmund, 
Leonard  S.  Staudinger,  Robert  V.  Lewis,  John  A. 
Dillon,  Edmund  T.  Hackman,  Stephen  J.  Hoey, 
William  J.  MacDonald,  Bertram  H.  Buxton,  Jr., 
Joseph  E.  Caruolo,  John  A.  Dillon,  Joseph  D.  Di- 
Mase,  Martin  E.  Felder,  Donald  P.  Fitzpatrick, 
Frank  Giunta,  Herbert  F.  Hager,  Charles  L.  Hill, 
Vincent  I.  MacAndrew,  Peter  Mathieu,  Jr.,  P. 
Joseph  Pesare,  James  A.  Reeves,  Guy  A.  Settipane, 
Richard  P.  Sexton,  George  H.  Taft,  William  R. 
Thompson,  Elihu  S.  Wing,  Seebert  J.  Goldowsky, 
and  Arnold  Porter,  M.D. 

Also  present  were  Dr.  Earl  J.  Mara,  Councillor 
from  Pawtucket  and  a past  President  of  the  So- 
ciety; Charles  Clapp,  Legal  Counsel;  John  E.  Far- 
rell, Executive  Secretary,  and  Edward  J.  Lynch, 
Assistant  Executive  Secretary. 

Members  absent  were:  Doctors  Robert  E.  Baute, 
Charles  S.  Dotterer,  Frederick  Peirce.  Jr.,  Richard 
G.  Bertini,  Paul  J.  M.  Healey,  Philip  J.  Lappin, 
A.  John  Elliot,  James  A.  McGrath,  Joseph  L.  C. 
Ruisi,  Francis  L.  Scarpaci,  J.  Gerald  Larroureux, 
John  P.  Grady,  D.  IRichard  Baronian,  Nathan 
Chaset,  George  V.  Coleman,  Dominic  L.  Coppo- 
lino,  Joseph  L.  Dowling,  Jr.,  Herbert  Ebner,  Mar- 
tin Feldman,  David  Freedman,  Edward  J.  Gau- 
thier, Constantine  S.  Georas,  Milton  W.  Hamolsky, 
John  B.  Lawlor,  Henry  M.  Litchman,  Samir  G. 
Moubayed,  Raul  Xodarse,  Ralph  F.  Pike,  Robert 
P.  Sarni,  Wilson  F.  Utter,  Armand  D.  Versaci, 
and  Joseph  E.  Cannon. 

MINUTES  OF  PREVIOUS  MEETING 

The  Speaker  noted  that  the  minutes  of  the  Sep- 


tember meeting  of  the  House  had  been  prepared 
and  distributed  by  the  Secretary. 

Action : A motion  was  made,  seconded  and 
voted  that  the  minutes  of  the  House  meeting  of 
September  20,  1972,  as  submitted,  be  approved 
and  placed  on  record. 

REPORT  OF  THE  SECRETARY 
Dr.  Stephen  J.  Hove,  Secretary,  noted  that  his 
report  was  printted  in  he  handbook  for  the  meet- 
ing. He  called  attention  to  the  call  for  the  next 
House  meeting  for  Wednesday,  March  7,  at  2 p.m. 
at  the  Medical  Library,  with  the  Corporation 
meeting  of  Physicians  Service  immediately  follow- 
ing at  5 p.m.  at  the  Blue  Cross  building. 

Discussion  ensued  on  the  following  items  in  the 
report  of  the  Secretary: 

5.  Ad  Hoc  Committee  on  Federal  Grants 

Dr.  Robert  V.  Lewis  explained  that  the 
Council  had  established  this  committee  be- 
cause of  the  tremendous  amount  of  tax  money 
flowing  into  the  State  for  various  health  and 
welfare  programs,  and  the  need  for  the  So- 
ciety to  be  aware  of  the  use  of  such  funds 
and  the  achievement  of  programs  funded. 
24.  Fiske  Essay  Fund 

Doctor  Goldowsky  suggested  the  possibility 
of  commissioning  writers  to  prepare  articles 
for  the  Rhode  Island  Medical  Journal  on 
a paid  basis  as  possible  use  for  the  Fiske 
Fund  allowance  for  essays. 

27.  Professional  Services  Review  Organization 

Doctor  Lewis  reviewed  the  reasons  for 
forming  such  a corporation  and  he  called  at- 
tention to  the  draft  for  a nonbusiness  Rhode 
Island  PSRO,  Inc.  included  in  the  handbook 
for  the  meeting.  He  stated  that  by  authority 
of  the  Council  he  had  named  himself,  and 
Drs.  Edmund  T.  Hackman,  Stanley  D.  Simon, 
Thomas  F.  Head,  and  Alton  Pauli  as  incor- 
porators, and  he  had  invited  the  state  osteo- 
pathic association  to  name  one  of  its  members 
to  be  an  incorporator  also. 

(Continued  on  Page  215) 
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On  all  in-patient 
services... 


a major  problem 


Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence  Pathogen 


6%  Klebsiella-Enterobacter-Serratia* 


7%  Klebsiella,  all  others* 


7%  All  other  gram-negative  organisms 


13%  Staphylococcus  aureus* 

Gram- 

positive 

ooo/ 

,0  7%  Staphylococcus,  all  others 


10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21,972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 


*GARAMYCIN  Injectable  is  effective  against  I 
susceptible  strains  of  the  pathogens  indicatec 
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{ highly  appropriate 
pectrum  for  today’s  problem 
tathogens 


GARAMYCIN  Injectable  offers  a high 
pobability  of  effectiveness  against  susceptible 
: ains  of  seven  out  of  seven  major  gram- 
gative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  , species 
Serratia  ) 

GARAMYCIN  Injectable  has  also  been  shown 
be  effective  in  serious  staphylococcal  infec- 
ns.  It  may  be  considered  in  those  infections 
nen  penicillins  or  other  less  potentially  toxic 
ugs  are  contraindicated  and  bacterial 
‘ sceptibility  testing  and  clinical  judgment 
jicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


serious  gram-negative  infections 
ineumonia,  urinary  tract  infections, 
ipticemia,  and  wound  infections)' 

* e to  susceptible  organisms 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamycin 

gentamicin  I injectable 
sulfate 


I.M./I.V. 


40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN.  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN 8 Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


'Due  to  susceptible  organisms 


Garamyan 

gentamicin  I injectable 


sulfate 


I.M./I.V. 


Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated 
ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura,  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g , 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg 
per  cc  , 2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available.  GARAMYCIN  Pediatric  Injectable, 
1 0 mg.  per  cc  . 2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 


HOUSE  OF  DELEGATES  REPORT 

(Continued  From  Page  214) 

Action:  A motion  was  made,  seconded  and 
voted  to  approve  of  the  report  of  the  Secre- 
tary as  submitted. 

REPORT  OF  THE  TREASURER 
The  Speaker  called  attention  to  the  complete 
report  of  the  Treasurer  as  presented  in  the  hand- 
book for  the  meeting,  and  he  noted  that  the  fi- 
nancial records  would  be  subject  to  professional 
audit. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Treasurer,  as  sub- 
mitted, be  approved  and  placed  on  file. 

REPORT  OF  TRUSTEES  OF  BENEVOLENCE  FUND 
The  Speaker  noted  that  the  financial  report  for 
1972  of  the  Benevolence  Fund  had  been  submitted 
b the  Trustees,  and  had  been  reviewed  and  ap- 
proved by  the  Council. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Trustees  of  the 
Benevolence  Fund,  as  submitted,  be  received  and 
placed  on  file. 

RECOMMENDATIONS  FROM  THE  COUNCIL 

The  Secretary  presented  the  recommendations 
from  the  Council  as  published  in  the  handbook  for 
the  meeting.  The  following  actions  were  taken: 

1.  Spring  Meeting  oj  the  House 

Action:  A motion  was  made,  seconded  and 
voted  that  the  House  meet  on  March  7,  1973 
at  2 p.m.  at  the  Medical  Library. 

2.  Physician  Service  Directors 

Action:  A motion  was  made,  seconded  and 
voted  that  the  following  physicians  be  nomi- 
nated to  the  Corporation  of  Physicians  Serv- 
ice for  three-year  terms  each  on  the  Board 
of  Directors  of  that  Corporation:  Doctors  Jo- 
seph E.  Caruolo,  William  J.  MacDonald,  Earl 
J.  Mara,  and  John  J.  Walsh. 

3.  Revision  of  Bylaw  Amendments 

Action:  A motion  was  made,  seconded  and 
voted  that  the  House  approve  of  the  clarifi- 
cation of  the  proposed  bylaws  as  submitted 
by  the  Council  and  as  set  forth  in  the  hand- 
book for  this  meeting. 

ELECTION  OF  THREE  PHYSICIANS  TO  THE 
PROFESSIONAL  ADVISORY  COMMITTEE  OF 
PHYSICIANS  SERVICE 

The  Speaker  noted  that  the  House  is  authorized 
under  the  bylaws  of  the  Physicians  Service  Cor- 
poration to  elect  three  physicians  to  serve  for  one 
year  on  the  Professional  Advisory  Committee  of 
(Continued  on  Next  Page) 
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that  organization.  He  noted  that  the  physicians 
whose  terms  are  expiring  are  Doctors  J.  Robert 
Bowen.  John  F.  Gilman,  and  John  P.  Grady. 

The  House  placed  in  nomination  Doctors  Bowen, 
Gilman,  Ham,  and  Grady. 

Action : A motion  was  made,  seconded  and 
voted  that  nominations  be  closed. 

On  a written  ballot  Doctor  Bowen  was  declared 
elected,  and  a tie  vote  was  recorded  for  Doctors 
Gilman,  Ham,  and  Grady. 

Doctor  Ham  withdrew  his  name  from  the  list 
of  nominees,  and  the  House  declared  Doctors  Gil- 
man and  Grady  elected  to  serve  with  Doctor 
Bowen. 

RESOLUTION  ON  FREE  STANDING  AMBULATORY 
OPERATING  FACILITIES 

Doctor  Charles  Hill  addressed  the  House  on  the 
resolution  submitted  by  himself  and  Doctors  R. 
W.  Pearson  and  Francis  L.  McNelis.  He  re- 
viewed the  development  of  the  ambulatory  center 
by  Dudley  Associates  citing  the  cost  saving  factors 
for  the  public  as  regards  hospitalization  costs,  and 
the  desire  to  provide  a facility  for  all  qualified 
surgeons  in  the  area  to  use  for  ambulatory  surgical 
services.  He  discussed  the  development  of  guide- 
lines by  the  Council  on  Medical  Service  of  the 
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American  Medical  Association  to  which  he  was  a 
consultant. 

Action : A motion  was  made,  seconded  and 
voted  that  the  resolution,  as  submitted,  be 
adopted. 

RESOLUTION:  CHARLES  P.  WILLIAMSON 

Doctor  Lewis  presented  a resolution  to  Charles 
P.  Williamson  who  died  in  December,  1972,  and 
he  cited  his  great  service  as  legal  counsel  and 
friend  of  the  Society  for  more  than  two  decades. 

Action'.  A motion  was  made,  seconded  and 
voted  that  the  resolution,  as  submitted,  in  the 
handbook,  be  accepted. 

RESOLUTION:  ACUPUNCTURE 
Doctor  Lewis  noted  that  increasing  publicity 
being  given  in  the  news  media  of  the  practice  of 
acupuncture,  and  he  offered  a resolution  for  con- 
sideration of  the  House.  The  resolution  was  dis- 
cussed and  it  was  amended  with  the  Resolve  to 
read: 

“Therefore,  Be  It  Resolved  that  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society, 
assembled  in  meeting  on  January  24,  1973,  de- 
clares that  acupuncture  should  be  performed  in 
Rhode  Island  for  investigative  purposes  until  it  is 
established  by  scientific  research  that  it  is  an 
ethical  and  proper  treatment,  and  it  should  be 
performed  only  by  physicians  licensed  to  practice 
medicine  and  surgery  in  this  State;  and  further, 
the  House  urges  that  the  Rhode  Island  Depart- 
ment of  Health  give  favorable  consideration  to  this 
opinion  in  the  interest  of  the  health  and  the  safety 
of  the  citizens  of  the  State.” 

Action : A motion  was  made,  seconded  and 
voted  that  the  resolution  on  acupuncture,  as 
amended,  be  adopted. 

REPORT  OF  DELEGATES  TO  THE  A M A 
The  Speaker  noted  that  the  Society’s  delegates 
to  the  American  Medical  Association  had  filed  a 
report  on  the  actions  taken  at  the  Clinical  Session 
at  Cincinnati  in  November,  1972,  and  this  report 
was  published  in  the  handbook  of  the  meeting  for 
the  information  of  the  House. 

REPORTS  OF  COMMITTEES 
Peer  Review 

Doctor  Goldowsky  suggested  editorial  changes 
on  page  4 of  the  report  to  read  “Professional  Ac- 
tivity Study”  (PAS)  instead  of  “professional  audit 
system”,  and  to  read  Medical  Audit  Program 
(MAP),  and  to  add  (CPHA)  after  Commission  on 
Professional  and  Hospital  Activities. 

Members  questioned  the  immunity  of  members 
serving  on  peer  review  committees,  and  legal  coun- 
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sel  was  asked  to  review  that  problem  and  report 
to  the  Society. 

Annual  Meeting 

Doctor  Lewis  stated  that  his  Presidential  Ad- 
dress at  the  Annual  Meeting  would  be  on  the  re- 
sults of  the  poll  of  the  membership  on  the  present 
and  future  practice  of  medicine  in  Rhode  Island. 
Child-School  Health 

Doctor  Mathieu  stated  that  the  new  periodic 
screening  program  discussed  in  the  report  was 
mandated  by  federal  regulation.  He  stated  that 
the  examination  form  would  be  revised  and  im- 
proved as  suggested  by  the  Committee. 

Drug  Abuse 

Doctor  Lewis  commended  the  Committee  for  its 
extraordinary  work  in  preparing  possible  legisla- 
tion which  has  been  submitted  to  the  Governor 
who  has  agreed  to  discuss  it  with  Society  repre- 
sentatives. He  also  reported  that  the  Council  had 
authorized  the  publication  of  a booklet  on  drug 
addiction  treatment  facilities  prepared  by  the 
Committee. 

Nursing 

Doctor  Head  noted  a changing  attitude  by  nurses 
in  an  effort  to  upgrade  their  assignments  to  those 
of  physician  assistants. 

Aging 

Objection  was  voiced  to  the  report  on  aging  that 
it  did  not  represent  any  Society  action  but  was 
mainly  a recital  of  Senator  Pell’s  activities. 

The  Speaker  noted  that  other  reports  were  in- 
cluded in  the  handbook,  but  none  called  for  any 
specific  action  by  the  House. 

Action : On  individual  motions  the  following 
reports  were  received  and  approved: 

Emergency  Medical  Services 

Liaison  Committee  with  Brown  University 

Scientific  Work  and  Annual  Meeting 

Continuing  Medical  Education 

Child-School  Health 

Medical  Aspects  of  Sports 

Drug  Abuse 

Nursing 

Statewide  Committee  on  Peer  Review 
Alcoholism 

Action-.  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Committee  on  Aging, 
as  submitted,  be  received  and  placed  on  file 
without  approval. 

COMMENDATION  OF  RETIRING  AM  A 
DELEGATES 

Doctor  William  J.  MacDonald  noted  that  Dr. 
Edmund  T.  Hackman  was  retiring  as  Delegate  and 


Dr.  Seebert  J.  Goldowsky  as  Alternate  Delegate 
to  the  American  Medical  Association,  and  he  com- 
mended them  for  their  outstanding  service  for 
many  years,  and  moved  that  the  House  give  them 
a rising  vote  of  appreciation. 

The  House  rose  in  applause  of  Doctors  Hack- 
man  and  Goldowsky. 

ADJOURNMENT 

The  meeting  of  the  House  was  adjourned  at 
3:40  p.m. 

Respectfully  submitted: 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

The  Council  has  held  two  meetings  since  the 
previous  meeting  of  the  House  of  Delegates,  and 
it  reports  the  following  as  major  actions  taken: 

1.  Employed  Physicians  oj  Rhode  Island 

It  heard  a report  on  the  problems  of  the  Em- 
ployed Physicians  Association  of  Rhode  Island,  and 
it  voted  that  the  Council  record  its  opinion  that 
any  group  of  employed  Rhode  Island  physicians, 
in  principle,  have  the  right  to  engage  in  collective 
bargaining. 

2.  Delegates  to  State  Meetings 

(Continued  on  Next  Page) 
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Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 
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The  President  was  authorized  to  appoint  dele- 
ggates  to  represent  the  Society  at  the  annual  meet- 
ings in  1973  of  neighboring  New  England  state 
medical  associations. 

3.  Nominating  Committee 

The  President  was  authorized  to  name  a nomi- 
nating committee  to  present  a slate  of  nominees 
for  the  positions  open  as  directors  of  the  Rhode 
Island  Medical  Society  Physicians  Service. 

4.  House  Meeting  in  January 

Approval  was  given  for  the  House  of  Delegates 
to  meet  on  January  24,  1973  at  the  Medical  Li- 
brary at  2 p.m. 

5.  Ad  Hoc  Committee  on  Federal  Grants 

The  President  was  authorized  to  appoint  an  Ad 
Hoc  Committee  to  address  itself  to  the  matter  of 
Federal  funds  coming  into  the  State  for  health 
programs  with  the  supervision  maintained  closely 
by  the  administering  agency  with  minimum  input 
by  the  local  community. 

6.  Seminar  on  Incorporation 

The  Council  commended  the  Officers  of  the  In- 
dustrial National  Bank  for  the  outstanding  seminar 
staged  for  Rhode  Island  physicians  on  the  subject 
of  professional  incorporation. 

7.  Insurance  Department  Decision  on  Malprac- 
tice Insurance  Rates 

The  Council  was  informed  of  the  decision  of  the 
Insurance  Division  of  the  State  Department  of 
Business  Regulation  relative  to  an  increase  in  pro- 
fessional liability  insurance  rates  in  Rhode  Island. 

8.  Chiropractors  Under  Medicare 

The  President  was  commended  for  notifying 
Congressman  Mills  of  the  Society's  objection  to 
allowing  chiropractors  to  treat  Medicare  benefi- 
ciaries prior  to  enactment  of  the  legislation  in  the 
final  days  of  the  Congressional  session.  (Subse- 
quently a provision  was  enacted  that  stipulates 
that  chiropractic  services  may  be  compensated 
when  limited  to  "manual  manipulation  of  the  spine 
to  correct  a subluxation  demonstrated  by  x-ray  to 
exist”.) 

9.  National  Leadership  Conference 

The  President.  President-elect,  the  delegate  to 
the  AMA,  and  the  executive  secretary  were  named 
to  represent  the  Society  at  a special  national  lead- 
ership conference  called  by  the  AMA  for  February 
14-16  at  Chicago. 

10.  March  House  of  Delegates  Meeting 

With  the  Corporation  meeting  of  Physicians 
Service  scheduled  for  5 p.m.  at  the  Blue  Cross 
building  on  Wednesday,  March  7,  1973,  the  Coun- 
cil set  the  date  for  the  House  of  Delegates  meet- 


ing in  March  for  the  same  date,  with  the  meeting 
at  the  Medical  Library  at  2 p.m. 

11.  Osteopaths  on  Continuing  Medical  Education 

Committee 

Approval  was  given  for  extending  an  invitation 
to  the  State  Osteopathic  Association  to  name  two 
of  its  members  to  serve  with  the  Medical  Society's 
committee  on  Continuing  Medical  Education,  and 
also  for  inclusion  of  osteopathic  members  in  any 
PSRO  program  to  be  drafted  for  consideration  in 
1973. 

12.  R.  I.  Group  Health  Association  Advertising 

Recommendations  of  the  President  that  news- 
paper advertisements  of  the  R.  I.  Group  Health 
Association  be  brought  to  the  attention  of  members 
of  the  Society  on  the  staff  of  RIGHA  as  repre- 
senting an  unethical  procedure  involving  them,  and 
also  that  an  Ad  Hoc  Committee  be  appointed  to 
provide  information  to  the  Society  on  the  actual 
scope  of  services  being  provided  by  RIGHA,  and 
on  its  sources  of  financial  support,  were  approved. 

The  President  notified  all  the  members  of  the 
Society  who  are  employed  by  the  R.  I.  Group 
Health  Association  that  their  support  of  the  ad- 
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vertising  for  new  members  by  the  Association  con- 
stitutes unethical  medical  practice,  and  he  urged 
each  to  prevail  on  their  administrative  officers  to 
desist  in  such  advertising  tactics.  He  received  let- 
ters from  three  of  the  physicians  expressing  agree- 
ment with  the  Society’s  position  as  conveyed  to 
them. 

13.  Investment  Change 

Approval  was  voted  of  a stock  change  in  the 
Society’s  investment  portfolio  as  made  by  the  Trust 
Department  of  the  Industrial  National  Bank. 

14.  Interagency  Council  on  Smoking 

The  President  was  authorized  to  seek  members 
who  are  willing  to  serve  as  representatives  of  the 
Society  on  the  Interagency  Council  on  Smoking, 
and  to  make  appointments. 

15.  President’s  Letter  to  General  Assembly 

The  President  directed  a letter  to  each  member 
of  the  1973  R.I.  General  Assembly  expressing  the 
interest  of  the  Society  in  health  and  welfare  legis- 
lation, in  particular,  and  its  willingness  to  aid  any 
legislator  in  preparing  legislation  involving  medi- 
cal issues. 

16.  Delegates  to  the  Council  of  the  N.  E. 

Medical  Societies 

The  appointment  of  the  following  members  as 
the  Society’s  delegates  to  the  Council  of  the  New 
England  Medical  Societies  was  approved:  Doctors 
Robert  V.  Lewis  (president-elect  of  the  N.  E. 
Council) ; William  J.  MacDonald,  Edmund  T. 
Hackman,  John  A.  Dillon,  Stephen  J.  Hoye,  and 
Francis  B.  Sargent. 

17.  Chiropractic  Advertising  in  South  County 
The  Council  was  informed  that  protests  had  been 

made  regarding  chiropractic  advertisements  in  the 
South  County  Shopper,  and  that  the  State  Health 
Department  had  been  asked  to  take  definitive  ac- 
tion in  the  matter. 

18.  Unethical  Use  of  Physician’s  Writings  by 

Pharmaceutical  Company 
The  Council  was  informed  of  the  action  of  a 
pharmaceutical  company  in  publishing  abstracts 
from  a book  written  by  Dr.  Henry  T.  Randall  as 
part  of  advertising  copy  which  was  distributed  to 
physicians.  Doctor  Randall  did  not  give  permission 
to  either  his  publisher,  or  the  pharmaceutical  com- 
pany for  the  use  of  his  text  material,  and  he  has 
protested  the  action. 

19.  The  Problem  of  Malpractice 

The  Council  was  informed  of  a meeting  of  the 
officers  of  the  Society,  and  representatives  of  the 
legal  profession,  and  of  the  St.  Paul  Insurance 
(Continued  on  Page  242) 


of  life’s  better  things.  No  physi- 
cian ever  has  a routine  day, — or 
night.  There  are  critical  deci- 
sions to  make — involving  life 
itself. 


When  that  rare  opportunity  to 
relax  presents  itself,  you  deserve 
a reward  above  and  beyond  the 
ordinary.  The  enjoyment  of  fine 
wines  is  one  of  them.  At  Town 
Liquor,  we  stock  (in  temperature- 
controlled  wine  cellars)  more 
than  2,000  different  types  of 
wines,  so  you  take  your  choice. 
You  don’t  take  a chance.  We 
have  studied  wines  for  years, 
and  without  undue  ego,  can  say 
fairly  that  we  are  experts. 

We’ll  share  our  knowledge  with 
you  when  you  visit  with  us.  We 
also  offer  you  a free  member- 
ship in  the  Vintage  Guild,  and 
there’s  no  obligation.  Indeed, 
doesn’t  M.  D.  also  mean  “Mighty 
Deserving”? 
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Reemphasis  On  Tuberculosis 


Negative  Chest  X-ray  Findings  And 
Sputum  Do  Not  Exclude  Tuberculosis 


By  Jean  K.  Ashba,  M.D.,  and  Milton  W. 

Hamolsky,  M.D. 

Tuberculosis  (TB)  is  still  a public  health  prob- 
lem, especially  in  large  urban  centers.  At  the 
monthly  death  conferences  of  the  Medical  Service 
of  the  Rhode  Island  Hospital  we  have  found  that 
each  year  three  or  four  cases  of  pulmonary  and 
other  forms  of  tuberculosis  were  not  recognized  dur- 
ing life.  This  observation  is  disturbing,  because 
tuberculosis  is  one  of  the  few  “curable’’  diseases 
in  medicine;  if  left  unsuspected  it  serves  as  a po- 
tential source  of  infection  to  the  hospital  personnel 
and  the  continuing  dissemination  of  the  disease 
in  the  community.  As  clinicians,  our  primary  re- 
sponsibility for  and  contribution  to  the  control 
of  this  disease  is  to  recognize  its  unusual  presen- 
tations as  a lead  to  diagnosis  and,  ultimately,  ther- 
apy. For  that  purpose  this  paper  will  attempt  to 
present  some  of  the  clinical  pitfalls  in  the  diag- 
nosis of  tuberculosis. 


JEAN  K.  ASHBA,  M.D.,  of  Providence,  Rhode 
Island,  Associate  Director,  Division  of  Pulmonary 
Diseases,  Department  of  Medicine,  Rhode  Island 
Hospital,  Providence,  Rhode  Island;  Division  of 
Biological  and  Medical  Sciences,  Brown  Univer- 
sity, Providence,  Rhode  Island. 

MILTON  W.  HAMOLSKY,  M.D.,  of  Providence, 
Rhode  Island;  Physician-in-Chief,  Department  of 
Medicine,  Rhode  Island  Hospital,  Providence, 
Rhode  Island;  Professor  of  Medical  Sciences,  Divi- 
sion of  Biological  and  Medical  Sciences,  Brown 
University,  Providence,  Rhode  Island. 


ACTIVE  TUBERCULOSIS  WITH  A NEGATIVE 
CHEST  X-RAY 

Patients  are  often  hospitalized  with  a diagnosis 
of  fever  of  unknown  origin.  The  reader  is  reminded 
that  tuberculosis  is  still  the  leading  infectious 
cause  of  fever  of  unknown  origin.1  In  these  pa- 
tients the  disease  is  disseminated,  and  the  tuber- 
culin skin  test  is  negative  in  40  per  cent  of  the 
cases.  If  one  waits  for  chest  x-ray  changes  or  ab- 
normal physical  signs  in  the  lungs,  40  per  cent  or 
more  of  the  cases  may  be  missed.2  If  the  disease 
remains  undiagnosed  long  enough,  miliary  infil- 
trations will  appear.  In  such  cases  the  liver  is  fre- 
quently involved,  and  one  may  note  impaired  liver 
function.  The  BSP  test,  serum  alkaline  phospha- 
tase, and  prothrombin  time  are  often  abnormal. 
One  should  therefore  look  for  the  organism  not 
only  in  the  sputum  and  gastric  aspirate,  but  also 
in  liver  biopsy  and  bone  marrow  biopsy.  In  163 
cases  of  miliary  tuberculosis  from  the  literature, 
needle  biopsy  of  the  liver  was  found  to  be  a valu- 
able early  diagnostic  procedure  in  75  per  cent 
of  the  cases.3 

Acute  forms  of  miliary  tuberculosis  have  been 
described  in  the  literature  with  depressed  blood 
formation  which  varies  from  a simple  leucopenia 
affecting  mainly  the  granulocytes  to  agranulocy- 
tosis and  pancytopenia.4  We  have  seen  patients 
presenting  with  thrombocytopenia  and  leukemoid 
reaction,  so  that  the  disease  may  easily  be  mis- 
interpreted as  a malignant  blood  disorder.  Both 
(Continued  on  Next  Page) 
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conditions  may,  however,  coexist,  and  TB  has 
been  reported  in  about  4 per  cent  of  patients  with 
myeloid  leukemia.4  The  syndrome  of  disseminated 
intravascular  ooagulopathy  has  been  also  reported 
in  association  with  miliary  tuberculosis.5 

A much  less  frequent  cause  of  pulmonary  tuber- 
culosis with  negative  chest  x-ray  findings  is  endo- 
bronchial tuberculosis.  In  sporadic  reports  in  the 
literature  such  patients  present  with  cough,  with 
or  without  hemopytsis.  The  sputum  is  positive  for 
acid  fast  bacilli,  and  yet  the  chest  x-ray  study  is 
negative.6 

CASE  REPORT  I 

E.F.,  a 51  year  old  plumber,  felt  well  until  two 
months  prior  to  admission  to  the  Rhode  Island 
Hospital,  when  he  developed  an  influenza-like  syn- 
drome: prostration,  non-productive  cough,  and 
fever  as  high  as  103  periodically.  He  sought  medi- 
cal advice  after  one  week  because  of  persistent 
cough  and  sore  throat.  An  ear,  nose  and  throat 
consultation  was  obtained  with  the  recommendation 
of  a course  of  penicillin  and  sulfa  drugs.  He  re- 
mained ill  with  fever,  cough  and  a rapidly  pro- 
gressing dyspnea;  he  also  lost  16  pounds  weight 
in  six  weeks.  A chest  x-ray  study  revealed  bilateral 
diffuse  fine  mottling.  He  was  allowed  to  remain 
at  home  for  a period  of  two  weeks  and  had  a re- 
peat x-ray  examination  which  was  essentially  un- 
changed. He  was  then  referred  to  the  hospital  on 
2-23-71  for  further  study.  A pertinent  finding  in 
his  past  history  was  an  orchiectomy  — done  five 
years  previously  for  a chronic  epididymitis.  Biopsy 
revealed  granuloma  consistent  with  tuberculosis. 
Culture  for  acid  fast  bacillus  (AFB)  was  negative, 
and  chest  x-ray  study  was  also  negative  at  that 
time.  This  was  not  followed  by  antituberculous 
chemotherapy. 

Physical  examination  revealed  a well  nourished, 
well  developed  white  male  in  obvious  respiratory 
distress.  Blood  pressure  was  140/70,  pulse  130, 
temperature  102°  C,  respirations  36.  The  posi- 
tive findings  were  bron,chovesicular  breath  sounds 
over  both  lung  fields  with  no  rales.  The  liver  was 
enlarged  and  was  felt  15  cm.  below  the  right  costal 
margin. 

Laboratory  work  on  admission:  Urine,  VDRL. 
blood  glucose,  BUN,  creatinine,  electrolytes,  bili- 
rubin, proteins,  LDH,  SGOT,  PTA,  were  all  within 
normal  limits.  ANA  titer  and  CSF  were  normal. 
CBC:  hemoglobin  10.7  gm  per  cent,  WBC  7,300/ 
mm3  with  76  per  cent  neutrophils,  2 per  cent 
band  forms,  17  per  cent  lymphocytes,  1 per  cent 
metamyelocytes.  The  platelet  count  was  estimated 


to  be  less  than  5,000.  The  arterial  blood  showed 
PO2  53,  PCO2  23,  TCO2  17,  pH  7.49,  indicating 
hypoxemia  with  respiratory  alkalosis.  The  pul- 
monary function  tests  revealed  a pattern  of  re- 
strictive lung  disease:  Vital  capacity  1.9  L,  one 
sec.  vital  capacity  95  per  cent,  peak  flow  rate 
380/L-min,  single  breath  CO  diffusion  9 ml/min 
(N=24). 

Sputum  smear  was  negative  for  acid  fast  bacilli, 
and  routine  culture  grew  normal  bacterial  flora. 
PPD  test  with  5 TU  (tuberculin  units)  and  a re- 
peat after  48  hours  were  negative.  Gastric  wash- 
ings and  urine  for  AFB,  bone  marrow,  and  liver 
biopsy  were  ordered.  Bone  marrow  biopsy  was 
negative  for  AFB;  it  showed,  however,  a granulo- 
cytic depression  with  adequate  megakaryocytes. 
Needle  biopsy  of  the  liver  showed  miliary  tubercu- 
lous granulomata.  The  three  urine  samples  were 
negative.  Two  out  of  three  gastric  washings 
showed  a few  AFB.  Culture  of  the  gastric  wash- 
ings were  reported  subsequently  as  positive  for 
myobacterium  species.  The  niacin  test  was  in- 
conclusive and  catalase  test  was  not  performed. 

By  the  eighth  hospital  day  he  developed  a pur- 
puric rash.  On  the  day  after  blood  and  platelet 
transfusions  and  hydrocortisone,  the  hemoglobin 
was  11.0  gm  per  cent,  WBC  9800  with  80  per  cent 
neutrophils,  5 per  cent  band  forms,  4 per  cent 
lymphocytes,  6 per  cent  monocytes,  2 per  cent 
metamyelocytes,  and  2 per  cent  myelocytes;  plate- 
lets 2000.  The  next  day  total  WBC  was  6,600 
with  79  per  cent  neutrophils,  5 per  cent  metamye- 
locytes. and  2 per  cent  myelocytes;  platelets  10,- 
000.  The  fibrinogen  and  factor  VIII  levels  were 
elevated,  thrombin  time  was  normal,  and  partial 
thromboplastin  time  was  shortened,  ruling  out  a 
■consumption  coagulopathy. 

The  patient  was  placed  on  daily  isoniazid  (INH) 
(600  mg),  streptomycin  (1  gm),  ethambutol  (900 
mg),  and  prednisone  (40  mg).  He  tolerated  his 
treatment  quite  well,  temperature  returned  to  nor- 
mal, dyspea  subsided,  and  platelet  count  rose  to 
100,000  within  two  weeks.  The  blood  count  was 
watched  carefully,  and  throughout  the  course  of 
his  thrombocytopenia  he  had  no  problem  toler- 
ating the  medications.  By  the  33rd  hospital  day, 
he  suddenly  developed  a sore  throat.  CBC  showed 
total  WBC/1400-mm3  with  8 per  cent  neutro- 
phils, 64  per  cent  lymphocytes,  and  28  per  cent 
monocytes.  Platelet  count  was  152,000.  Bone  mar- 
row biopsy  showed  a maturation  disturbance  of 
the  granulocytic  series.  The  picture  was  attributed 
to  INH  toxicity  to  the  bone  marrow,  which  was 
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already  depressed  from  the  toxemia  of  the  disease. 
Isoniazid  was  discontinued  and  substituted  by  para- 
amino  salicylic  acid  (PAS).  The  total  WBC  varied 
between  1100-1600  for  one  week  before  it  returned 
to  normal. 

Comment : This  case  demonstrates  the  impor- 
tance of  liver  biopsy  in  the  diagnosis  of  miliary 
tuberculosis  and  the  possible  development  of 
thrombocytopenia  and  granulocytic  depression  sec- 
ondary to  the  toxemia  of  the  disease,  as  well  as 
to  the  chemotherapy  used. 

LOWER  LOBE  TUBERCULOSIS 

When  a pulmonary  infiltrate  is  present  in  the 
lower  lung  field  only,  the  diagnosis  of  TB  is  not 
usually  considered  a major  possibility.  In  fact, 
this  location  is  unusual  for  pulmonary  tubercu- 
losis, the  incidence  being  0.5  to  4 per  cent  of  sana- 
torium admissions  in  the  United  States,  with  an 
average  of  1.5  per  cent.7  The  disease  is  common 
in  young  subjects  in  their  third  and  fourth  decades 
of  life,  with  a higher  incidence  in  females,  blacks, 
and  diabetic  patients.  In  contrast  to  upper  lobe 
tuberculosis,  the  lower  lobe  disease  is  usually  acute, 
and  the  toxemia  is  more  evident,  so  that  an  acute 
bacterial  or  viral  infection  is  usually  the  dominant 
consideration.  Although  the  radiographic  changes 
are  not  specific,  segmental  or  lobar  consolidation, 
collapse,  and  hilar  lymph  node  enlargement  have 
been  frequently  observed;  it  is  also  rare  for  the 
disease  to  be  bilateral.  This  is  in  keeping  with 
the  widely  accepted  view  that  lower  lobe  tubercu- 
losis is  caused  by  invasion  or  rupture  of  a caseous 
lymph  node  into  a lower  lobe  bronchus.  In  sup- 
port of  this  theory  is  the  very  high  frequency  of 
endobronchial  tuberculosis  found  on  bronchoscopy 
of  these  patients.8  The  high  incidence  of  hilar  node 
enlargement,  18  of  30  cases  in  one  series,9  points 
to  a recent  pulmonary  infection. 

THE  SCAR  OF  OLD  DISEASE  AND  THE 
COMPROMISED  HOST 

The  chest  x-ray  cannot  necessarily  be  considered 
to  be  an  accurate  index  of  the  activity  of  tubercu- 
lous infection.  If  acid  fast  bacilli  are  not  recovered 
on  routine  sputum  examination  and  other  patho- 
gens are  isolated,  tuberculosis  is  erroneously  ruled 
out  from  the  differential  diagnosis,  based  chiefly 
on  a reported  “inactive”  or  “healed”  tuberculosis. 
On  post  mortem  examination  of  patients  who  died 
from  unrelated  conditions,  such  as  pulmonary  em- 
bolism or  congesstive  heart  failure,  study  of  pre- 
sumably “healed”  or  “inactive”  lesions  frequently 
show  AFB  by  smear  and  culture.  Such  old  “in- 
active” lesions  can  often  flare  up  and  disseminate 


in  the  body  during  conditions  of  diminished  re- 
sistance. The  reactivation  of  tuberculosis  under  cor- 
tisteroid  therapy,  in  diabetics,  and  in  patients  with 
malignant  diseases  is  well  known. 

SIGNIFICANCE  OF  NEGATIVE  TUBERCULIN  TEST 

Not  long  ago  tuberculin  tests  were  fairly  straight- 
forward. A negative  reaction  to  a properly  applied 
intermediate  strength  PPD  essentially  “ruled  out” 
tuberculosis  from  further  consideration,  with  the 
exception  of  the  following:  disseminated  and  over- 
whelming forms  of  tuberculosis;  viral  exanthema- 
tous disease,  and  live  virus  vaccination;  sarcoido- 
sis and  the  myeloproliferative  disorders  including 
Hodgkin's  disease;  marked  debility;  and  prolonged 
corticosteroid  therapy.  In  our  experience,  however, 
adult  patients  with  active  tuberculosis  may  not  be 
sensitive  to  an  intermediate  strength  PPD  (5  TU), 
yet  do  not  appear  overwhelmed  by  the  disease.  But 
when  retested  one  to  two  weeks  later,  either  using 
the  same  dose  or  a second  strength  (100  TU), 
they  may  show  a positive  reaction. 

Suppression  of  the  tuberculin  test  has  also  been 
observed  in  old  people  who  are  not  acute  ill.10 
Using  the  Heaf  multipuncture  tuberculin  test  in 
3,026  persons,  about  half  of  whom  were  aged  60 
or  over,  a decline  in  sensitivity  was  observed  with 
advancing  age  beyond  age  50.  Those  who  were 
tuberculin  negative  still  showed  a normal  imme- 
diate type  skin  reaction.  There  was  also  a dimin- 
ished capacity  to  achieve  and  maintain  a tuber- 
culin conversion  after  BCG  vaccination  in  124 
persons,  most  of  whom  were  elderly.  These  obser- 
vations raise  the  question  whether  a waning  im- 
munity to  tuberculin  occurs  with  aging. 

A false  negative  skin  reaction  to  tuberculin  is 
also  related  to  different  antigens  used,  the  method 
of  preparation  and  injection  of  the  material,  and 
the  interpretation  of  the  results.  This  is  well  illus- 
trated in  a recent  study11  in  which  patients  with 
active  tuberculosis  were  skin  tested  with  5 TU  of 
three  different  tuberculin  preparations:  the  com- 
mercial antigen,  the  standard  PPD,  and  the  PPD 
stabilized  with  Tween-80.  A false  negative  reaction 
occurred  in  49,  34,  and  17  per  cent  respectively. 

In  conclusion,  one  negative  skin  test  with  5 TU 
cannot  be  relied  upon  to  exclude  tuberculosis  with 
certainty.  The  test  should  be  repeated  at  one  week 
intervals  and  one  should  not  hesitate  to  use  a 
second  strength  PPD  before  considering  the  test 
as  negative. 

CASE  REPORT  II 

R.T.,  a 57  year  old  female  was  known  to  have 
(Continued  on  Next  Page) 
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Fig.  1.  P.A.  view  showing  a “spot”  5 mm.  in 
diameter  in  the  left  lung. 


rheumatic  heart  disease,  diabetes  mellitus,  and 
nutritional  cirrhosis.  She  was  admitted  to  the 
Rhode  Island  Hospital  in  October,  1970  because 
of  fever,  abdominal  pain  and  night  sweats  for  one 
month.  Physical  examination  revealed  blood  pres- 
sure 150/70,  pulse  100.  T 101,  respirations  16. 
Physical  signs  were  normal  over  the  lungs.  The 
heart  rhythm  was  irregular,  with  a diastolic  mitral 
murmur  and  a grade  I II/ VI  systolic  murmur  along 
the  left  sternal  border.  There  was  an  obvious  hepa- 
tosplenomegaly  with  tenderness  over  the  liver.  Ex- 
tensive laboratory  work  was  not  remarkable  except 
for  a 46  mm  sedimentation  rate,  and  E.  coli  grown 
from  the  urine.  Temperature  was  100-101°  C for 
four  days,  then  subsided  without  specific  treat- 
ment. An  upper  gastrointestinal  series  and  barium 
enema  were  negative.  Chest  x-ray  study  (Fig.  1) 
revealed  a “spot’’  5 mm  in  diameter  in  the  upper 
half  of  the  left  lung  field.  The  PPD  test  (5  TU) 
was  negative,  (reading  2 mm  induration  after  48 
hours).  The  lung  lesion  was  interpreted  as  a scar 
of  an  old  nonspecific  inflammatory  process. 

She  was  readmitted  eight  months  later,  6/14/71, 
with  cough,  hemopytsis,  and  fever.  Physical  exam- 
ination this  time  revealed  dullness,  diminished 
breath  sounds  and  rales  over  the  base  of  the  left 
lung.  The  chest  x-ray  film  (Fig.  2)  revealed  opaci- 


Fig.  2.  P.A.  and  Lateral  view  of  the  chest  eight  months  later  showing  an  opacity  involving  the  dorsal 
segment  of  the  left  lower  lobe. 
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fication  of  the  superior  segment  of  the  left  lower 
lobe,  including  the  lesion  observed  eight  months 
earlier.  Sputum  smear  showed  gram  + cocci.  The 
PPD  test  with  5 TU  planted  on  6/15  was  negative 
after  48  hours.  One  out  of  three  sputum  samples 
showed  a few  acid  fast  bacilli.  On  6/21  broncho- 
scopy was  negative  for  malignancy  and  bronchial 
washings  were  negative  for  AFB.  Subsequently  one 
out  of  three  other  sputum  samples  showed  a few 
acid  fast  bacilli.  Other  organisms  isolated  were 
staphylococcus,  aureus  and  streptococci.  Viral  sero- 
logic studies  were  negative.  A course  of  penicillin 
was  given  without  improvement  after  one  week. 

In  the  differential  diagnosis,  bronchogenic  carci- 
noma, nonspecific  pneumonia,  and  aspiration  lung 
abscess  were  considered  because  of  the  negative 
tuberculin  test.  The  few  AFB  observed  were  con- 
sidered to  be  atypical  mycobacteriae.  The  patient 
was,  however,  treated  with  three  antituberculosis 
drugs.  On  7/3  a second  strength  PPD  with  100 
TU  gave  a positive  reaction,  while  5 TU  of  PPD-B 
(Battey)  gave  a negative  reaction.  The  sputum 
cultures  subsequently  grew  M.  tuberculosis  which 
were  niacin  and  catalase  positive. 

Comment : Although  the  diagnosis  of  pulmon- 
ary tuberculosis  was  entertained,  other  conditions 
were  more  seriously  considered  on  account  of  the 
negative  tuberculin  test  and  the  location  of  the 
lesion.  This  case  illustrates  the  fact  that  the  PPD 
test  may  be  negative  while  the  sputum  is  positive 
for  acid  fast  bacilli  in  patients  who  are  not  nec- 
essarily overwhelmed  by  the  disease,  and  that  a 
second  strength  PPD  is  justified  to  bring  out  a 
positive  reaction.  It  also  clearly  demonstrates  that 
“minimal  changes”  seen  on  a chest  x-ray  film  with 
either  a positive  or  indeterminate  tuberculin  re- 
action represent  a common  pattern  of  tuberculosis 
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that  is  too  often  demonstrated  only  in  retro- 
spects 2 The  contention  is  that  the  minimal  in- 
active lesion  is  often  either  active  at  the  time  or 
will  be  active  soon  thereafter. 

Doctors  D.  Calenda  and  F.  Duffy  kindly  al- 
lowed us  permission  to  publish  the  two  reported 
cases. 
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One  Sentence  Essay 

Too  many  people  still  see  the  hospital  as  the 
place  where  “the  best  people  in  town”  sit  on  the 
board,  where  some  of  the  best-educated  and  most 
highly-trained  people  in  our  society  earn  high 
status  and  much  income,  where  a huge  physical 
plant  dominates  the  neighborhood,  where  hundreds 
if  not  thousands  of  people  work,  and  where  the 
only  room  in  the  parking  lot  is  in  the  restricted 
area  dotted  with  Cadillacs. 

. . . Sheldon  Garber,  Hospital  Public  Relations 
Consultant  (Perspective,  Blue  Cross  and  Blue 
Shield  Magazine,  Vol.  6,  No.  4,  1972) 
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WASHINGTON  IRVING  UPDATED 

A modern  day  Rip  Van  Winkle  fell  asleep  in 
1972  and  did  not  awaken  until  1992.  On  awaken- 
ing, he  telephoned  his  stock  broker  to  check  on 
his  securities.  “Your  IBM  is  now  worth  $34,000 
a share,”  said  his  broker.  “Your  AT&T  is  $24,500 
a share;  your  General  Motors  is  $22,000  a share.” 

You  can  imagine  our  hero’s  joy  until  the  opera- 
tor cut  in:  “Beg  your  pardon,  sir;  please  deposit 
$5,000  for  the  next  three  minutes.” 

From  The  Quarterly  Observer,  Brown  University, 
Providence,  Rhode  Island,  Summer,  1972. 
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Method  Is  Recommended  For  Reliabil- 
ity, Simplicity,  Convenience,  And  Loic 
Radiation  Exposure  To  Mother  And 
Fetus 


By  Patrick  A.  Broderick,  M.D.,  and  Wayne  A. 

Cotnoir,  R.T.,  A.R.R.T. 

Antepartum  bleeding,  especially  during  the  third 
trimester  of  pregnancy,  invariably  presents  the 
physician  with  a major  diagnostic  problem.  Pla- 
centa previa,  which  occurs  approximately  once  in 
every  200  pregnancies,7  although  its  suspected  in- 
cidence is  considerably  higher,  is  one  of  the  more 
common  conditions  responsible  for  hemorrhage 
during  this  period  of  pregnancy.  It  is  thus  of  para- 
mount importance  to  localize  accurately  the  posi- 
tion «of  the  placenta  in  order  to  determine  correctly 
the  subsequent  management  of  the  obstetrical 
patient. 

The  clinical  diagnosis  of  placenta  previa  is 
usually  made  by  vaginal  (intracervical)  digital 
examination,  a procedure  not  lightly  undertaken 
for  a variety  of  reasons.  Any  method  which  allows 

PATRICK  A.  BRODERICK.  M.D.,  of  Provi- 
dence, Rhode  Island,  Associate  Chief  Pathologist, 
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University  School  of  Medicine,  Boston,  Massachu- 
setts. 

WAYNE  A.  COTXOIR,  R.T.,  A.R.R.T.,  Chief 
Technologist,  Department  of  Nuclear  Medicine f 
St.  Joseph’s  Hospital,  Providence,  Rhode  Island. 


this  diagnosis  to  be  made  reliably  without  the 
necessity  for  vaginal  examination  must  be  consid- 
ered advantageous.  The  most  commonly  used  pro 
cedures  in  this  regard  are  those  involving  radio- 
graphic  and  isotopic  studies,  while  the  advent  of 
sonography  has  added  another  valuable  dimension 
with  significant  applications  in  this  field.  Radio- 
logic  determination  of  the  pla.cental  site  by  soft 
tissue,  contrast,  or  displacement  techniques  has 
about  a 95  per  cent  accuracy  rate.6 

In  general,  isotopic  methods  of  determining  pla- 
cental localization  are  based  on  the  concept  that 
maternal  blood  flowrs  slowdy  through  the  placenta 
and  pools  in  the  placental  sinusoids.  When  the 
maternal  blood  cells  are  tagged  with  a suitable 
radioactive  isotope  location  of  the  placenta  will 
become  manifest  as  a local  accumulation  of  the 
cracer,  which  can  be  outlined  by  surveying  the  ab- 
domen with  an  appropriate  detector. 

MATERIAL  AND  METHODS 

Over  a 10  year  period  117  patients  underwent 
radioisotopic  placental  localization  examination. 
The  vast  majority  of  these  patients  were  in  the 
third  trimester  of  pregnancy  and  were  hospitalized 
following  at  least  one  episode  of  painless  vaginal 
bleeding.  In  93  cases  the  clinical  data  and  follow- 
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Figure  1 
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up  information  were  sufficient  for  statistical  evalu- 
ation. Twenty-one  patients  who  were  at  an  early 
stage  of  pregnancy  (nine  to  20  weeks)  were  exam- 
ined in  the  initial  stages  of  the  study  before  it 
was  realized  that  proper  establishment  of  spacial 
relationships  was  necessary  for  accurate  interpre- 
tation. Two  patients  had  abortions  early  in  preg- 
nancy, and  one  case  was  lost  to  follow-up. 

Equipment  for  each  examination  included  two 
30  ml  syringes,  one  vial  containing  10  ml  of  ACD 
solution,  one  syringe  with  25  microcuries  of  chro- 
mium51 (sodium  chromate),  one  2 ml  syringe, 
and  one  ampule  containing  100  mg  of  ascorbic 
acid.  The  patients  were  examined  with  a single 
probe  Picker  Magnascaler.® 

Under  sterile  technique  10  ml  of  acid-citrate- 
dextrose  (ACD)  solution  were  withdrawn  into  the 
syringe  and  5 ml  discarded.  Using  the  same  syringe 
20  ml  of  the  patient’s  blood  were  withdrawn  and 
mixed  with  the  residual  ACD  solution.  The  mix- 
ture was  then  re-injected  into  the  ACD  vial. 
Twenty-five  microeuries  of  chromium51  (sodium 
chromate)  were  added,  and  the  mixture  allowed 
to  incubate  for  30  minutes,  gently  shaking  the 
vial  at  approximately  10  minute  intervals.  At  the 
end  of  the  incubation  period,  50  mg  of  sterile  as- 
corbic acid  were  added  (to  reduce  any  remaining 
unbound  hexavalent  chromium51  (sodium  chro- 
mate) to  the  tri valent  state,  which  will  not  tag 
red  cells).  The  patient  was  then  positioned  for  an 
anterior  view.  The  solution  from  the  ACD  vial 
was  injected,  and  the  residue  was  then  used  to 
peak  the  single  probe.  (The  scaler  was  set  for 
three  minute  oounts,  the  discriminator  set  for  the 
energy  level  of  chromium 51  and  the  high  voltage 
was  adjusted  to  achieve  maximum  count  rate.) 
The  patient’s  abdomen  was  divided  into  nine  sec- 
tions as  shown  on  the  placentagram  work  sheet 


(Fig.  I).  The  probe  was  positioned  over  each  sec- 
tion beginning  with  section  H (counted  first  to 
avoid  high  counts  due  to  urinary  bladder  collec- 
tion of  radioisotope),  and  the  remaining  eight 
segments  were  then  counted  alphabetically  from 
A through  I.  Each  section  was  counted  for  three 
minutes,  and  the  resulting  count  recorded  on  the 
corresponding  section  of  the  work  sheet.  On  com- 
pletion of  all  nine  counts  the  lowest  count  was 
used  as  background  and  subtracted  from  the  re- 
maining eight.  These  derived  numbers  were  re- 
corded on  the  work  sheet,  and  the  three  highest 
oounts  were  circled.  The  patient  was  subsequently 
positioned  for  a lateral  view,  and  three  three  min- 
ute counts  were  taken  over  the  anterior,  central, 
and  posterior  projections,  these  projections  corres- 
ponding to  the  highest  counted  section  in  the  an- 
terior view.  Following  completion  of  the  lateral 
counts  the  lowest  count  was  used  as  background 
and  subtracted  from  the  remaining  two  sections. 
These  numbers  were  then  recorded  in  the  dia- 
gram. The  highest  count  was  circled.  The  dia- 
gram was  then  interpreted  by  the  attending 
pathologist. 

RESULTS 

Of  the  93  patients,  73  had  no  placenta  previa 
at  delivery;  20  patients  had  total,  partial,  or  mar- 
ginal placenta  previa.  A diagnosis  of  placenta  pre- 
via was  made  by  placentagram  interpretation  in 
19  of  the  20  patients  subsequently  found  to  have 
placenta  previa.  A diagnosis  of  no  placenta  previa 
was  made  in  74  instances  (Fig.  2).  The  findings 
were  confirmed  by  either  manual  intrauterine  ex- 
traction at  delivery  or  by  direct  visualization  dur- 
ing cesarean  section.  There  was  one  false  negative 
diagnosis.  However  the  placentagram  on  this  pa- 
tient was  done  during  an  earlier  hospital  admis- 
sion when  the  patient  was  still  in  the  second  tri- 
mester of  pregnancy  and  was  interpreted  as  being 
probably  negative  at  that  time.  At  cesarean  sec- 
tion a complete  placenta  previa  was  found. 

DISCUSSION 

While  attempting  to  measure  uterine  blood  flow 
in  1950,  Browne  and  Vealll  observed  that  radio- 
active sodium  injected  into  the  uterine  wall  facili- 
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tated  detection  of  the  placental  site.  The  technique 
of  placental  localization  however  remained  clearly 
investigative  until  a suitable  tracer  — Iodine  131 
— labelled  human  serum  albumin  became  avail- 
able. A variety  of  other  radionuclides  has  since 
been  employed  for  this  purpose  including  87m  Sr, 
11C,  51Cr,  99m  Tc  serum  albumin  and  113m  In 
transferrin.2  The  examination  has  become  an  ac- 
cepted and  reliable  clinical  test.  It  is  easy  to  per- 
form and  affords  the  minimum  inconvenience  to  the 
patient.  There  is  slight  hazard  to  either  the  mother 
oi;  fetus.  The  results  can  be  plotted  out  as  a pla- 
centagram,  or  localization  can  be  obtained  by 
scanning  or  by  dynamic  imaging  procedures.  The 
latter  are  now  being  more  widely  used  with  the 
ready  availability  of  more  sophisticated  equip- 
ment. The  accuracy  of  the  procedure  has  stood 
the  test  of  time  no  matter  which  method  is  used. 

Fundal  implantation  and  total  placenta  previa 
are  easily  recognized.  The  “low-lying’’  placenta 
can  usually  be  distinguished  from  partial  placenta 
previa  by  its  position  and  configuration  in  the 
lateral  view  in  particular.  In  the  series  by  John- 
son et  al.3  three  false  positive  results  occurred  in 
patients  having  “low-lying”  placentas.  The  find- 
ings were  interpreted  as  being  consistent  with  par- 
tial placenta  previa  in  these  patients.  Of  their 
three  false  negative  results  two  occurred  in  pa- 
tients having  marginal  or  partial  placenta  previa. 
In  a third  patient  a total  placenta  previa  was  mis- 
diagnosed as  low  subfundal  implantation.  Five  of 
these  six  patients  were  examined  between  five  and 
14  weeks  before  delivery  and  the  authors  were  of 
the  opinion  that  premature  examination  (before 
spacial  relationships  of  the  mature  placenta  and 
the  term  uterus  are  established)  resulted  im  the 
diagnostic  errors.  On  the  basis  of  our  own  ex- 
perience we  would  tend  to  agree  with  this  obser- 
vation. As  a matter  of  fact  it  is  probably  not 
worthwhile  to  accept  patients  for  placental  locali- 
zation prior  to  the  35th  week  of  gestation.  It 
should  also  be  remembered  that  large  leiomyomata 
may  disguise  or  obscure  the  precise  localization  of 
the  placenta.4  James  et  al.2  emphasized  that  de- 
tection of  the  “low-lying”  placenta  does  not  nec- 
essarily mean  that  the  patient  has  either  a mar- 
ginal placenta  or  placenta  previa  and  that  the 
diagnosis  could  be  much  more  specific  and  ac- 
curate if  a marker  were  used  to  localize  the  ex- 
ternal orifice  of  the  cervical  canal. 

In  interpreting  placental  images  it  must  be  re- 
membered that  a number  of  other  structures  will 
be  delineated  bv  radiopharmaceuticals  localized  to 


blood  pools.  The  uterine  wall  itself  is  often  clearly 
demonstrable  in  scans,  as  are  the  uterine  veins. 
The  placental  blood  pool  is  the  region  of  greatest 
activity  within  the  confines  of  the  uterus.  In  scans 
the  uterine  veins  are  usually  seen  as  ovoid  or 
spherical  concentrations  of  radionuclide  generally 
located  on  the  lateral  wall.  The  appearance  of  the 
distribution  of  radioactivity  in  the  placenta  should 
be  uniform;  areas  of  decreased  activity  may  well 
be  due  to  infarction. 

SUMMARY 

A series  of  117  obstetrical  patients  with  a his- 
tory of  painless  vaginal  bleeding  were  subjected 
to  radioisotopic  placental  localization.  Among  93 
patients  suitable  for  evaluation,  20  had  placenta 
'previa  and  73  did  not.  The  studies  yielded 
one  false  negative  result.  The  diagnostic 
reliability  (97.8  per  cent  in  this  series)  is 
considered  excellent,  and  the  test  is  recommended 
because  of  its  relative  simplicity,  convenience  for 
the  patient,  and  low  radiation  exposure  to  mother 
and  fetus.  No  preparation  of  the  patient  is  neces- 
sary prior  to  injection  of  the  tagged  red  cells,  and 
the  isotope  remains  in  the  maternal  circulation,  as 
the  crossing  of  erythrocytes  though  the  placental 
barrier  is  either  questionable  or  negligible.5  The 
procedure  is  particularly  recommended  since  it 
allows  the  elimination  of  the  possibility  of  placenta 
previa  without  having  to  resort  to  vaginal  exam- 
ination and  may  enable  the  physician  to  discharge 
from  hospital  many  patients  with  episodes  of  ante- 
partum hemorrhage  to  await  term  delivery. 
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Clinical  Self-Assessment  Is  The  Hall- 
mark Of  The  Good  Medical  Staff  And 
The  Good  Hospital 


By  Paul  B.  Metcalf,  Jr.,  M.D. 

In  the  modern  era  clinical  self-assessment  has 
been  the  hall-mark  of  the  good  medical  staff  and 
the  good  hospital.  Beyond  the  presentation  of  gen- 
eral statistics  such  as  mortality  and  infection  rates 
this  exercise  has  traditionally  emphasized  detailed 
critiques  of  individual  cases.  This  is  and  has  been 
a most  rewarding  educational  experience  among 
peers,  and  has  had  the  very  practical  advantage 
of  avoiding  the  time  and  labor  formerly  required 
in  the  manual  retrieval  and  individual  tabulation 
for  review  of  groups  of  patients.  With  the  intro- 
duction of  computerized  statistical  services  a host 
of  parameters  of  study  and  management  can  be 
numerically  summarized  almost  instantaneously 
for  relatively  large  groups  of  patients.  The  in- 
creasing interest  of  consumer,  governmental,  and 
other  non-professional  groups  in  medical  affairs 
has  added  new  dimensions  to  the  process  of  evalua- 
tion of  hospital  care  and  the  emphasis  has  shifted 
to  numbers  and  norms. 

The  14  acute  general  hospitals  in  Rhode  Island 
contract  with  the  Commission  on  Professional  and 
Hospital  Activities  (CPHA)  for  such  computerized 
statistical  services.  The  base  data  include  some 
200  items  and  are  abstracted  separately  for  each 
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patient  by  each  hospital's  Medical  Records  De- 
partment. At  CPHA  the  abstracts  are  computer- 
ized. Each  hospital  receives  its  own  summaries 
at  regular  intervals,  and  these  are  also  forwarded 
to  the  Hospital  Association  of  Rhode  Island  and 
to  the  Rhode  Island  Department  of  Health.  The 
principal  reports  include  Professional  Activity 
Study  (PAS),  Length  of  Stay  (LOS),  and  Medi- 
cal Audit  Program  (MAP). 

The  Medical  Audit  Program  is  examined  in  this 
paper  in  the  course  of  utilizing  its  data  in  a com- 
parative study  of  hospital  management  of  adult 
medical-surgical  patients.  MAP  should  be  a mat- 
ter of  interest  and  importance  to  every  physician 
for  many  reasons.  It  is  our  performance  in  the 
treatment  of  our  patients  which  is  recorded.  Our 
hospitals  receive  all  of  the  above  reports  at  a 
charge  of  46  cents  per  abstract  plus  an  indirect 
cost  in  man  hours  of  preparation.*  By  the  direc- 
tion of  the  involved  hospitals  the  information  down 
to  and  including  individual  patient  and  physician 
data  is  in  the  hands  of  the  regulatory  agency,  and 
recent  Rhode  Island  law  (H  2243)  permits  re- 
lease of  information  by  hospital  name  by  the  Rhode 
'Island  Department  of  Health.  (Somewhat  similar 
data  are  computerized  independently  by  Rhode  Is- 
land Blue  Cross  for  ‘‘utilization  review”  in  claims 
settlement.)  Since  the  summaries  are  numerical, 
their  misuse  by  non-professionals  is  predictable. 

*The  total  cost,  direct  and  indirect,  can  be  estimated 
for  Rhode  Island  to  exceed  $125,000  annually. 

(Continued  on  Next  Page) 


A Comparative  Study  Of  In-Hospital  Practice  In  Rhode  Island 


229 


More  important,  however,  and  in  a positive  way 
MAP  can  be  a valuable  screening  tool  for  profes- 
sional committees  in  assessing  strengths  and  weak- 
nesses and  hence  in  improving  patient  care. 

This  paper  hopes  to  assist  hospital  committees 
by  providing  tentative  standards  for  comparison  in 
the  ‘•normal”  or  “average”  figures  revealed  in  the 
experience  of  three  groups  of  hospitals.  These  are 
the  four  Brown  University  affiliates,  the  10  non- 
affiliates in  Rhode  Island,  and  a number  of  out- 
of-state  university  affiliates  of  similar  case  loads. 
The  study  covers  the  fourth  quarter  of  1970  and 
was  provided  by  CPHA  at  the  request  of  the  Bio- 
Medical  Statistics  Committee  of  Xotre  Dame  Hos- 
pital. The  data  are  limited  to  adult  patients  and 
cover  the  categories  MEDICINE  and  ADULTS, 
BY  OPERATION.  Selected  items  of  information 
from  the  Ml  and  M2  sheets  are  considered  under 
the  various  general  headings. 

COMPARISON  OF  HOSPITAL  POPULATIONS 
The  basic  characteristics  of  the  hospital  popu- 
lations such  as  age,  sex,  mode  of  admission,  and 
length  of  stay  are  considered  in  Table  1.  Without 
sophisticated  statistical  breakdown,  it  would  ap- 
pear that  the  patients  in  Rhode  Island  hospitals 
are  older,  require  more  emergency  admissions,  and 
in  MEDICINE  stay  longer  than  the  particular 
out  of  state  sample  provided. 

ADMISSION  CHARACTERISTICS 
Certain  broad  clinical  aspects  of  the  patient 
populations  as  seen  on  admission  are  recorded  in 
Table  2.  Potential  diabetics,  hypertensives  and  bac- 
terially  infected  do  not  vary  greatly  in  percentages, 
and  are  comparable  in  all  three  groups.  University 
affiliates,  both  in  and  out  of  state,  generally  have 
more  emergency-type  patients,  and  in-hospital  pre- 
operative work-ups  are  more  prevalent  out  of  state. 
The  latter  observation  may  reflect  the  Pre-Admis- 
sion Testing  encouraged  in  Rhode  Island. 

ADMISSION  STUDIES 

The  recording  of  blood  pressure,  white  blood 
count,  urinalysis,  and  weight  (Table  3)  are  so  uni- 
versally recognized  as  fundamental  parameters  of 
good  care  that  it  is  surprising  that  any  hospital 
chart  would  not  have  these  minimum  data  within 
the  first  24  hours.  Indeed,  these  studies  are  so 
routine  and  so  frequently  specified  in  standing 
orders  or  staff  rules  and  regulations  as  to  make 
their  performance  a matter  of  administrative  re- 
sponsibility. Although,  with  the  exception  of 
weights,  iRhode  Island  hospitals  have  fewer  omis- 
sions in  Table  3,  corrective  action  by  individual 


TABLE  1 


Factor 

Univ. 
Non  R.I. 

Univ. 

R.I. 

Non- 

affil. 

R.I. 

Discharges,  # 

3086 

3543 

4086 

4086 

5504 

5587 

Males,  % 

51 

48 

46 

50 

47 

40 

65  yrs.  and  over,  % 

23 

43 

42 

18 

29 

23 

Emergency  admissions,  % 12 

75 

35 

Median  stay,  over  65  yrs 

6 

y 

33 

13 

days 

9 

13 

11 

11 

10 

11 

Median  stay,  all,  days 

6 

10 

9 

7 

7 

7 

Average  stay,  all,  days 

9.6 

13.0 

11.3 

Variance  from  matching 

11.1 

10.9 

9.9 

stay,  days* 

— 

+ 0.6 

—0.5 

— 

—0.1 

—0.4 

Top  rows,  MEDICINE 

Bottom  rows,  ADULTS,  BY  OPERATION 


*From  a second  CPHA  study  on  comparative  LOS 
for  these  hospital  groups  in  R.I.  for  4th  quarter 
1970. 


TABLE  2 


Univ. 

Univ. 

Non- 

affil. 

Factor 

Non  R.I. 

R.I. 

R.I. 

Urine  sugar  pos,  % * 

6 

9 

6 

3 

4 

3 

WBC,  over  10,000,  % * 

29 

35 

32 

26 

25 

25 

Diastolic  100  or  over, 

% * 

16 

18 

17 

12 

11 

12 

Temp  100°  or  over, 

% * 

15 

12 

12 

15 

6 

5 

Operated,  % 

26 

17 

8 

100 

100 

100 

Within  6 hrs,  % 

34 

17 

7 

15 

22 

10 

Within  48  hrs,  % 

60 

48 

40 

42 

73 

71 

*On  admission  or  pre-operative 


Top  rows,  MEDICINE 

Bottom  rows,  ADULTS,  BY  OPERATION 

hospitals  may  be  warranted  after  more  detailed 
analysis  of  their  own  data. 

BASIC  HOSPITAL  WORK-UP 
The  quality  of  the  basic  hospital  work-up  (Table 
4),  including  physical  examination  and  other 
studies,  is  clearly  the  responsibility  of  the  attend- 
ing physician  and  is  dependent  upon  his  initiative, 
although  directed  in  some  degree  by  local  practice 
and  local  staff  rules  and  regulations.  While  the  in- 
creasing use  of  private  patients  for  teaching  may 


230 


Rhode  Island  Medical  Journal 


TABLE  3 


TABLE  4 


Univ. 

Univ. 

Non- 

affil. 

Factor 

Non  R.I. 

R.I. 

R.I. 

No  blood  pressure,  % 

* 3 

5 

3 

4 

5 

2 

No  white  blood  count, 

% * 

13 

5 

3 

9 

6 

2 

No  urinalysis,  % * 

18 

9 

3 

12 

4 

2 

No  weight,  % 

35 

44 

55 

27 

30 

40 

No  minimum  lab,  % 

17 

7 

4 

10 

3 

2 

*0n  admission  or  pre-operative 

Top  rows,  MEDICINE 

Bottom  rows,  ADULTS,  BY  OPERATION 

make  the  failure  to  perform  a rectal  or  a pelvic 
examination  a shared  responsibility,  the  low  per- 
centage of  such  examinations  recorded  must  be  a 
matter  of  deep  concern  for  all  physicians  and  most 
particularly  for  those  in  a teaching  setting.  The 
failure  of  the  private  physician  <or  the  resident 
staff  in  this  regard  is  in  striking  contrast  to  the 
much  higher  recorded  proportion  of  electrocardio- 
grams, chest  x-rays,  serologies,  and  chemistries 
which  are  carried  out  without  their  personal  effort. 
The  figures  interestingly  seem  to  indicate  that  uni- 
versity affiliated  hospitals  lay  more  stress  upon 
funduscopic  examinations  than  pelvic  examina- 
tions for  both  medical  and  surgical  patients.  Non- 
affiliates seem  more  alert  to  the  detection  of 
syphilis  but  tend  to  disregard  abnormal  chemistry 
reports.  Making  all  allowances  for  variables,  these 
statistics  alone  should  point  the  way  for  improved 
and  more  complete  hospital  records,  and  suggest 
that  all  of  the  hospitals  must  have  the  clear  ob- 
jective of  ameliorating  these  deficiencies  where  they 
are  found  in  their  own  MAP  data. 

SPECIFIC  ASPECTS  OF  PATIENT 
MANAGEMENT 

Tabulated  in  Table  5 are  aspects  of  some  special 
forms  of  patient  management.  These  together  with 
safeguards  where  indicated  are  clearly  the  respon- 
sibility of  the  attending  physician.  Again,  how- 
ever, many  variables  are  involved;  not  all  clini- 
cians concur  in  the  preferability  of  packed  cells 
and  the  wasteful  nature  attributed  to  the  single 
unit  transfusion.  Some  blood  banks  offer  whole 
blood  unless  packed  cells  are  specifically  ordered, 
and  others  packed  cells  unless  whole  blood  is  speci- 
fied. Some  physicians  routinely  order  electrocardio- 
grams and  chest  x-rays  pre-operatively  on  all  pa- 


Non- 


Factor 

Univ. 
Non  R.I. 

Univ. 

R.I. 

affil. 

R.I. 

Rectal,  % 

30 

32 

24 

33 

31 

38 

Pelvic,  % 

18 

8 

12 

33 

15 

39 

Funduscopy,  % 

38 

33 

19 

37 

15 

5 

Serology,  % 

59 

60 

92 

64 

53 

95 

Electrocardiogram,  % 

61 

75 

67 

48 

51 

36 

Chest  x-ray,  % 

74 

81 

76 

65 

62 

41 

Blood  sugar,  % 

60 

85 

88 

42 

74 

81 

Nitrogen  derivative,  % 

77 

87 

89 

59 

Abnormal  chemistry,  not 

78 

82 

repeated,  % 

43 

44 

50 

39 

49 

56 

Consultations,  % 

33 

36 

29 

28 

29 

23 

Top  rows,  MEDICINE 

Bottom  rows,  ADULTS,  BY  OPERATION 


tients  40  and  over,  while  others  order  by  indi- 
vidual indications.  Staff  rules  and  regulations  as 
well  as  individualization  also  affect  ODtaming  blood 
sugar  and  nitrogen  determinations.  Antibiotics  may 
frequently  and  properly  be  ordered  where  there  is 
nothing  appropriate  to  culture,  and  additionally 
these  statistics  do  not  relate  the  type  or  timing  of 
the  culture  obtained  to  the  purpose  for  which  the 
antibiotic  was  ordered.  Further,  in  diuretic  use  it 
is  periodic  weight  and  blood  pressure  which  are 
important  rather  than  single  readings,  and  the 
importance  of  electrolyte  determinations  varies 
with  the  duration  of  treatment. 

Although  the  statistics  do  not  weigh  these  fac- 
tors, still  it  -would  seem  that  a review  of  patient 
care  in  the  various  groups  of  hospitals  might  well 
be  directed  toward  closer  scrutiny  of  some  of  these 
practices.  For  example,  non-affiliates  may  need  to 
examine  in  more  detail  transfusions,  pre-operative 
electrocardiograms  and  chest  x-rays,  and  appro- 
priate checks  in  the  use  of  antibiotics,  anticoagu- 
lants, and  diuretics. 

RESULTS 

Selected  aspects  of  the  outcome  of  treatment  are 
presented  in  Table  6.  CPHA  defines  Infection  as 
“Any  infection  appearing  during  the  course  of  hos- 
pitalization”, and  Other  Complications  as  “Any 
condition  arising  after  the  patient’s  admission  to 
the  hospital  which  modifies  the  course  of  the  pa- 
( Continued  on  Next  Page) 
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TABLE  5 


Univ. 

Factor  Non  R.I. 

Univ. 

R.I. 

Non- 

affil. 

R.I. 

Patients,  transfused,  % 

5 

7 

5 

16 

12 

9 

One  unit,  % patients 

15 

16 

18 

20 

32 

37 

Packel  cells,  % units 

44 

61 

45 

16 

29 

24 

Packed  cells,  % patients 

56 

69 

53 

25 

36 

27 

Operated,  over  40,  % 

patients 

17 

13 

7 

59 

70 

66 

No  chest  x-rays,  % 

38 

15 

22 

29 

30 

44 

No  electrocardiogram, 

% 

39 

21 

30 

32 

33 

49 

No  blood  sugar,  % 

46 

14 

12 

48 

20 

14 

No  nitrogen  derivative, 

% 

15 

11 

8 

30 

16 

13 

Antibiotics,  % patients 

21 

26 

27 

35 

36 

33 

No  culture,  % 

11 

16 

37 

25 

43 

50 

Diuretics,  % patients 

12 

23 

19 

7 

6 

4 

No  blood  pressure,  % 

4 

2 

0 

3 

2 

1 

No  weight,  % 

38 

52 

51 

31 

44 

39 

No  urinalysis,  % 

7 

5 

3 

3 

2 

1 

No  electrolytes,  % 

11 

12 

21 

18 

21 

32 

Anti-coagulants,  % 

patients 

15 

13 

11 

9 

4 

2 

No  prothrombin  time, 

% 

49 

10 

38 

56 

32 

39 

No  coagulation  test,  % 

12 

18 

30 

14 

21 

21 

Tranquilizers,  % patients 

29 

47 

51 

27 

35 

45 

Top  rows,  MEDICINE 

Bottom  rows,  ADULT,  BY  OPERATION 


tient's  illness  or  the  medical  care  required”.  There 
is  a natural  reluctance  to  report  infections  or  com- 
plications for  many  reasons  including  medico-legal 
implications.  Yet  an  honest  appraisal  of  the  un- 
fortunate occurrence  is  essential  to  any  attempt 
at  preventing  its  recurrence.  Common  experience 
tells  us  that  as  few  as  97  infections  appearing  in 
over  285,000  days  of  hospitalization  for  more  than 
24,000  patients  represents  either  the  millennium 
of  care  or  gross  under-recording  and  under-report- 
ing. It  would  appear  that  this  is  an  area  which 
demands  continued  and  close  attention  by  all  hos- 
pitals. 
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While  the  various  case  fatality  rates  cannot  prop- 
erly be  compared,  it  can  be  remarked  that  the 
autopsy  rates  for  Rhode  Island  non-affiliates  seem 
commendable  in  the  non-teaching  setting. 

PROGRESSIVE  MAGNIFICATION 

Within  the  MAP  format  a type  of  “progressive 
magnification”  is  possible  since  most  of  the  data 
are  also  presented  for  smaller  groups  associated 
by  similarity  of  disease  or  operation.  Many  group- 
ings are  too  heterogenous  to  allow  meaningful  re- 
view without  further  refinement  of  the  material. 
Some,  however,  are  sufficiently  homogenous  to  lend 
themselves  to  fruitful  committee  study  without 
further  amplification. 


TABLE  6 


Univ. 

Univ. 

Non- 

affil. 

Factor 

Non  R.I. 

R.I. 

R.I. 

Infections,  % 

0 

0 

0 

1 

0 

1 

Other  complications,  % 

0 

4 

1 

1 

6 

4 

Deaths,  per  thousand 

44 

84 

70 

33 

33 

20 

Over  65 

95 

140 

126 

69 

68 

56 

Autopsies,  % deaths 

55 

39 

28 

55 

49 

38 

Top  rows,  MEDICINE 

Bottom  rows,  ADULTS,  BY  OPERATION 


SAMPLE  DISEASE  GROUP 

In  this  comparative  study,  CORONARY  (Table 
7),  certain  differences  between  Rhode  Island  and 
out  of  state  patients  are  immediately  apparent.  A 
higher  proportion  of  this  state's  hospital  patients 
have  this  diagnosis,  and  more  of  them  are  male, 
elderly,  and  hypertensive.  Their  study  does  not 
vary  remarkably  either  by  state  or  setting,  except 
that  in  Rhode  Island  abnormalities  of  cholesterol 
and  lipids  are  more  sought  after.  It  is  tempting 
to  suggest  that  the  lower  use  of  parenteral  fluids 
and  oxygen  by  the  non-affiliates  may  reflect  a rela- 
tive scarcity  of  intensive  care  and  coronary  care 
unit  (ICU-OCU)  beds,  and  perhaps  this  is  a fac- 
tor which  should  be  further  studied  in  light  of  the 
apparent  major  differences  in  overall  mortality. 
(The  ICU-CCU  parameter  of  treatment  is  reported 
in  MAP  to  each  hospital;  but  in  the  present  study 
the  numbers  for  Rhode  Island  annoyingly  exceeded 
the  space  allotted,  and  it  can  only  be  stated  that 
more  than  99  patients  in  each  hospital  group  were 
so  handled.  Non-Rhode  Island  hospitals  placed  85 
per  cent  of  their  coronary  patients  in  special  treat- 
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TABLE  7 


Univ. 

Factor  Non  R.I. 

Univ. 

R.I. 

Non- 

affil. 

R.I. 

CORONARY 

Discharges,  # 

67 

297 

288 

Males,  % 

58 

64 

63 

% medical  discharges 

2.2 

8.4 

7.1 

65  years  and  over,  % 

42 

52 

50 

Average  stay,  days 

19.7 

22.7 

20.0 

Variance  from  matching 
stays,  days* 

— 

+ 0.4 

—1.7 

Urine  sugar  positive, 

% ** 

10 

9 

6 

Urine  albumin  positive, 

% ** 

19 

16 

11 

Diastolic  100  plus,  % ** 

18 

26 

24 

Electrocardiograms,  % 

98 

97 

96 

Repeat  electrocardiogram, 

% 

86 

77 

88 

Chest  x-ray,  % 

82 

89 

76 

Blood  sugar,  % 

81 

86 

85 

Nitrogen  derivative,  % 

88 

90 

84 

Electrolytes,  pH,  % 

91 

79 

64 

Transaminase,  LDH,  % 

95 

93 

89 

Cholesterol,  lipids,  % 

22 

51 

59 

Abnormal  chemistry,  not 
repeated,  % 

27 

28 

36 

Parenteral  fluids,  % 

81 

73 

45 

Oxygen,  % 

73 

62 

39 

Hypotensives,  % 

9 

2 

4 

Diuretics,  % 

34 

38 

32 

Vasopressors,  % 

2 

2 

5 

Vasodilators,  % 

4 

7 

9 

Cardiac  regulators,  % 

63 

50 

47 

Anticoagulants,  % 

51 

42 

52 

Tranquilizers,  % 

75 

68 

68 

ICU-CCU,  % *** 

85 

+ 34 

+ 35 

Infection,  % 

0 

0 

0 

Other  complication,  % 

0 

6 

1 

Deaths  per  thousand 

240 

175 

260 

*From  a second  CPHA  study  on 

comparative  LOS 

in  Rhode  Island  for  the  4th  quarter  of  1970 

**On  admission 

***The  M2  print-out  allows  space  for 

only  two 

digits,  i.e.  the  number 

of  Rhode  Island 

coronary 

patients  treated  in  ICU-CCU 

was  one 

hundred 

or  more  for  both  groups  of  hospitals 

ment  unit  beds.)  Other  differences  in  management 
are  of  doubtful  significance. 

The  parameters  here  selected  probably  vary 
from  those  any  given  audit  committee  might  select, 
and  many  factors  often  considered  in  clinical 
papers  are  not  available.  But  such  a numerical 
summary  may  be  scanned  rapidly  and  indicate 
whether  the  state  of  management  of  such  patients 
in  a particular  hospital  needs  more  intensive  and 
detailed  review. 


SAMPLE  OPERATION  GROUP 

CHOLECYSTECTOMY  is  reviewed  compara- 
tively in  Table  8.  It  is  to  be  noted  that  the  MAP 
summary  sheet  does  not  differentiate  acute  cho- 
lecystitis from  chronic,  nor  is  the  presence  or  ab- 
sence of  choledochostomy  noted.  Rhode  Island  pa- 
tients seem  to  be  older  with  a somewhat  higher 
proportion  of  males.  The  operation  is  more  com- 
mon in  this  state,  and  in  the  non-affiliates  it  is 
relatively  more  frequent  than  in  the  teaching  in- 
stitutions. That  university  hospitals  generally  see 
more  acute  cases  may  be  suggested  by  fever  on 
admission,  timing  of  operation,  and  transfusions. 

The  low  percentage  of  patients  receiving  “diges- 
tive x-rays”  (which  includes  gastrointestinal  (GI) 
and  gall  bladder  (GB)  series)  is  probably  ex- 
plained by  a CPHA  rule  excluding  studies  done 
more  than  24  hours  before  admission.  (It  is  known 
that  this  rule  is  observed  with  great  variability  by 
the  hospitals  in  this  state,  not  only  with  respect 
to  x-rays  but  all  other  forms  of  Pre-Admission 
Testing.)  The  various  relationships  between  Bac- 
teriology, Antibiotics,  and  Infections  is  of  interest 
For  both  groups  of  university  hospitals  the  num- 
ber of  cultures  exceeds  the  number  of  patients 
receiving  antibiotics.  This  is  suggestive  of  a study 
routine  of  bile  culture  at  operation.  It  also  casts 
doubt  on  the  validity  of  the  general  category  Anti- 
biotics without  culture,  since  this  is  simply  a state- 
ment of  the  difference  numerically  between  the 
total  of  patients  receiving  any  antibiotic  and  the 
total  of  those  having  any  culture,  there  being  no 
necessary  direct  relationship  between  the  two.  The 
consistent  percentage  of  patients  receiving  anti- 
biotic and  the  published  incidence  of  wound  infec- 
tions attending  cholecystectomy,  when  compared 
to  the  uniform  absence  recorded  here,  underscores 
again  the  faulty  reporting  of  this  item  generally. 

DISCUSSION 

As  physicians  we  have  all  been  dec  ling  with 
numbers  in  one  way  or  another  since  our  early 
years  in  medical  school.  We  have  been  taught  to 
ask  a number  of  questions  before  accepting  re- 
sults at  face  value.  It  would  be  well  to  utilize 
such  an  approach  to  the  present  data. 

The  numbers  in  this  study  represent  averages 
or  norms  of  experience  with  relatively  large  series 
of  patients.  In  a general  way  the  three  hospital 
groupings  and  the  service  pairings  are  comparable. 
The  numbers  are  derived  by  computer  from  indi- 
vidual discharge  abstracts  manually  prepared  and 
(Continued  on  Next  Page) 
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TABLE  8 


Non- 

Univ.  Univ.  affil. 
Factor  Non  E.I.  R.I.  R.I. 


CHOLECYSTECTOMY 

Oischarges,  # 

102 

209 

285 

Males,  9c 

22 

29 

27 

9c  adult  operations 

2.5 

3.9 

5.1 

65  years  ar.d  over.  % 

13 

29 

24 

Average  stay,  days 

12.7 

13.5 

11.6 

Variance  from  matching 

stays,  days* 

— 

—0.4 

—1.9 

Urine  sugar  positive, 

9c  ** 

1 

3 

4 

White  blood  count  over 

10.000  9c  ** 

27 

26 

23 

Diastolic  100  plus,  9c  ** 

10 

5 

15 

Temperature  100°  plus, 

9c  ** 

14 

i 

6 

Electrocardiogram,  9c 

58 

67 

48 

Chest  x-ray,  9c 

67 

73 

53 

Digestive  x-ray,  9c 

78 

51 

46 

Blood  sugar,  9c 

42 

82 

91 

Nitrogen  derivative,  9c 

64 

83 

91 

Electrolytes,  pH,  9 

63 

65 

46 

Liver  Function,  9c 

70 

71 

60 

Transaminase,  LDH,  9c 

50 

50 

50 

Protein,  electrophoresis, 

9c 

28 

29 

44 

Cholesterol,  lipids,  9c 

14 

25 

39 

Bacteriology,  9o 

83 

52 

32 

Operated  within  6 hours, 

9c 

3 

12 

1 

Operated  within  48  hours, 

9c 

50 

61 

65 

Patients  transfused,  9c 

19 

7 

4 

Antibiotics,  9c 

44 

43 

41 

Infections,  9c 

0 

0 

0 

Other  complications,  9c 

4 

8 

6 

Deaths  per  thousand 

39 

19 

32 

*From  a second  CPHA 

study  on 

comparative 

LOS 

in  Rhode  Island  for  the  4th  quarter  of  1970 

**Pre-operatively 

transposed  with  attendant  human  error  as  sug- 
gested. and  the  abstracts  certainly  can  be  no  bet- 
ter than  the  records  from  which  they  are  prepared. 
Additional  variables  are  variations  in  hospital  cus- 
tom, rules,  or  both,  and  adherence  or  lack  of  it  to 
CPHA  definitions  and  rules.  In  some  instances  the 
categories  of  management  selected  to  show  pre- 
sumably desirable  clinical  practice  may  be  open  to 
valid  questioning. 

If  one  accepts  the  limitations  above,  then  do 
the  data  represent  a true  difference  in  practice 
overall  between  the  groups  and  pairings?  Applying 
the  chi  squared  method  by  ranking  to  samplings 


of  categories,  it  is  concluded  that  statistically  the 
overall  differences  are  not  significant.  Using  ex- 
perience and  goals  of  practice  one  does  find  areas 
which  seem  to  indicate  items  of  importance. 

If  the  differences  noted  above  have  limited  sig- 
nificance within  the  context  of  the  three  hospital 
groups,  then  do  differences  between  them  and  the 
experience  of  a single  hospital  carry  notable  weight 
in  a process  of  self-analysis?  The  answer  probably 
is  that  they  do  if  they  are  knowledgeably  inter- 
preted and  suitably  followed  up.  The  implication 
here  is  that  of  and  by  themselves  the  numbers 
and  the  variances  are  unlikely  to  have  absolute 
statistical  significance.  If,  however,  they  are  used 
as  guides,  they  may  on  further  more  detailed  ex- 
amination lead  to  the  identification  of  weak  or 
strong  points  of  hospital  practice,  and  thus  to  cor- 
rection of  deficiencies,  or  wider  employment  of 
successful  methodology. 

Changes  from  one  time  period  to  another  may 
indicate  a trend  or  a response  to  educational  ef- 
forts. However  it  must  be  pointed  out  that  the 
small  hospital  will  have  to  use  data  consolidated 
over  several  periods  to  identify  such  trends  with 
any  useful  certainty.  Interpretation  of  material  for 
a particular  hospital  requires  a suitable  profes- 
sional and  statistical  background,  and  most  im- 
portant an  intimate  knowledge  of  the  institution's 
individual  problems  and  practices.  Interpretation 
is  not  an  armchair  quarterback’s  job,  be  he  ad- 
ministrator, trustee,  reporter,  politician,  or  bureau- 
crat. 

It  may  be  fairly  asked  whether  extensive  use  of 
such  normative  figures  is  not  playing  a “numbers 
game”  and,  more  important,  whether  it  is  not 
exerting  a pressure  on  the  quality  of  medical  care 
which  inexorably  leads  to  an  ideal  of  averageness. 
If  the  committees  or  individuals  using  the  data 
have  only  the  aim  of  “making  the  numbers  oome 
out  right”,  then  it  seems  logical  that  mediocrity 
would  be  a likely  outcome.  If,  on  the  other  hand, 
the  data  are  used  as  tools  to  attain  better  clinical 
review  and  as  guides  to  identify  weak  or  strong 
points  through  more  detailled  analysis,  then  it 
seems  reasonable  that  better  care  would  result. 

CONCLUSIONS 

1.  A selected  sampling  of  data  of  non-affiliated 
and  Brown-affiliated  hospitals  in  the  State  of  Rhode 
Island  has  been  brought  together  for  comparative 
purposes. 

2.  Measures  of  practice  in  the  State  of  Rhode 
Island  in  both  affiliated  and  non-affiliated  hospi- 

( Concluded  on  Page  250) 
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Scleredema  Vs.  Scleroderma 


Differentiation  Of  Often  Confused  Dis- 
orders Is  Explained 


By  A.  Paul  Kelly,  M.D.,  and  Bencel  L.  Schiff, 
M.D. 

Recently  we  were  asked  to  present  a case  of 
scleroderma  at  Medical  Grand  Rounds  in  two  dif- 
ferent Brown  University  Affiliated  Hospitals.  Al- 
though the  internist,  armed  with  the  “compatible 
with  scleroderma”  report  of  the  pathologist,  was 
sure  of  his  diagnosis  in  each  case,  we  felt  that  both 
cases  were  classical  examples  of  scleredema.  A 
diagnostic  guide  is  herewith  described. 

CASE  REPORTS 

Case  One.  A 36  year  old  obese  white  male 
with  an  11  year  history  of  diabetes  (insulin  ther- 
apy for  the  past  four  years)  developed  hardening 
of  the  skin  on  the  posterior  neck  and  upper  back 
three  years  ago.  Within  eight  months  this  harden- 
ing had  spread  to  his  lateral  neck,  chest,  upper 
arms,  shoulders,  and  midback.  His  skin  has  re- 
mained stable  with  the  above  degree  of  involve- 
ment since  then,  and  the  areas  of  involvement  are 
well  demarcated  from  the  clinically  normal  skin. 
He  also  had  acanthosis  nigricans  of  the  neck  and 
axillary  areas  (Fig.  1). 


A.  PAUL  KELLY,  M.D.,  Clinical  Instructor  of 
Dermatology,  Brown  University,  Providence, 
Rhode  Island. 

BENCEL  L.  SCHIFF,  M.D.,  of  Pawtucket,  Rhode 
Island,  Associate  Clinical  Professor  of  Derma- 
tology, Brown  University,  Providence,  Rhode  Is- 
land; Chief  of  Dermatology,  Pawtucket  Memorial 
Hospital,  Pawtucket,  Rhode  Island. 


Case  Two.  A 26  year  old  black  male  noticed 
swelling  and  hardening  of  the  skin  of  his  upper 
back,  chest,  and  neck  approximately  two  weeks 
after  a severe  upper  respiratory  tract  infection 
(URI).  The  swelling  and  hardening  began  to  re- 
cede rapidly  after  two  months. 

We  thought  Case  One  represented  scleredema 
diutinum  and  Case  Two  classical  scleredema  adul- 
torum. 

Since  dermatologists  are  often  asked  to  consult 
on  or  present  similar  cases,  we  think  the  following 
three  outlines  will  help  serve  to  separate  sclero- 
dema  in  a clear  and  concise  manner. 

(Continued  on  Next  Page) 


Fig.  1 


Showing  the  hardening  of  the  skin  on  the  posterior 
neck  and  upper  hack  typical  of  scleredema  plus 
papillomatous  lesions  of  acanthosis  nigricans. 
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SCLEREDEMA 


A.  Two  classes 

1.  Scleredema  adultorum  of  Buschke 

a.  any  age 

b.  2-6  weeks  after  URI 

c.  spontaneous  resolution  6-24  months 

2.  Scleredema  diutinum 

a.  not  associated  with  URI 

b.  often  associated  with  diabetes 

c.  duration  = years  to  life  time 

d.  onset  3rd-4th  decade 


B.  Clinical  Manifestations 

1.  Non-pitting  induration 

2.  Symmetrical 

3.  Sharply  or  poorly  demarcated 

4.  No  atrophy,  pigmentary  changes,  hair  loss, 
loss  of  sweating,  loss  of  sensation,  or  evi- 
dence of  inflammation 

5.  May  have  dysphagia  (secondary  to  tongue 
and  pharynx  involvement),  pleural  effusions, 
pericardial  effusions,  hydrarthrosis,  EKG 
abnormalities,  parotid  gland  enlargement, 
osteosclerosis  and  ocular  involvement. 


Dysphagia 

Tongue 
Nipple 
Atrophy 
Hands  and  feet 
Inflammation 
Pigmentary  abn. 
Raynauds 
Obesity 
Sex 


CLINICAL  MANIFESTATIONS 


Scleredema 

often 

involved  40-70% 

yes  if  surrounding  skin  involved 

no 

unusual 

no 

no 

no 

often 

increase,  females 


Scleroderma 

often  (secondary  to  esophageal  motil- 
ity; lower  1/3) 

never 

no  if  surrounding  skin  involved 

often 

often 

often 

often 

often 

no 

increase,  females 


HISTOPATHOLOGY  AND  LABORATORY 


epidermis 

interfascicular  spaces 
subcutaneous  fat 

sweat  glands 


Scleredema 

normal 

widened 

normal  or  replaced  by  connective  tissue 
normal  (may  appear  bound  down) 


Scleroderma 

may  ahave  atrophy  and  loss  of  rete 
ridges 

decreased 

atrophied  or  replaced  by  abnormal  con- 
nective tissue 

atrophic,  decreased  in  number,  bound 
down 


inflammatory  infiltrate  — 
pilosebaceous  apparatus  normal 
collagen  bundles  thickened 

elastic  tissue  normal 

muscle  bundles  normal 

glycosaminoglycans  increased  hyaluronic  acid, 

matan  sulfate 

sedimentation  rate  normal 


+ + + in  early  morphea 
usually  atrophic  or  absent 
thickened 

broken  up  or  destroyed 
may  show  degeneration 

normal  der-  normal  hyaluronic  acid,  marked  in- 
creased dermatan  sulfate 
60-80%  showT  increase 


ANA  normal  90%  + 

Electronmicroscopy  dermis  and  subcutaneous  = fibers  elastic  fiber  degeneration,  thickened 

clumped  by  interfibrillary  material,  basal  lamina  at  dermal  epidermal  junc- 
thinner,  and  show  splitting.  tion,  3 types  of  collagen  fibrils:  1) 

uniform,  700  Ang,  round;  2)  clusters  of 
thin  and  thick  fibrils  200A-900A;  3) 
bundles  of  1000A  fibrils  with  polygonal 
cut  surface,  acid  glycosaminoglycans 
between  collagen  fibrils  and  elastic 
fibers 
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ALL  GOOD  THINGS  MUST  END 


With  the  coming  of  the  summer  solstice  the  eter- 

Inal  rhythms  of  time  will  bring  a shortening  of  the 
daylight  hours  but,  more  pertinent  to  our  little 
world  of  Francis  Street,  a bright  light  will  begin 
its  eclipse.  John  Edward  Farrell,  A.B.,  Sc.D., 
Executive  Secretary  of  the  Rhode  Island  Medical 
Society  and  Managing  Editor  of  this  Journal,  will 
retire.  His  departure  will  leave  a void  which  time 
will  heal  but  reluctantly. 

John  came  to  the  Providence  Medical  Associa- 
tion in  1938  and  five  years  later  was  engaged  as 
Executive  Secretary  of  the  Rhode  Island  Medical 
Society.  He  has  been  the  only  Executive  Secretary 
of  either  association,  serving  for  more  than  a fifth 
of  the  whole  history  of  the  venerable  State  Society 
and  for  more  than  a third  of  that  of  the  younger 
city  Association. 

I He  became  Managing  Editor  of  this  Journal  in 
1943.  If  we  date  our  beginnings  from  those  of  the 
old  Transactions  of  the  Rhode  Island  Medical 
Society  (1859),  he  has  served  for  almost  a fourth 
of  its  history,  or  if  from  its  modern  establishment 
in  1917,  more  than  a half  of  its  total  life.  During 
these  30  years  he  has  collaborated  with  four  Editors 
of  wildly  different  personalities  — Albert  H.  Mil- 
ler, Peter  Pineo  Chase,  John  E.  Donley,  and  the 
present  incumbent.  He  assumed  the  financial  man- 
agement of  the  Journal  in  1945  from  the  late  Grace 
E.  Dickerman,  long-time  Librarian,  and  her 
doughty  assistant  and  successor  and  present  in- 
cumbent, Helen  Moffitt  Dejong.  (In  those  days 
that’s  all  there  were.) 

These  are  the  bare  bone  facts.  They  convey  but 
dimly  the  contributions  that  John  has  made  in  a 
lifetime  of  service  to  the  Medical  Society  and  to 
this  Journal,  serving  many  presidents,  many  coun- 


cils, and  many  generations  of  the  House  of  Dele- 
gates. He  has  become  Mr.  Medical  Society.  He  has 
gained  a solid  reputation  in  both  national  organ- 
ized medicine  and  on  the  local  scene.  He  commands 
respect  in  AM  A leadership  circles  and  among  his 
fellow  executive  directors  as  a pioneer,  thinker, 
innovator,  and  good  fellow. 

Locally  and  nationally  he  is  recognized  for  his 
encyclopedic  knowledge  of  the  highways  and  by- 
ways of  organized  medicine,  his  keen  judgment  of 
men  and  events,  his  lucid  and  vigorous  prose,  and 
his  subtle  and  unerring  political  instincts.  Over 
the  years  he  has  contributed  many  timely  and  suc- 
cinctly written  editorials  to  these  pages.  He  has 
worked  conscientiously,  precisely,  and  efficiently 
with  dozens  of  committees  and  officers  of  the  So- 
ciety, who  have  through  many  years  sought, 
heavily  relied  upon,  and  valued  as  indispensable 
his  insight  and  wisdom. 

Our  efforts  to  improve  and  perfect  this  Journal 
have  always  received  John’s  sympathetic  and  un- 
derstanding support.  What  modicum  of  success  we 
have  had,  we  owe  in  no  small  measure  to  his  wise 
and  discriminating  counsel. 

We  look  forward  for  many  years  to  seeing  his 
name  on  our  masthead  as  Managing  Editor  Emeri- 
tus — - a small  but  well  deserved  recognition  of  his 
many  years  of  service  to  medical  journalism. 

In  behalf  of  the  Editorial  Board  of  this  Journal, 
and  of  the  generations  of  officers  and  members  of 
the  Rhode  Island  Medical  Society  with  whom  he 
has  worked,  we  wish  John  well  and  many  years  of 
health  and  happiness.  We  shall  miss  him. 

Hail  — but  not  farewell! 

Seebert  J.  Goldowsky,  m.d. 

Editor-in-Chief 


AAA 


JOHN  E.  FARRELL,  A.B.,  Sc.D. 


John  E.  Farrell,  executive  secretary  of  the  So- 
ciety since  July,  1943,  and  of  the  Providence  Medi- 
cal Association  since  June,  1938,  has  announced 
to  the  Council  his  retirement  from  the  position 
effective  July  1.  The  Council  reported  the  decision 
of  Mr.  Farrell  at  the  March  meeting  of  the  House 
of  Delegates  which  then  authorized  the  Council 
to  name  a successor. 


Mr.  Farrell  became  the  first  non-physician  execu- 
tive secretary  of  any  medical  society  in  the  New 
England  area  when  he  left  his  post  as  graduate 
manager  of  athletics  at  Providence  College  in  1938 
to  organize  and  manage  the  activities  of  the  Provi- 
dence Medical  Association.  His  work  in  the  en- 
suing four  years  attracted  wide  attention,  and  he 
(Continued  on  Next  Page) 
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was  offered  opportunities  to  join  national  organi- 
zations, but  he  preferred  to  remain  in  Rhode  Is- 
land. In  1943  he  assumed  the  executive  role  for 
the  state  medical  society  in  addition  to  his  as- 
signment for  the  Providence  group. 

Under  his  management  the  Rhode  Island  Medi- 
cal Society  has  been  continuously  in  the  forefront 
in  organized  medical  activities.  He  was  a pioneer 
in  the  development  of  the  Rhode  Island  Plan 
which  preceded  the  formation  of  the  R.  I.  Medi- 
cal Society  Physicians  Sendee  in  1949,  of  which 
he  has  been  the  executive  secretary  for  its  Cor- 
poration and  Board  of  Directors  ever  since. 

An  experienced  journalist,  Mr.  Farrell  took  over 
the  management  of  the  Rhode  Island  Medical 
Journal  in  1943  and  soon  developed  it  into  a 
leader  among  state  medical  publications.  He  con- 
tributed heavily  to  the  editorial  content  of  the  Jour- 
nal for  many  years,  and  in  addition  published  ar- 
tocles  in  Medical  Economics  and  the  Journal  of 
the  American  Medical  Association  on  socio-eco- 
nomic subjects. 

A founder  of  the  American  Association  of  Medi- 
cal Society  Executives,  of  which  he  was  subse- 
quently secretary-treasurer,  and  then  President, 
Farrell  has  played  a major  role  in  health  organi- 
zations regionally  and  nationally.  He  was  a mem- 
ber. and  later  chairman  of  the  Medical  Executives 
Committee  advisory  to  the  American  Medical  As- 
sociation on  public  relations,  and  he  was  one  of 
three  non-physicians  on  the  AMA's  commission  to 
study  and  report  on  grievance  committees  of  state 
and  county  medical  associations  throughout  the 
nation. 

He  was  for  three  years  secretary-treasurer  of  the 
national  Conference  of  Presidents  and  Other  Offi- 
cers of  State  Medical  Associations,  and  he  aided 
in  arranging  the  notable  conference  which  had 
President  Nixon,  then  Senator  Nixon,  and  John 
Cardinal  Wright,  then  Bishop  Wright  of  Worces- 
ter, as  speakers  before  an  AMA  assemblage  in  At- 
lantic City. 

He  is  a Fellow  of  the  American  Public  Health 
Association,  and  he  was  active  in  its  Health  Divi- 
sion, serving  one  year  as  chairman  of  the  confer- 
ence at  a national  convention  of  that  group.  He 
was  secretary-treasurer,  and  later  the  first  Rhode 


Islander  ever  to  be  president  of  the  New  England 
Health  Education  Association,  the  nation’s  oldest 
organization  of  its  kind.  He  also  wrote  the  history 
of  that  Association. 

In  1945  he  founded  and  organized  the  Council 
of  the  New  England  State  Medical  Societies,  and 
he  served  as  its  secretary-treasurer  for  six  years. 

His  work  locally  has  affected  many  Rhode  Island 
health  and  welfare  organizations.  He  was  at  one 
time  director  of  public  relations  for  the  Rhode 
Island  division  of  the  American  Cancer  Society; 
he  is  a former  vice  president  of  the  R.  I.  Confer- 
ence of  Social  Work;  he  was  executive  secretary 
of  the  health  division  of  the  Civilian  War  Services; 
a director  for  many  years,  and  chairman  of  the 
committee  on  health  and  safety  of  Narragansett 
Council,  Boy  Scouts  of  America;  and  for  several 
years  secretary  of  the  health  division  of  the  R.  I. 
Council  of  Community  Services.  He  was  an  in- 
corporator, and  for  many  years  a board  member  of 
the  Rhode  Island  Society  of  Crippled  Children. 

A former  president  of  the  Providence  College 
Alumni  Association,  Mr.  Farrell  edited  and  pub- 
lished the  first  alumni  publication  in  1940.  He  was 
awarded  an  honorary  degree  of  science  by  the  Col- 
lege in  1947  for  his  outstanding  work  in  the  com- 
munity, and  in  1970  he  was  one  of  the  first  to  be 
elected  to  the  College’s  athletic  Hall  of  Fame. 

At  a special  reception  on  May  20,  1973  Mr. 
Farrell  received  the  following  awards: 

On  behalf  of  the  Society  a sports  cartoon  por- 
trait by  Mr.  Frank  Lanning  of  the  Providence 
Journal  presented  by  A.  A.  Savastano,  M.D.,  Vice 
President;  from  the  Board  of  Directors  of  the  R.  I. 
"Medical  Society  Physicians  Service  a certificate  of 
appreciation  from  Mr.  Arthur  Hanley.  Executive 
Director:  on  behalf  of  Thomistic  Guild  of  Physi- 
cians an  honorary  membership  in  that  organization 
from  Rev.  John  Kenny,  O.P.;  from  the  Providence 
Medical  Association  hurricane  lamps  presented  by 
Peter  L.  Mathieu,  Jr.,  M.D.,  Vice  President  of  that 
organization;  and  on  behalf  of  the  Society  a silver 
Revere  Bowl,  the  annual  gift  to  the  outgoing  presi- 
dent, presented  by  Edmund  T.  Hackman,  M.D., 
President  of  the  Society.  On  behalf  of  the  Society 
Judge  Florence  K.  Murray  presented  jewelry  to 
Mrs.  Farrell. 
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NURSING  S CONTRIBUTION  AND  COMMITMENT 


Suddenly,  it  seems,  nurses  through  their  organi- 
zations — The  National  League  for  Nursing,  The 
American  Nurses  Association  and  The  American 
Association  of  Colleges  of  Nurses  — are  making 
startlingly  clear  some  important  facts  which  we 
as  physicians,  patients,  and  people  have  known  at 
least  subconsciously  all  along,  but  have  not  suffi- 
ciently acknowledged.”* 

These  facts  concern  the  importance  of  the  nurse 
in  the  planning,  development,  and  delivery  of  com- 
prehensive patient  care.  This  has  always  meant 
the  nurse  at  the  bedside,  at  the  operating  table, 
in  the  clinic  or  office,  and  in  public  health.  Of 
more  importance,  however,  is  the  status  of  the 
nurse  in  the  coordination  of  health  services.  This 
signifies  the  involvement  of  the  nurse  in  the  long- 
term planning  and  delivery  of  health  care,  with  the 
nurse  serving  in  roles  of  administrator,  technician, 
psychologist,  and  monitor  of  the  quality  of  this 
care  — from  the  grass  roots  to  all  other  relevant 
pursuits  and  from  the  cradle  to  the  grave. 

Because  of  the  nurse’s  unique  closeness  to  the 
acutely  and  chronically  ill  patient,  to  the  family 
of  the  ill  patient,  and  to  the  physician,  he  or  she 
is  immediately  qualified  to  lead  the  way  with  the 
physician  and  with  other  health  professionals  at 
all  levels  of  society  and  of  government. 

The  fact  that  the  nurse  is  so  well  qualified  has 
been  ignored  in  large  measure  up  to  now.  Prob- 
ably this  is  because  of  the  scarcity  of  career  female 
nurses  and  the  relative  scarcity  of  male  nurses  as 


♦Nursing’s  Contribution  and  Commitment.  NLN- 
ANA-AACN  Joint  Statement,  1973. 


compared  with  the  great  multitude  of  people  in 
public  service  associated  with  health  care  delivery. 

It  should  not  surprise  us  to  learn  that  our  nurs- 
ing sisters  and  brothers  are  becoming  deeply  in- 
volved as  nurse-practitioners,  and  as  monitors  of 
clinic-home,  primary,  and  chronic  care  at  the  fam- 
ily, state,  and  national  level.  Also  many  are  serv- 
ing as  nursing  consultants  to  the  patient  and  the 
physician  and  in  the  carrying  out  of  medical  pro- 
cedures such  as  the  taking  of  Pap  smears  and  elec- 
trocardiograms and  performing  of  partial  physical 
examinations  for  the  insurance  industry.  Certainly, 
the  skilled  operating  room  and  bedside  nurses 
should  be  welcomed  into  the  mainstream  of  people 
care  — these  trained  individuals  who  have  so  much 
to  offer  in  doing  and  in  planning. 

The  Rhode  Island  Joint  Committee  of  Nurses 
and  Physicians,  comprising  members  of  the  Rhode 
Island  State  Nurses  Association  and  the  Rhode 
Island  Medical  Society,  with  Mrs.  Rita  Adair, 
R.N.,  serving  as  Chairman,  has  been  working  in 
1973  to  establish  some  of  the  basic  functions  that 
a nurse  should  be  able  to  perform. 

This  study  has  with  each  meeting  grown  in- 
creasingly oomplex,  since  it  is  becoming  clear  that 
the  ability  of  the  dedicated  nurse  is  unbounded, 
depending  upon  her  training  and  background  and 
limited  only  by  the  advice  and  counsel  of  a dedi- 
cated physician. 

The  role  of  the  nurse,  long  overlooked,  is  now 
assuming  the  importance  it  deserves.  This  impor- 
tance will  increase  as  more  and  more  thoughtful, 
interested  persons  become  more  and  more  deeply 
involved. 


Guest  Editorial 

IMPACT  OF  SPECIALIZATION* 


Specialization  of  manpower  is  both  a boon  to 
and  the  bane  of  the  teaching  hospital.  If  a new, 
highly  specialized  physician  is  to  be  added  to  the 
staff,  he  usually  will  require  the  addition  of  spe- 
cialized technical  staff  and  equipment.  He  will 
want  to  reproduce  himself,  which  means  adding 
fellows  or  residents  to  the  payroll  to  obtain  train- 
ing in  the  specialty.  He  will  want  to  offer  elective 

♦Quoted  from  Lee  SS:  Teaching  Hospitals:  Alone  or 
Together?  Bull  NY  Acad  Med  48:1467-71,  1972  with 
permission  of  the  author  and  publication. 


opportunities  for  medical  students,  so  that  pro- 
vision must  be  made  for  laboratory  or  classroom 
space.  Research  in  his  field  is  essential;  therefore, 
laboratory  space,  equipment,  technical  help,  and 
research  fellows  are  needed.  In  addition,  the  new 
specialist  will  want  colleagues,  so  that  together 
they  may  advance  the  state  of  the  art.  Each  of 
these  associates  will,  in  turn,  enhance  demands 
upon  the  system. 

From  the  foregoing,  it  is  readily  apparent  that 
(Continued  on  next  page) 
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the  marginal  cost  of  adding  a single  specialty  to 
a single  hospital  may  involve  a substantial  in- 
vestment of  capital  and  a continuing  commitment 
of  large  sums  of  money  to  the  operating  budget. 

In  appointing  the  specialist,  one  assumes  that 
his  specialized  skills  are  of  potential  benefit  to  a 
fraction  of  the  patients  to  be  served  in  a given 
hospital.  Is  there  enough  demand  in  the  single 
institution  to  fill  the  available  time,  or  is  demand 
in  excess  of  the  single  specialized  physician?  Is 
demand  perhaps  beyond  the  capacity  of  one  phy- 
sician, but  too  little  for  two?  Are  the  supporting 
technical  services  required  around  the  clock,  seven 
days  a week,  or  only  for  a single  shift  on  a five- 
day  basis?  How  is  coverage  to  be  provided  for 
vacations,  professional  travel  time,  holiday  time, 
illness?  How  much  capital  investment  in  physical 
facilities  or  technical  equipment  is  required? 

When  one  considers  the  amount  of  investment 
and  the  size  of  the  operating  cost  for  a single  new 


specialty,  fitting  the  specialty  to  the  expected 
needs  of  the  patients  of  a hospital  or  hospitals  in 
order  to  spread  the  cost  becomes  terribly  impor- 
tant. Unfortunately,  the  capacity  to  measure  the 
need  is  woefully  deficient. 

How  many  patients,  outpatients,  home  care 
patients,  or  satellite  clinic  patients  will  require 
this  service  over  time?  How  many  people  should 
be  trained  in  this  specialty?  Is  this  specialty  itself 
at  an  important  phase  of  its  development?  Is  its 
future,  as  well  as  its  present  application,  worth 
the  investment?  How  much  should  one  hospital  or 
one  medical  school  commit  to  this  development 
as  compared  with  alternatives  for  investment? 
How  does  one  guide  such  a development  through 
the  maze  of  hospital  and  faculty  committees  to 
yield  a thoughtful  appraisal?  How  is  development 
to  be  financed?  How  much  of  the  cost  should  be 
borne  by  the  patient  and  his  financing  sources, 
by  the  educational  budget,  or  by  society  in  gen- 
eral? 


& 


DERMAQUIZ 


Conducted  by  Francesco  Ronchese,  M.D. 


Hard,  indolent,  nodules,  on  the  nape  of  the  neck,  of  many  years  duration. 


Answer  on  Page  243 


240 


Rhode  Island  Medical  Journal 


lr  skin— the  human  integument 
covers  us,  defines  us,  protects 
. But  skin  is  subject  to  cuts, 
irns,  abrasions.  And  infections. 

I K)sporin  Ointment  fights 
fection  by  providing  broad 
tibacterial  action  against  sus- 
ptible  skin  invaders.  It  contains 
tibiotics  that  are  rarely  used 
istemically,  reducing  the  risk 
* sensitization. 


INblCATtONS:'ffierapecitica(/y',  used  as  an 

therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  bums,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  betaken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


VKOSPORIY 

iOlYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg, 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Ovulen 

Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28"  is  a 
placebo  containing  no  active  ingredients 

for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


ethinyl  estradiol/50 


meg. 


ethy 

diacetate/ 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 

• large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmentec 

• very  feminine  appearar 
occasionally  short 

• premenstrual  syndrom 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 

This  formulation,  which 
less  estrogenic  activity  a 
a moderate  progestoger 
dominance,  may  be  a go 
beginning. 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


mestranol/0.1  mg. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 
•thin,  often  tall, 

sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 

• thin  vaginal  lining, 
tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique"  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0.1  mg 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

:':Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Demuleri 

h lable  in  21-  and  28-pill  schedules 

« i white  tablet  contains:  ethynodiol 
P state  1 mg. /ethinyl  estradiol  50  meg 
fe  i pink  tablet  in  Demulen-28*  is  a 
l|2bo  containing  no  active  ingredients 

*11  suited  to  most  women 
* en  low  estrogenic  activity 
I \ moderate  progestogen 
i ninance  are  preferred 


Ovulen  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  0vulen-28®  and  Demulen-281 *  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimateanimal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicatedfororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspectedthedrug  should  bediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain1'3 
leading  to  this  conclusion,  and  one4  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarii 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease 
glucose  tolerance  has  been  observed  in  a significant  percentage 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observ 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  cc 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shoi 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specime 
are  submitted.  Susceptible  women  may  experience  an  increase 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  cc 
traceptives— A statistically  significant  association  has  been  demi 
strated  between  use  of  oral  contraceptives  and  the  following  seric 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  ce 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
relationship  has  been  neither  confirmed  nor  refuted  for  the  follow: 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thror 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patier 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  sym 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleedir 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  tre 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderne 
enlargement  and  secretion),  change  in  weight  (increase  or  decreas 
changes  in  cervical  erosion  and  cervical  secretions,  suppression 
lactation  when  given  immediately  post  partum,  cholestatic  jaundtc 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individu; 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported 
users  of  oral  contraceptives,  an  association  has  been  neither  cc 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-li 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrorr 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhag 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  or 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  rete 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Facto 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extra 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapoi 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Co 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:26 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation i 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  ar 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-1' 
(April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  Investigation  of  Relatic 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwe 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromb 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contr 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969. 

Products  of  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


| SEARLE 


Enovid-E 


with  estrogen- 
dominant/ 
nonandrogenic 
activity 


norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  oi 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  tl 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lute: 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  a; 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicat 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 


Enovid-E 

brand  of  norethynodrel  with  mestranol 

I Product  of  Searle  Laboratories 

Division  of  G.  D Searle  & Co 

Box  5110,  Chicago.  Illinois  60680 

Where  ‘‘The  Pill"  Began 


Editor’s  Mailbox 


PSRO  I IN  PERSPECTIVE 


To  the  Editor: 

The  stated  objective  of  PSRO  (Professional 
Standard  Review  Organization)  is  to  control  and 
limit  unnecessary  hospitalizations.  The  “Bennett 
Amendment”  provided  for  its  implementation  in 
HR  1,  which  was  renamed  PL  92-603  and  signed 
into  law  on  October  30,  1972.  This  Social  Security 
Amendment  of  1972  has  been  adopted  by  the  AM  A 
and  wiil  go  into  effect  as  soon  as  Regulations  are 
issued  by  the  Department  of  HEW,  but  “not  later 
than  January  1,  1974”. 

PSRO  provides  for  the  determination  of  norms 
of  diagnosis  and  treatment  of  elective  cases,  and 
the  establishment  of  sanctions  against  those  phy- 
sicians who  are  found  not  to  comply  with  its  re- 
quirements. In  order  to  accomplish  both  these 
aims,  the  “confidentiality  of  Privileged  Communi- 
cation” between  doctor  and  patient  is  destroyed 
in  both  the  hospital  and  physician’s  office. 

Several  sections  of  the  law  are  worthy  of  special 
review: 

Section  1155:  “Physicians  assigned  responsibil- 
ity for  review  of  hospital  care  should  not  be 
responsible  for  . . . review  ...  in  any  hospital 


in  which  such  physicians  have  active  staff  privi- 
leges”, but  they  can  only  “participate  in  review 
of  care”. 

Section  1156:  “The  National  Professional  Stand- 
ards Review  Council  shall  provide  ...  to  each 
PSRO  . . . appropriate  materials  indicating  the 
original  norms  to  be  utilized”  concerning  health 
care  services  for  various  illnesses.  Each  PSRO 
shall  apply  professionally  developed  norms  of 
care,  diagnosis  and  treatment  based  upon  typical 
patterns  of  practice  in  its  regions.  Chiropractors 
services  are  covered  (Section  275).  If  such  norms 
differ  from  what  is  accepted  by  HEW,  modifica- 
tions may  be  considered  “in  the  event  that  a 
proper  consultation  and  discussion  indicate  rea- 
sonable basis  for  usage  of  other  norms”.  This, 
obviously,  means  prior  approval  by  the  Secre- 
tary of  HEW. 

In  the  final  analysis  PSRO's  are  controlled  by 
the  HEW  bureaucracy. 

The  composition  of  the  PSRO  is  limited  to 
“practicing  physicians'  . This  would  obviously  in- 
clude physicians  from  Labor  Union-controlled  or- 
( Concluded  on  Page  249) 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  From  Page  219) 

Companies  on  the  subject  of  malpractice  in  the 
light  of  a recent  R.  I.  Supreme  Court  opinion.  The 
subject  is  under  review  by  legal  counsels  and  a 
memorandum  will  be  prepared  later  for  the  guid- 
ance of  the  membership. 

20.  Referral  of  Medicare  Complaint  to  Council 
The  Council  received  and  accepted  a complaint 

from  the  Medicare  carrier  relating  to  charges  by  a 
physician  in  excess  of  the  assignment  fee,  and  it 
delegated  the  investigation  of  the  problem  to  a 
sub-committee  of  the  Council. 

21.  Delegate  to  the  U.  S.  Pharmacopeial 

Convention 

The  President  was  authorized  to  name  a <-Mp- 
gate  to  the  U.  S.  Pharmacopeial  Convention 

22.  ABC’s  Television  Program  “What  Price 

Health?” 

The  President  protested  the  carrying  of  the 
biased  program  on  health  delivery  care  and  costs 
by  WJAR  in  Providence,  the  local  XBC  affiliate. 
The  Society  requested  that  in  the  future  equal  time 
be  given  locally  for  health  authorities  to  answer 
factually  when  allegations  are  made  regarding 
medical  care. 


NURSING  CONSULTANTS,  INC. 

T54  Waterman  Street 
Providence,  R.l.  02906 

Call  us  for  any  nursing  problem,  assess- 
ment, patient  teaching,  counseling,  our 
specialties.  Upon  request  of  physician,  we 
take  but  do  not  read  EKGs  in  our  office, 
nursing  homes,  or  in  patient's  home. 

Call  274-2050 

Monday-Friday  9 a.m.-5  p.m. 


NORTH  PROVIDENCE 
MEDICAL  BUILDING 

FOR  LEASE 

• Drug  Store  •Labs 

• Health  Center  Area 
• Medical  Offices 

Call  John  or  Joe  Luca 
353-1629  - 353-4747  - 353-1425 


23.  Drug  Abuse  Information  for  Membership 
Approval  was  given  for  the  publication  and  dis- 
tribution of  a booklet  for  the  membership  listing 
facilities  and  agencies  involved  in  the  treatment 
of  drug  addiction.  The  booklet  has  been  drafted 
by  the  Society's  Committee  on  Drug  Abuse. 

24.  Fiske  Essay  Fund 

In  spite  of  an  offer  of  a $1,000  prize  in  1972  for 
a Fiske  Essay,  no  manuscripts  were  submitted.  In 
recent  years  there  has  been  little  or  no  interest  in 
this  type  of  competition.  Therefore  the  Council 
has  requested  that  legal  counsel  review  the  Fiske 
will  to  determine  if  the  funds  may  be  used  for  an- 
other worthy  purpose. 

25.  Membership  Status  of  Fellows 

The  Council  voted  that  physicians  designated  as 
Fellows  on  hospital  training  staffs  be  considered 
within  the  Intern-Resident  category,  and  therefore 
be  exempt  from  the  pavment  of  annual  dues  dur- 
ing their  term  of  training. 

26.  Committee  on  N ominations 

The  President  was  authorized  to  name  a com- 
mittee on  nominations  of  officers  and  elected  com- 
mittees for  1973-74. 

2 7.  Professional  Services  Review  Organization 
The  Council  approved  in  principle  the  incorpora- 
tion of  a Rhode  Island  Professional  Services  Re- 
view Organization,  Inc.,  as  a non-business  corpora- 
tion, and  it  authorized  the  President  to  name  five 
members  of  the  Society,  and  to  invite  the  state 
osteopathic  society  to  name  one  of  its  members, 
to  be  the  initial  incorporators. 

Subsequently  bylaws  will  be  drafted  when  guide- 
lines are  issued  by  the  federal  HEW  department, 
and  members  of  both  the  Rhode  Island  Medical 
Society  and  the  Osteopathic  Society  of  Rhode  Is- 
land will  be  invited  to  be  members  of  PSRO,  Inc. 

28.  Annual  Report  of  the  Treasurer 

The  annual  report  of  the  Treasurer  was  reviewed 
and  approved  subject  to  professional  audit. 

29.  Letters  to  Membership  from  R.l. 

Ophthalmological  Society 
The  Rhode  Island  Cphthalmologgical  Society  ex- 
pressed a desire  to  inform  all  the  physicians  of 
Rhode  Island  of  the  status  of  the  issue  involvirg 
the  use  of  certain  drugs  by  optometrists.  The  Coun- 
cil expressed  no  objection  to  such  a mailing. 

30.  Benevolence  Fund  Annual  Report 

The  annual  report  from  the  Trustees  of  the 
Benevolence  Fund  was  received  and  placed  on  file. 
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REPORT  OF  THE  TREASURER 
John  P.  Grady,  M.D. 

SUMMARY  FINANCIAL  STATEMENT,  1972 


Summary  Financial  Statement  ....  1972 

Cash  balance,  Industrial  National  Bank, 

Jan.  1972  $ 4,846.72 

Receipts,  1972  138,340.50 


Total  $143,187.22 

Expenses,  1972  $131,394.58 

Cash  on  hand,  Industrial  National  Bank, 

Jan.  1973  11,792.64 

General  operating  account  $10,037.13 

Library  Resource  Grant  ....  112.16 

Medical  All  Purpose  Fund  1,500.00 

Emergency  Medical  Care 

Fund  143.35 

* * * 

Invested  assets  (Market  Value) 

(11-30-72)  $146,845.37 

Total  158,638.01 


John  P.  Grady,  M.D., 
Treasurer 

RECOMMENDATION  FROM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 

Amendments  to  Proposed  Bylaws 
Two  changes  are  recommended  in  the  bylaw  re- 
visions to  be  submitted  to  the  membership  for  ap- 
proval or  otherwise  at  the  Annual  Meeting  on 
March  14,  1973,  as  follows: 

ARTICLE  VII.  THE  COUNCIL  (Amend- 
ments in  capital  letters) 

Section  2.  Composition.  The  Council  shall 
consist  of  the  Councillors  elected  by  the  compo- 
nent societies,  the  five  most  recent  living  past 
Presidents  of  the  Society,  IF  ACTIVE  MEM- 
BERS, the  President,  the  President-Elect,  the 
Vice  President,  the  Secretary,  and  the  Treasurer, 
AND  FIVE  COMMISSIONERS  ELECTED 
BY  THE  HOUSE  OF  DELEGATES,  UPON 
NOMINATION  OF  THE  PRESIDENT,  WHO 
SHALL  SERVE  AS  NON-VOTING  MEM- 
BERS. 

* * * 

In  a revision  relating  to  standing  committees, 
boards  of  trustees,  and  commissioners,  the  wording 
adopted  in  September  by  the  House  stated  that 
the  Commissioners  shall  be  active  members  to  hold 
no  other  office  in  the  Society.  The  Council  now 
recommends  that  this  phrase  be  amended  to  read: 
“A  Commissioner  who  shall  be  an  active  member 
of  the  Society  and  who  IS  NOT  AN  OFFICER 
OF  THE  SOCIETY  and  ....  ” (Officers  are 
specifically  designated  in  the  bylaws). 

RESOLUTIONS 

1.  RESOLUTION  ON  FREE  STANDING 
AMBULATORY  OPERATING 
FACILITIES 

Whereas  the  Council  on  Medical  Service  of  the 


American  Medical  Association,  in  October  of  1971, 
did  propose  standards  for  free  standing  ambulatory 
operating  facilities,  setting  forth  regulations  as  fol- 
lows: 

1.  The  facility  must  be  established,  equipped, 
and  operated  primarily  for  the  purpose  of  perform- 
ing surgical  procedures. 

2.  The  facility  shall  not  provide  beds  or  other 
accommodations  for  the  patients  to  stay  overnight. 

3.  The  facility  complies  with  applicable  li- 
censing requirements  which  would  be  further  desig- 
nated by  the  state  health  department. 

4.  The  facility  shall  have  an  identifiable  gov- 
erning authority,  one  member  of  which  must  be 
a surgeon,  and  another  a lay  member  of  the  com- 
munity. 

5.  The  facility  has  a chief  executive  desig- 
nated by  the  governing  authority  to  whom  respon- 
sibility for  the  operation  of  the  facility  is  desig- 
nated. 

6.  Appropriate  committees  shall  be  organized 
to  provide  and  maintain  high  standards  of  care, 
and  to  determine  the  appropriate  methods  for 
evaluation. 

7.  The  facility  permits  procedures  to  be  per- 
formed only  by  licensed  practitioners  who  are  le- 
gally authorized  to  perform  such  procedures,  and 
are  privileged  to  perform  such  procedures  in  at 
least  one  accredited  hospital. 

8.  The  facility  requires  that  in  all  cases  other 
than  those  requiring  only  local  infiltration  anes- 
thetics a qualified  anesthesiologist  supervises  the 
administration  of  anesthetics  and  be  present  at  the 
facility  during  all  periods  when  a patient  is  pres- 
ent. 

9.  The  facility  shall  provide  for  or  is  equipped 

(Continued  on  Next  Page) 

DERMAQUIZ  ANSWER 

(See  Page  240) 
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Cumberland,  Mendon  Road 
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to  perform  diagnostic  x-ray  and  laboratory  deter- 
minations required  in  connection  with  any  pro- 
cedure to  be  performed. 

10.  The  facility  provides  full-time  services  or 
registered  professional  nurses  for  patient  care  in 
the  operating  and  post-anesthesia  recovery  room. 

11.  The  facility  shall  have  available  the  nec- 
essary equipment  and  trained  personnel  to  handle 
foreseeable  emergencies. 

12.  Provisions  must  be  maintained  for  transfer 
of  a patient  to  a hospital  who  might  require  hos- 
pitalization. 

13.  The  authority  should  take  appropriate  pre- 
cautions to  insure  the  safety  of  patients. 

14.  The  facility  maintains  adequate  medical 
records  for  each  patient  which  would  include  name, 
address,  age,  surgical  procedure  performed,  medi- 
cations given,  vital  signs  before,  during,  and  after 
the  procedure,  a hemoglobin  and  urinalysis  if  gen- 
eral anesthesia  is  used,  a medical  release  signed 
by  the  patient,  and  the  surgeon’s  operative  report. 

Therefore, 

Be  It  Resolved  that  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society,  assembled  in 
meeting  on  January  24,  1973,  endorses  the  con- 
cept of  free  standing  ambulatory  operating  facili- 
ties under  such  regulations  as  proposed  by  the 
Council  on  Medical  Service  of  the  American  Medi- 
cal Association  as  being  a medical  service  benefit 
to  the  people  of  Rhode  Island,  and  further 

Be  It  Resolved  that  the  House  of  Delegates  re- 
quest the  Department  of  Health  of  the  State  of 
Rhode  Island  adopt  regulations  such  as  set  forth 
in  this  resolution  for  such  ambulatory  facilities  in 
establishing  applicable  licensure  requirements. 

2.  CHARLES  P.  WILLIAMSON 

Whereas  Charles  P.  Williamson  served  the  Rhode 
Island  Medical  Society  and  the  Providence  Medical 
Association  for  more  than  two  decades  as  legal 
counsel,  and 
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Whereas  his  professional  work  was  enhanced  by 
a deep  personal  interest  in  the  problems  of  physi- 
cians and  their  professional  societies,  an  interest 
that  was  manifest  by  his  willingness  to  be  avail- 
able at  all  times  to  assist  the  Officers  and  mem- 
bers of  these  organizations,  and  to  provide  clear 
and  sound  views  on  difficult  issues  confronting 
Medicine, 

Therefore,  Be  It  Resolved  that  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society, 
assembled  in  meeting  on  January  24,  1973,  record 
the  loss  of  an  outstanding  legal  advisor  and  a true 
friend  in  Charles  P.  Williamson. 

RESOLUTION 

Whereas  many  modern  scientific  theories  have 
been  advanced  on  the  mechanisms  of  action  of  acu- 
puncture, with  the  ancient  Chinese  rationale  most 
widely  accepted,  and 

Whereas  investigations  are  currently  underway 
in  many  medical  centers  in  the  United  States,  and 
by  the  National  Institutes  of  Health,  whereby  ob- 
jective data  will  be  obtained  by  scientific  research 
and  evaluation  of  acupuncture,  and 

Whereas  all  present  evidence  indicates  that  acu- 
puncture itself  is  a procedure  in  which  the  skin 
is  penetrated  and  as  such  must  qualify  as  a medi- 
cal and  surgical  procedure, 

Therefore,  Be  It  Resolved  that  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society, 
assembled  in  meeting  on  January  24,  1973,  de- 
clares that  acupuncture  should  not  be  performed 
in  Rhode  Island  until  it  is  established  by  scientific 
research  that  it  is  an  ethical  and  proper  treat- 
ment, and  then  it  should  be  performed  only  by 
physicians  licensed  to  practice  medicine  and  sur- 
gery in  this  State;  and  further,  the  House  urges 
that  the  Rhode  Island  Department  of  Health  give 
favorable  consideration  to  this  opinion  in  the  in- 
terest of  the  health  and  safety  of  the  citizens  of 
the  State. 

COMMITTEE  REPORTS 
ALCOHOLISM  COMMITTEE 

The  Alcoholism  Committee  has  met  several  times 
to  discuss  the  present  operation  of  the  Model  Al- 
coholism Act  (H  2040  Sub.  A)  which  was  adopted 
at  the  1972  session  of  the  Rhode  Islalnd  General 
Assembly.  The  committee  has  expressed  concern 
that  the  implementation  of  the  statute  has  been 
carried  out  too  rapidly  so  that  treatment  of  the 
alcoholic  in  suitable  facilities  to  replace  jailing 
was  not  available;  the  quick  implementation  of  the 
law  has  also  resulted  in  problems  throughout  the 
state  for  police  departments. 
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The  Alcoholism  Committee  of  the  Society  and 
the  Advisory  and  Coordinating  Committee  on  Al- 
coholism, created  'by  the  Model  Alcoholism  Act, 
are  working  together  to  review  what  legislative 
steps  could  be  taken  to  make  the  current  law  func- 
tion more  smoothly. 

The  Alcoholism  Committee  notes  with  pleasure 
that  Rhode  Island  Blue  Cross  has  covered  alco- 
holism for  more  than  a decade  and  has  placed  it 
in  the  same  category  as  any  other  type  illness  and 
has  no  distinction  in  any  of  its  coverages  on  either 
group  or  direct  pay  categories.  In  a letter  to  the 
chairman,  the  Blue  Cross  said  that  the  basic  plans 
provide  coverage  for  in-hospital  care  at  general 
hospitals  but  there  is  a limitation  of  45  days  per 
year  in  a specialized  hospital. 

Respectfully  submitted: 

Roswell  D.  Johnson,  m.d. 

Chairman 

EMERGENCY  MEDICAL  SERVICES 
COMMITTEE 

The  Emergency  Medical  Services  Committee  of 
the  Society  continues  to  play  an  active  role  in 
various  aspects  of  Emergency  Medical  Care  in 
Rhode  Island.  The  committee-sponsored  course  en- 
titled, Rescue  Practices  and  Emergency  Aid,  has 
graduated  280  students  since  its  start.  The  course 
has  been  extended  from  37J4  hours  to  52j4  hours 
through  the  inclusion  of  15  in-service  hours  at  an 
Emergency  Room  in  a hospital. 

The  course  in  February  of  1973  will  be  con- 
ducted four  times  a week  on  the  Warwick  campus 
of  Rhode  Island  Junior  College  and  once  in  the 
Woonsocket  area  at  Fogarty  Hospital,  if  the  de- 
mand is  sufficient  to  justify  this  schedule.  If  the 
expected  235  students  pass  these  courses,  the  total 
volunteer  rescue  and  ambulance  personnel  who  will 
have  completed  these  programs  in  June  will  be 
approximately  500.  This  outstanding  accomplish- 
ment could  not  have  been  achieved  without  the 
generous  assistance  of  the  physicians  who  have 
put  aside  countless  nights  to  lecture  to  the  students 
in  the  EMT  educational  program. 

With  'the  increased  courses  planned  for  the  Feb- 
ruary semester,  the  committee  will  again  need  the 
cooperation  of  physicians  to  lecture  in  the  program. 

In  another  area,  the  committee  held  a recent 
meeting  with  representatives  of  the  hospital  acci- 
dent rooms  to  discuss  the  possibility  of  establish- 
ing direct  radio  communication  from  the  emer- 
gency rescue  vehicle  to  the  emergency  room  in 
hospitals  in  the  state.  This  system  is  now  in  effect 
in  only  two  hospitals,  South  County  and  Westerly. 


The  physician  representatives  at  the  meeting 
evinced  great  interest  in  creating  this  system  which 
would  provide  an  obvious  advantage  to  the  per- 
sonnel in  the  emergency  room  and  to  the  patient 
being  transported  to  the  hospital.  A committee 
representative  will  meet  at  the  individual  hospital, 
hopefully  with  an  administrator,  a member  of  the 
municipality,  the  physician  in  charge  of  the  Emer- 
gency Room,  and  a representative  of  Motorola 
Corporation  which  makes  the  Hospital  Emergency 
Administrative  Radio  System  (HEAR).  This 
HEAR  system  will  also  be  used  as  the  radio  voice 
link  for  the  electrographic  telemetry  system  now 
being  studied  in  Rhode  Island. 

In  another  matter,  committee  representatives 
have  contributed  regularly  to  the  work  and  opera- 
tion of  the  Citizens  Advisory  Committee. 

Respectfully  submitted: 

Robert  L.  Conrad,  m.d. 

Chairman 

LIAISON  COMMITTEE  WITH  BROWN 
UNIVERSITY 

The  committee  has  met  several  times  since  the 
last  meeting  of  the  House  and  it  has  been  informed 
of  the  developments  at  the  Medical  School.  The 
committee  was  told  that  this  year  there  are  ap- 
proximately 75  applicants  for  the  first  year  of  the 
Brown  Medical  Science  program  and  approximately 
200  applicants  to  a premedical  program  at  Brown 
University. 

The  committee  recently  heard  a plan  to  imple- 
ment a “pilot”  clerkship  on  January  31,  1973  with 
12  sixth-year  students  doing  12  weeks  in  surgery 
and  12  weeks  in  medicine.  The  major  (regular 
third-year)  clerkship  to  begin  August  20,  1973 
with  about  60  students,  36  from  current  fifth-year 
(second-year)  class  and  12  from  current  sixth  year 
and  12  transfers  from  other  medical  schools. 

The  committee  was  also  told  that  discussions 
have  been  held  at  the  University  of  Rhode  Island, 
(Continued  on  Next  Page) 
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Providence  College,  and  Rhode  Island  College  to 
coordinate  their  pre-medical  programs  with  that  of 
Brown  University.  The  possibility  of  adding  or 
incorporating  a Ph.D.  program  in  the  medical  sci- 
ences program  was  also  considered. 

The  need  to  develop  plans  for  dealing  with 
Americans  studying  abroad  who  seek  to  reenter 
medical  training  programs  in  the  United  States  has 
been  discussed  extensively.  The  problem  of  in- 
adequate clinical  preparation  was  considered  to  be 
the  most  serious  one.  This  was  coupled  with  the 
problem  of  financing  the  needed  clinical  training 
for  such  students.  Suggestions  included  seeking 
government  legislation  which  would  authorize  state 
or  federal  agencies  to  underwrite  the  cost  and  the 
development  of  a Student  Loan  Plan  to  be  ad- 
ministered by  private  lending  agencies. 

The  committee  has  been  asked  by  Brown  that 
the  Medical  Society  assist  in  the  selection  review 
process  of  prospective  students  by  providing  vol- 
unteer physicians  to  sit  as  a board  of  reviewers. 
It  was  believed  that  a board  of  10  to  20  physicians 
would  be  most  helpful  in  assessing  the  intangibles 
thaat  an  applicant  might  or  might  not  possess. 
The  membership  will  be  solicited  for  its  assistance 
in  this  worthy  project. 

In  another  matter,  it  is  estimated  that  teaching 
faculty  would  be  approximately  one-third  Brown 
Medical  School  members  and  two-thirds  volunteer 
doctors  in  the  community. 

Respectfully  submitted: 

Richard  P.  Sexton,  m.d. 

Chairman 

CONTINUING  MEDICAL  EDUCATION 
COMMITTEE 

At  its  most  recent  meeting,  the  Committee  on 
Continuing  Medical  Education  received  and  re- 
viewed reports  on: 

1.  The  most  successful  Continuing  Medical 
Education  Conference  held  October  14,  1972 
at  the  Medical  Society,  and; 

2.  The  Conference  on  Continuing  Medical  Edu- 
cation held  by  the  American  Medical  Asso- 
ciation in  Chicago. 

Following  the  review  of  the  reports,  the  com- 
mittee discussed  the  advisability  of  the  Rhode  Is- 
land Medical  Society  developing  a model  program 
to  conduct  its  own  accreditation  programs  in  Con- 
tinuing Medical  Education  as  proposed  by  the 
American  Medical  Association.  The  committee  en- 
dorsed the  proposal  and  authorized  the  chairman 
and  Dr.  Howard  S.  Browne,  Jr.  to  prepare  a model, 
based  upon  the  California  and  Pennsylvania  CME 


•programs  for  detailed  review  and  discussion  at  the 
next  meeting. 

The  committee  heard  Mr.  Edward  Berg,  Ph.D., 
Executive  Director  of  the  Rhode  Island  Health 
Sciences  Education  Council,  outline  the  back- 
ground, purposes,  and  goals  of  that  organization 
in  attempting  to  systematize  the  education  and 
training  of  those  working  in  the  health  services 
field.  The  Medical  Society  is  one  of  seven  incor- 
porators of  the  organization. 

I am  pleased  to  report  that  Kenneth  L.  Smith, 
D.O.,  and  J.  Jerry  Rodos,  D.O.,  representatives  of 
thhe  R.  I.  Society  of  Osteopathic  Physicians  and 
Surgeons,  have  joined  our  committee,  and  they  at- 
tended our  most  recent  meeting. 

Respectfully  submitted: 

Henry  S.  M.  Uhl,  m.d. 

Chairman 

CHILD-SCHOOL  HEALTH  COMMITTEE 

The  committee  has  met  several  times  to  discuss 
the  use  of  a form  to  be  used  in  conjunction  with 
the  implementation  of  a program  of  early  and 
periodic  screening,  diagnosis,  treatment  of  children 
under  six  years  of  age  who  are  eligible  for  medical 
assistance  in  Rhode  Island.  The  program  would 
be  conducted  under  the  jurisdiction  of  the  Depart- 
ment of  Social  and  Rehabilitative  Services.  At  a 
recent  meeting  objections  to  the  proposed  form 
were  raised  by  committee  members. 

The  committee  agreed  that  the  chairman  con- 
tact the  director  of  medical  assistance  with  an 
offer  to  help  revise  the  form  since  it  is  not  con- 
sistent with  good  medical  practice.  A shorter,  sim- 
pler form  is  the  aim  of  the  committee. 

The  committee  has  also  reaffirmed  that  all  school 
health  examination  forms  should  be  modeled  after 
the  one  developed  for  the  East  Providence  schools. 
The  committee  agreed  that  a mother's  certification 
be  accepted  that  her  child  has  been  examined  and 
is  up  to  date  regarding  immunizations. 

Respectfully  submitted: 

Wilson  F.  Utter,  m.d. 

Chairman 

MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE 

The  ETiiversity  of  Rhode  Island  and  the  Rhode 
Island  Medical  Society  will  again  co-sponsor  a two- 
day  national  session  on  the  medical  aspects  of 
sports  at  the  University  of  Rhode  Island  on  Thurs- 
day and  Friday,  July  26  and  27,  1973.  A very  large 
number  of  subjects  dealing  with  sports  medicine 
will  be  discussed  at  this  meeting.  Several  leading 
physicians  and  trainers,  who  are  particularly  in- 
terested in  the  medical  phase  of  sports,  have  agreed 
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to  actively  take  part  in  the  conference.  The  roster 
of  instructors  is  practically  complete.  We  will  send 
you  a copy  of  the  preliminary  program  as  soon 
as  it  has  been  completed. 

Respectfully  submitted: 

A.  A.  Savastano,  m.d. 

Chairman 

DRUG  ABUSE  COMMITTEE 

The  committee  exists  mainly  to  attempt  to 
demonstrate  the  Society’s  concern  about  the  com- 
munities’ problems  with  drug  abuse.  A prime  con- 
cern is  with  optimizing  the  treatment  of  overdose 
in  medical  facilities.  Recently  the  committee  spon- 
sored and  coordinated  a film  and  lecture  program 
at  Rhode  Island  Hospital  regarding  the  “Hospi- 
tal’s Contact  with  the  Drug  Abuser”.  The  film, 
‘‘What  Did  You  Take?”  was  made  in  the  emer- 
gency rooms  at  a New  York  hospital,  and  it  dem- 
onstrated contemporary  methods  of  treating  am- 
phetamine, opiate,  and  barbiturate  overdose.  David 
Lewis,  M.D.,  Medical  Director  of  the  Washington 
Center  for  Addictions,  Dorchester,  Mass.,  com- 
mented on  the  film.  The  meeting  was  well  attended 
and  the  audience  was  mostly  comprised  of  emer- 
gency room  personnel  from  various  hospitals,  in- 
cluding our  service  hospitals,  and  college  infirm- 
aries. 

The  committee  has  compiled  a directory 
of  treatment  facilities  with  the  help  of  the  De- 
partment of  Mental  Health.  Retardation  and  Hos- 
pitals to  distribute  to  physicians.  A periodic  news- 
letter to  Emergency  Rooms  concerning  drug  abuse 
treatment  is  also  planned. 

Over  the  past  two  and  a half  years  the  com- 
mittee has  been  considering  the  Compriehensive 
Drug  Abuse  Prevention  and  Control  Act  of  1970, 
a federal  statute  revising  the  Harrison  Narcotic 
Act.  As  has  occurred  in  38  other  states,  Rhode 
Island  must  eventually  adopt  a similar  comprehen- 
sive law  to  be  congruent  with  the  federal  statute. 
There  have  been  pieces  of  legislation  submitted  in 
the  last  two  sessions.  The  purview  of  this  legisla- 
tion is  so  broad,  affecting  drug  abusers,  physicians, 
pharmacists  alike  that  the  committee  felt  that 
lengthy  consideration  about  the  scope  of  these  bills 
should  take  place. 

The  committee  was  also  aware  that  once  this 
revision  occurred,  further  major  changes  in  this 
generation  would  not  be  likely. 

The  committee  is  suggesting  to  the  Governor 
comprehensive  drug  legislation  which  adheres 
closely  to  the  federal  statute  adopted  in  1970  and 
it  will  incorporate  provisions  from  the  Uniform 
Code. 


In  other  states,  notably  Massachusetts,  legisla- 
tion in  this  area  has  been  passed  which  is  onerous 
to  the  medical  community  and  pharmacists.  We 
hope  to  prevent  this  from  happening  in  Rhode 
Island. 

It  is  hoped  that  the  Governor  will  consider  these 
recommendations  when  he  submits  the  administra- 
tion’s legislative  proposals  in  this  area  to  the  Gen- 
eral Assembly. 

The  committee  is  primarily  interested  in  see- 
ing that  the  drug  abuser  receives  treatment  and  it 
seeks  to  diminish  or  to  eliminate  factors  which 
would  interfere  with  this  contact  with  helping 
facilities. 

Respectfully  submitted: 

John  E.  Farley,  Jr.,  m.d. 

Chairman 

NURSING  COMMITTEE 

The  members  of  the  Nursing  Committee  of  the 
Society  have  continued  to  serve  with  members  of 
the  nursing  profession  on  the  Rhode  Island  Joint 
Committee  of  Nurses  and  Physicians.  At  a recent 
meeting  the  committee  heard  a report  of  the  ex- 
cellent meeting  of  the  National  Joint  Practice  Com- 
mission by  Mrs.  Rita  Adair,  President  of  the  State 
Nurses  Association.  She  pointed  out  that  the  em- 
phasis was  placed  on  the  review  of  each  state’s 
Nurse  and  Medical  Practices  Acts  to  implement 
recommendations  flowing  from  the  national  level. 
The  conference  concluded  that  if  the  two  profes- 
sions didn’t  supply  the  professional  manpower  for 
physicians’  assistants  that  non-professionals  would 
accomplish  the  task. 

The  committee  will  examine  certain  aspects  of 
the  current  nurses’  role  at  a forthcoming  meeting 
and  it  plans  to  invite  the  Director  of  Professional 
Regulation  of  the  Rhode  Island  Department  of 
Health  to  appear  at  a meeting  to  discuss  the  Medi- 
cal and  Nursing  Acts. 

Respectfully  submitted: 

Maurice  Adelman,  m.d. 

Chairman 

STATEWIDE  COMMITTEE  ON  PEER  REVIEW 

The  Statewide  Committee  on  Peer  Review  has 
now  been  functioning  for  one  year.  The  committee 
has  developed  guidelines  which  are  submitted  to 
the  House  for  approval.  The  committee  was  asked 
to  intervene  in  four  cases.  Third  party  requests 
for  Peer  Review  have  emanated  from  private  in- 
surance carriers  and  on  other  occasions  from  Blue 
Shield.  The  committee  so  far  has  been  very  diligent 
in  its  work  and  it  is  functioning  effectively. 

Respectfully  submitted: 

Alton  M.  Paull,  m.d.  Chairman 
(Continued  on  Next  Page) 
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GUIDELINES  OF  PEER  REVIEW  COMMITTEES 

(Revised  January.  1973) 

I .  PREAMBLE 

In  order  to  further  effective,  and  economical  de- 
livery of  quality  medical  care  by  the  physicians  of 
Rhode  Island,  the  Rhode  Island  Medical  Society 
has  established  a State  Society  and  seven  District 
Society  Peer  Review  Committees.  The  committees 
shall  apply  standards  and  procedures  conforming 
to  accepted  professional  review  criteria  for  medical 
practice. 

Review  Committees 

1.  A Statewide  Peer  Review  Committee  shall 
consist  of  one  member  from  each  of  the 
seven  district  or  county  medical  societies  in 
Rhode  Island,  and  two  members  at  large 
named  by  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society.  The  district 
or  county  society  members  to  the  State  Peer 
Review  Committee  shall  be  appointed  by  the 
President  of  the  Rhode  Island  Medical  So- 
ciety. The  nine  members  of  the  State  Com- 
mittee will  serve  staggered  three-year  terms. 
Some  terms  initially  will  be  of  less  than 
three  years  to  provide  for  proper  rotation. 
(Appendix  A) 

2.  District  or  County  Society  Peer  Review 
Committees 

Each  district  medical  society  of  the  Rhode 
Island  Medical  Society  shall  establish  a Peer 
Review  Committee  consisting  of  not  more 
than  seven  or  less  than  three  members.  Such 
committees  shall  be  named  by  the  current 
District  Society  Presidents,  or  by  the  policy- 
making bodies  of  the  district  societies,  as 
shall  be  determined  by  the  respective  district 
societies. 

3.  Consultant  Specialty  Peer  Review  Com- 
mittees 

Specialty  societies  as  designated  by  the  State 
Peer  Review  Committee  shall  establish  Con- 
sultant Peer  Review  Committees  to  be  avail- 
able at  any  time  to  assist  the  State  Peer 
Review  Committee,  or  District  Peer  Review 
Committees.  (Appendix  C) 

Role  of  Peer  Review  Committees 

Peer  Review  is  the  inclusive  term  for 
evaluation  by  practicing  physicians  of  the 
quality  and  efficiency  of  services  rendered 
or  ordered  by  other  practicing  physicians. 
In-patient  hospital  and  extended  care  facility 
utilization  review,  medical  audit,  ambula- 
tory care  review,  and  claims  review  are  all 
aspects  of  peer  review. 
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Medical  Practice  Analysis  shall  be  a re- 
sponsibility of  the  Medical  Society,  or  other 
organizations  designated  by  the  Medical  So- 
ciety, and  shall  be  designed  to  coordinate  all 
peer  review  activities  in  the  State. 

II.  MEETING  REQUEST 

1.  Requests  for  case  or  problem  reviews, 
whether  from  a physician,  patient,  or  third  party 
payor,  shall  be  made  in  writing  to  the  State  Peer 
Review  Committee  through  the  Executive  Office 
of  the  Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence,  R.  I.  02903. 

The  State  Peer  Review'  Committee  may  itself 
review  all  problems  or  may,  as  it  deems  advisable, 
refer  such  problems  to  the  component  District  So- 
ciety Peer  Review  Committees  of  the  area  in  which 
the  physician  practices. 

2.  A notice  of  the  request  for  review  shall  be 
sent  to  the  respondent  physician. 

3.  All  parties  shall  be  informed  of  their  rights 
and  of  the  procedures  of  the  Peer  Review  Com- 
mittee. 

III.  CASE  REFERRAL 

When  a problem  is  referred  to  a district  society 
peer  review  committee,  it  shall  report  its  findings 
to  the  State  Committee  in  writing  within  30  days. 
After  final  review  by  the  State  Committee,  its  de- 
cision shall  be  made  within  30  days  to  the  com- 
plainant. An  appeal  from  the  State  Society  Com- 
mittee’s decision  may  be  made  to  the  Council  of 
the  Rhode  Island  Medical  Society,  which  is  the 
final  arbiter  of  issues  involving  members.  It  is  also 
the  only  disciplinary  body  of  the  Society. 

IV.  REVIEW  PROCESS  AND  PROCEDURE 

1.  In  fee  disputes,  opinions  will  be  made  in 
terms  of  usual,  customary,  and  reasonable 
fees,  unless  prior  contractual  agreement 
exists  between  patient  and  physician. 

2.  When  a request  for  review  is  received  by 
the  Executive  Officer,  he  will  immediately 
check  that  the  complaint  has  been  fully  ex- 
plored by  the  parties  involved  before  re- 
ferring it  to  the  State  Committee  on  Peer 
Review.  The  Chairman,  or  such  member  as 
he  shall  designate,  shall  review  the  request 
and  shall  seek  available  supportive  documen- 
tation he  deems  necessary  for  proper  re- 
view' by  the  Committee,  and  shall  determine 
whether  the  request  shall  be  referred  to  a 
District  Society  Peer  Review  Committee. 

3.  Review  Cases  shall  not  be  sent  directly  to 
Specialty  Review  Committees  which  are  es- 
tablished purely  as  consultant  groups  to 
provide,  on  request,  expert  advice  and  coun- 
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sel  on  matters  involving  the  designated  phase 
of  specialty  practice.  Such  Specialty  Review 
Committees  when  invited  to  meet  with  the 
State  Peer  Review  Committee,  or  a District 
Society  Committee,  should  make  every  effort 
to  cooperate  in  the  deliberations  of  a case 
under  investigation. 

V.  MEETING  DATE 

The  State  Peer  Review  Committee  or  District 
Peer  Review  Committees  shall  meet  regularly  upon 
the  call  of  the  respective  Chairmen.  They  shall  re- 
port promptly  on  determinations  regarding  prob- 
lems submitted.  They  shall  attempt  to  resolve  all 
problems  in  accordance  with  the  best  interests  of 
patient,  physician,  and  third  party. 

VI.  PLACE  OF  MEETING 

The  meetings  of  the  State  Peer  Review  Commit- 
tee shall  be  held  in  the  Executive  Office  of  the 
Rhod  Island  Medical  Society,  106  Francis  Street, 
Providence,  or  such  other  place  as  may  be  desig- 
nated by  the  Chairman  of  the  State  Peer  Review 
Committee  to  be  mutually  agreeable  to  both  peti- 
tioner and  respondent. 

(To  Be  Continued  in  July  Issue) 


EDITOR  S MAILBOX 
PSRO  IN  PERSPECTIVE 

(Concluded  From  Page  241) 
ganizations,  medical  school  faculties,  Blue  Cross, 
etc.,  and  not  just  physicians  primarily  and  di- 
rectly involved  in  patient  care. 

It  is  further  stated  that  “membership  of  the 
Council  shall  include  physicians  who  have  been 
recommended  for  membership  by  consumer  groups” 
(Section  275). 

Section  1155  specifically  describes  the  authority 
of  the  PSRO  “to  determine  in  advance”  any  elec- 
tive admission  to  a hospital,  which  includes  au- 
thority “to  examine  the  pertinent  records  of  any 
practitioner”,  and  “inspect  the  facilities  in  which 
care  is  rendered  or  service  is  provided”;  obviously, 
this  includes  doctors’  offices. 

Since  this  law  also  applies  to  all  patients  who 
take  money  from  Social  Security  funds  for  any 
care,  its  program  is  not  just  limited  to  Medicare 
recipients,  but  extends  to  all  Medicaid  and  welfare 
cases  and,  conceivably,  to  persons  under  65  who 


participate  in  subsidized  HMOs  (Health  Mainte- 
nance Organizations) . 

Section  1160  pertains  to  sanctions  and  penalties 
for  physicians  who  have  “demonstrated  an  un- 
willingness or  lack  of  ability  substantially  to  com- 
ply with  such  obligations”.  In  this  case  the  Sec- 
retary of  HEW  “may  exclude  permanently  for 
such  period  as  the  Secretary  may  prescribe  such 
practitioner  or  provider  from  eligibility  to  pro- 
vide such  services  on  a reimbursable  basis.  A de- 
termination made  by  the  Secretary  under  this  sub- 
section shall  be  effective  . . . and  shall  remain  in 
effect  until  the  Secretary  finds  . . .that  the  basis 
for  such  determination  has  been  removed”. 

“In  lieu  of  sanctions  ...  the  Secretary  may  re- 
quire that  . . . such  practitioners  . . . pay  to  the 
U.S.  ...  an  amount  not  in  excess  of  the  actual 
or  estimated  cost  of  the  medically  improper  or 
unnecessary  services  so  provided,  or,  if  less, 
$5,000”. 

The  only  defense  left  to  the  physician  is  de- 
scribed in  the  law  (Section  1160):  “Any  person 
furnishing  services  . . . who  is  dissatisfied  with 
the  determination  made  by  the  Secretary  . . . 
shall  be  entitled  to  reasonable  notice  and  oppor- 
tunity for  a hearing  thereon  by  the  Secretary  . . . 
and  to  judicial  review  of  the  Secretary’s  final  de- 
cision after  such  hearing”.  The  law  has  no  pro- 
vision whatsoever  to  cover  the  general,  legal,  and 
court  expenses  that  the  physician  may  incur  in 
such  cases  during  the  hearings  with  PSRO  and 
the  Secretary’s  office. 

More  space  would  be  needed  to  discuss  further 
other  features  of  this  law  (the  original  bill  was 
about  1,000  pages  long,  and  is  said  to  have  been 
the  longest  bill  ever  considered  by  Congress). 

Anybody  who  is  sufficiently  concerned  about 
some  of  the  aspects  described  above  would  be  well 
advised  to  direct  his  inquiries  or  support  to  any 
one  of  the  organizations  that  are  on  record  as 
opposing  the  concept  of  PSRO. 

Mario  Tami,  m.d. 

President,  R.  I.  Chapter 
American  Association  of 
Councils  of  Medical  Staffs 
of  Private  Hospitals,  Inc. 

Providence,  Feb.  8,  1973. 


& & t 


June  1973 


249 


PERIPATETICS 

(Concluded  From  Page  212) 

Chiefs  who  were  appointed  to  new  services  are: 
PAUL  E.  BARBER,  family  practice;  BRUNO 
FRAXEK,  psychiatric;  FRANCO  ERCULEI, 
neurosurgery;  and  WILLIAM  D.  GRAHAM, 
emergency  room. 

* * * 

Rhode  Island  physicians  who  attended  the  first 
Spring  meeting  of  The  American  College  of  Sur- 
geons in  New  York  City  are:  ROBERT  GOR- 
FIXE,  ELIE  COHEN,  JESSE  EDDY,  3RD. 
JAMES  YASHAR.  and  ABRAHAM  HORYITZ. 

Also,  CHARLES  ROUND,  CARL  ANDERSON, 
RICHARD  DYER.  J.  ROBERT  BOWEN, 
THOMAS  PERRY,  JR.,  EUGENE  HEALEY,  and 
SEEBERT  J.  GOLDOWSKY.  Editor  of  this  Jour- 
nal. 

* * * 

DAYID  R.  HALLMAN  has  been  honored  for 
his  outstanding  work  in  medicine  and  for  his  con- 
tribution to  radiology  by  being  named  a Fellow 
of  the  American  College  of  Radiology.  Doctor  Hall- 
man was  cited  at  a Convocation  during  the  Col- 
lege's 50th  annual  meeting  in  San  Francisco. 


SCLEREDEMA  vs.  SCLERODERMA 

(Concluded  From  Page  236) 

REFERENCES 

Curtis  AC,  Shulak  BM:  Scleredema  adultorum. 
Arch  Dermatol  92:526-41,  Nov  65 
2Fleischmajer  R,  Lara  JV:  Scleredema:  A histo- 
chemical  and  biochemical  study.  Arch  Dermatol 
92:643-52,  Dec  65 

3Fleishmajer  R,  Faludi  G,  Krol  S:  Scleredema  and 
diabetes  mellitus.  Arch  Dermatol  101:21-6,  Jan  70 
4Cohn  BA,  Wheeler  CE,  Briggaman  RA:  Scleredema 
adultorum  of  Buschke  and  diabetes  mellitus.  Arch 
Dermatol  101:27-35,  Jan  70 
•’Fleischmajer  R,  Perlish  JS:  Glycosaminoglycans  in 
scleredema  and  scleredema.  J Invest  Dermatol  58: 
129-32,  Mar  72 

6Kobayasi  T,  Asboe-Hansen  G:  Ultrastructure  of 
generalized  scleroderma.  Acta  Derm  Venereol 
(Stockholm),  52:81-93,  1972. 

Bencel  L.  Schiff,  M.D. 

351  Armistice  Boulevard 
Pawtucket,  R.  I.  02861 
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DISTRICT  COUNTY  MEDICAL 
SOCIETY  MEETING 

(Concluded  From  Page  213) 

The  Nominating  Committee  brought  forward  the 
following  slate  of  officers  for  the  year  1973: 

President:  Alfred  Gobeille,  M.D. 

First  Yice  President:  Robert  Knisley,  M.D. 

Second  Yice  President:  Charles  Farrell,  M.D. 

Secretary:  Francis  M.  Palaia,  M.D. 

Treasurer:  William  McDermott,  M.D. 

Representative  to  the  Council:  F.  Bruno  Ag- 
nelli, M.D. 

Representative  to  the  House  of  Delegates:  James 
McGrath.  M.D.,  Erwin  Siegmond,  M.D.,  John 
Elliot,  M.D.,  Louis  Morrone,  M.D. 

Executive  Committee:  Gordon  Menzies,  M.D., 
Mildred  Robinson,  M.D.,  Gregory  Burbelo,  M.D. 

Credentials  Committee:  Attilio  Manganaro, 
M.D.,  John  Pinto,  M.D.,  Jacob  Pysairw,  M.D. 

Peer  Review:  John  Walsh,  M.D.,  Louis  Mor- 
rone, M.D. 

A motion  to  accept  the  nominations,  and  the 
Secretary  cast  one  vote,  was  made  by  Doctor  Ruisi 
and  seconded  by  Doctor  Agnelli. 

The  meeting  was  adjourned  at  12:45  p.m. 

Respectfully  submitted: 

Francis  M.  Palaia,  m.d. 


COMPARATIVE  STUDY  OF 
IN-HOSPITAL  PRACTICE  IN 
RHODE  ISLAND 

(Concluded  From  Page  234) 

tals  have  been  compared  with  university-affiliated 
hospitals  of  a comparable  nature  outside  of  the 
State  of  Rhode  Island. 

3.  Broad  areas  for  improvement  in  hospital 
practice  have  been  suggested. 

4.  It  is  suggested  that  individual  hospitals 
using  CPHA  data  make  self-assessments,  using  both 
the  absolute  and  comparative  data  as  aids. 

Xeroxed  copies  of  the  basic  data  used  in  this 
analysis  are  available  on  request  to  the  author. 

Paul  B.  Metcalf,  Jr.,  M.D. 

66  Summit  Street 
Pawtucket,  R.I.  02860 
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A Created  in  1961  by  physicians 

of  various  New  England  State  Medical 
LV/AIr  Societies  to  help  meet  the  need 

ja  ■ pi|U|t  for  a comprehensive  investment 
IflU  I UAL  r Unlr  program.  Suitable  as  a retirement 

py#i  HCIUCI V plan  for  physicians  and 

LAvLUM  W LLY  other  medical  personnel. 

FOR  THE 

MEDICAL  PROFESSION 


NO  SALES  CHARGE 
NO  REDEMPTION  CHARGE 


The  primary  objective  of  the  Fund 
is  long-term  growth  of  capital. 

Minimum  initial  investment  $250. 

Douglas  T.  Johnston  & Co., 
managers  of  the  Johnston  Mutual  Fund 
is  investment  adviser  and  manager. 


WRITE  FOR  PROSPECTUS 

Beacon  Investing  Corp.,  Department  104 

One  Wells  Avenue,  Newton,  Mass.  02159  | 

Please  send  me  the  Beacon  No-Load  Fund  Prospectus  I 
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Address 

City State Zip 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As 


strong  as  Libriurrf25  mg 

(chlordiazepoxide  HCI) 


•j*| 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 


For  over  1 3 years, 
Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 


asset  in  the  higher  dosage  ranges  as  in  more  common  clini 


cal  applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, cautioi 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnanefl 
lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitor 
and  phenothiazines.  Observe  usual  precautions  ir 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulatio 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxien 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectivi 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  am 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instance; 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruption* 
edema,  minor  menstrual  irregularities,  nausea  an 
constipation,  extrapyramidal  symptoms,  increase 
and  decreased  libido— all  infrequent  and  generall 
controlled  with  dosage  reduction;  changes  in  EE( 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mal 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

I IRPARY  Supplied:  Librium®  Capsules  containing 
LlDrvMn  *5  |Q  mgor  25  mg  chlordiazepoxide  HCI. 

Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
blan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
:>r  failure. 

While  Valium  can  be  a most 
aelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
Lvhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
pe  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  ren&l  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients : 2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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J"he  diabetic 
who  has 
too  much... 

too  much  sugar, 
too  much  fat. 


If  she  just  won  t diet  and  oral  therapy  is 
indicated  in  adult-onset,  nonketotic  diabetes... 

phenformin  ■ 

f * ' 

lowers  blood  sugar  without  raising 
blood  insulin. 


"I 


Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
that  many  overweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 


letails,  including  dosage, 

5 prescribing  information. 
i below 


1 1I * * * * * * * 9  phenformin  HCI 
1 lets  of  25  mg. 

I l-TD*  phenformin  HCI 
1 led-Disinteg  ration 
( isules  of  50  and  100  mg. 

I icaf/ons.Stableadult  diabetes  mellitus;  sulfonyl- 
i a failures,  primary  and  secondary;  adjunct  to 

i ulin  therapy  of  unstable  diabetes  mellitus. 

< itraindications:  Diabetes  mellitus  that  can  be 

i ulated  by  diet  alone;  juvenile  diabetes  mellitus 

I I is  uncomplicated  and  well  regulated  on  in- 
: in;  acute  complications  of  diabetes  mellitus 

( Jtabolic  acidosis,  coma,  infection,  gangrene); 

< ing  or  immediately  after  surgery  where  insulin 

i idispensable;  severe  hepatic  disease;  renal  dis- 

i ;e  with  uremia;  cardiovascular  collapse  (shock); 
i 3r  disease  states  associated  with  hypoxemia. 
Brninqs;  Use  during  pregnancy  is  to  be  avoided 
! ? cautions : 1 Starvation  Ketosis:  This  must  be 
1 erentiated  from  insulin  lack’  ketosis  and  is 
■ tracterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms.  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  please 
see  lull  prescribing  information. 

GEIGY  Phaimaceuticals  2 

Division  of  CIBA-GEIGY  Corporation  ^ 

Ardsley,  New  York  10502  ° 


What  should  a 


medication  for  sleep 


be  expected  to 
provide?,  -M 


Before  prescribing  D.ilm.inc  (flur.izep.im 
HCI),  ple.ise  consult  Complete  Product 
Information.  .1  summary  of  which  follows: 
Indications:  Effective  in  .ill  types  of  msom 
ni.i  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening:  in 
patients  with  recur  1 mg  insomnia  or  poor 
sleeping  habits:  and  in  acute  01  chronic 
medical  situations  1 equu  mg  restful 
sleep  Since  insomnia  is  often  transient 
and  intermittent,  piolongod  administra 
tion  is  generally  not  necessary  or 


recommended 

Contraindications:  Known  hypersensi 
t ivity  to  tlurazepam  HOI 
Warnings:  Caution  patients  about  pos 
sible  combined  ettects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  1 equiring  com 
plctc  mental  alertness  (eg  operating 
machinery,  driving)  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards  Not  recoin 
mended  for  use  in  persons  under  lb  years 


ol  age  I hough  physical  and  psychologl 
dependence  have  not  been  repqrtcd  n 
recommended  doses,  use  caution  in  a< 
minister  ing  to  addiction  pi  one  indivul 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitate' 
lint  1.1I  dosage  should  be  limited  to  1 b >j 
to  preclude  over  sedation,  dizziness  .11 
01  ataxia  If  combined  with  other  drug 
having  hypnotic  or  CNS  depressant  1 
el  tec  Is.  consider  potential  additive  ell  4 
Employ  usual  precautions  in  patient  j 
who  are  sevei  elv  depressed,  or  wil  h 


\ 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewe'r  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 
dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a benzo- 
diazepine specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 

with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane:  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  administered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over"  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 


j 


, f\ — 

r 


' L ' 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
1 15  rag  may  suffice  in  some  patients) 

One  15-nig  capsule  h.s.  — initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


"Too  many  doctors  are  indiff< 
ent  to  the  economic  consequences 
their  decisions.”  So  stated  a recen 
issue  of  Medical  News  Report  (De- 1 
cember  4, 1972),  an  independent 
weekly  newsletter  published  by  fori 
AMA  Chief  Executive  F.  J.  L.  Blasini 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  i 
crease  in  Blue  Shield  rates,  Dr.  Bla 
ingame’s  newsletter  had  this  to  say! 

“In  general,  it  can  be  said,  Ml 
have  given  the  impression  they  are 
not  particularly  concerned  with  theS 
increase  in  cost  of  health  care  to  tt  i 
patients... 

“True,  an  MD’s  training  is  pri 
marily  scientific,  but  in  the  real  wol 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econo  < 
impact.  The  economics  of  health  c; 
beckon  the  practitioner’s  attention 
Concern  for  economics  of  medicin 


When  the  pharmacist  recom- 
mends that  a drug  product  other  thi 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neo 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  o 
demur.  Without  that  opportunity,  t 
unilateral  decision  of  the  pharmac  , 
made  in  the  absence  of  clinical  knd-l 
edge  of  the  patient,  could  expose  hj 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee  j 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth; 
in  the  pro-substitution  argument  tf 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowlecJ. 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degr , 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  n<d 
expert  knowledge  of  no  more  than 


I uld  be  an  obligation  of  medical 
>i:tice... 

i “Medical  societies  ought  to  con- 
li  t continuing  campaigns  to  point 
ii  the  substantial  savings  that  could 
)« ealized  thru  deductible  insurance 
ii  protection  for  catastrophic  ill- 
2s.  At  the  very  least,  they  should,  in 
t patients’  interest,  question  the 
a ics  of  any  insurance  organization 
f:  raises  health  care  costs  by  forc- 
r policyholders  to  buy  insurance 
H/  may  not  need  or  want  and  prob- 
li/ won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
;r  to  the  economic  consequences  of 
h r decisions.  Too  many,  for  ex- 
h ole,  habitually  hospitalize  patients 
c:he  convenience  of  the  MD.  It’s 
n sense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
:i  ies,  have  unhesitatingly  appealed 
c leir  patients  for  support  in  the 
i;  t against  government  interference 
v i the  private  practice  of  medicine. 

\ i the  public  in  the  past  has  re- 
st nded.  It’s  time  the  American  Med- 
c Association  and  state  and  local 
rdical  societies  paid  off  the  debt  by 
jiisive  action  to  hold  down  the  cost 
ihedical  care.” 

; t of  Drugs 

Insurance  rates  and  hospital 
:!  rges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient's  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “ White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


)i  0 drugs  that  he  selects  to  treat  the 
r ority  of  conditions  encountered  in 
vpractice.  Moreover,  the  physi- 
: Vs  choice  of  a specific  brand  is 
xed  on  his  knowledge  of  the  pa- 
: i t’s  medical  history  and  current 
:<  dition,  and  his  experiences  with 
t particular  manufacturer’s 
) duct. 

< Some  substitution  proponents 
i.  e argued  that  the  dispensing  of  a 

0 scription  is  a simple  two-party 
xisaction  between  the  pharmacist 
ii  the  patient,  and  that  a substitut- 
r pharmacist  may  avoid  even  a 
finical  breach  of  contract  by  simply 
n tying  the  patient  that  he  is  making 
f substitution.  I would  judge  that 

e courts  would  be  sympathetic 
c ard  a pharmacist  who  substituted 
v lout  physician  approval  and  who 
J ertook  a legal  defense  that  seeks 
c lake  the  patient  responsible  for 
t pharmacist’s  actions, 
uced  Prescription  Prices? 
Substitution  advocates  are 
;i  gesting  to  the  consumer,  and  par- 

1 larly  the  consumer  activist,  that 
•f  jced  prescription  prices  could 

c m legalization  of  substitution. 

^ have  seen  absolutely  no  evidence 
cistify  this  claim.  To  the  contrary, 
J:erience  in  Alberta,  Canada,  where 
it  stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 
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Custom-Fit,  and  Engineered 
For  Your  Individual  Patient 

Jobst  Venous  Pressure  Gradient®  supports  are  custom-made 
and  precisely  fitted  to  the  contour  of  the  affected  extremity 
of  the  individual  patient  in  a series  of  careful  measurements. 


Even  more  important  than  the  perfect  fit,  are  the  exact 
counterpressures  built-in  according  to  your  own  prescription! 

Jobst  Venous  Pressure  Gradient®  elastic  stockings  are 
a treatment  of  choice  for  leg  ulcers,  varicose  veins,  stasis 
dermatitis,  postmastectomy  lymphedema,  post-phlebitis  syn- 
drome, post-fracture,  post-operative  and  injury  edema. 

Your  nearest  Jobst  Fitter  is  shown  below.  You  can  send 
your  patients  to  him  with  confidence.  He  has  been  trained  by 
Jobst  for  accuracy,  and  will  give  you  the  best  in  service. 


Jobst 


Authorized  Fitter 
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Health  And  Welfare  Legislation  Enacted  By  The 
Rhode  Island  General  Assembly- January  Session,  1973 


Abortion 

After  a vigorous  discussion  of  the  issues,  the 
General  Assembly  passed  and  the  governor  signed 
an  abortion  bill.  The  act  repealed  the  existing  chap- 
ter dealing  with  abortions,  but  also  re-enacted  a 
new  chapter  on  abortion  and  included  the  legisla- 
tive determination  that  life  commences  at  the  in- 
stant of  conception.  The  statute,  however,  was 
declared  unconstitutional  by  a recent  U.  S.  District 
Court. 

Alcoholism 

The  legislators  favored  the  amendment  of  the 
Model  Alcoholism  Act  which  was  approved  last 
year.  The  amendments  included  the  extension  of 
time  from  two  to  five  days  that  a person  incapaci- 
tated by  alcohol  can  be  detained  and  it  also  per- 
mits a doctor  employed  by  the  admitting  facility 
to  be  a certifying  physician.  Another  bill  signed 
by  Governor  Noel  provides  that  if  it  is  impractic- 
able to  take  a person  to  an  approved  emergency 
treatment  facility,  the  police  may  take  the  person 
into  protective  custody  in  the  police  station  in 
suitable  quarters  for  a reasonable  time. 

In  a companion  matter,  the  legislature  approved 
the  creation  of  a 13  member  special  commission 
to  study,  consolidate,  and  amend  all  laws  pertain- 
ing to  alcoholic  beverages  and  to  make  a report 
no  later  than  March  29,  1974. 

Blood 

The  General  Assembly  passed  resolutions  to  fund 
the  Knights  of  Columbus  Blood  Bank  with 
$1,000;  for  the  Veterans  of  Foreign  Wars  Blood- 
mobile,  $2,000;  and  for  the  American  Legion 
Bloodmobile,  $3,000. 

Drugs 

Two  Administration  drug  bills  passed  both 
Houses  and  were  signed  into  law  by  Governor 
Noel.  One  bill  expanded  the  membership  of  the 
Permanent  Advisory  Council  on  Drug  Abuse  Con- 
trol from  15  to  23  members.  One  member  would 
be  a designee  of  the  Medical  Society  who  would 
be  appointed  by  the  governor.  The  function  of  the 
Council  was  expanded  to  include  the  preparation 
of  a comprehensive  drug  prevention  and  trreatment 
plan  and  the  development  of  operational  and  per- 
sonal standards  for  programs  to  be  funded  within 
the  approved  comprehensive  plan. 


The  second  proposal  expands  the  definition  of 
narcotic  addict  for  the  purpose  of  civil  commitment 
to  include  persons  dependent  on  the  use  of  a de- 
pressant or  stimulant  substance. 

The  legislature  also  passed  a measure  which  ex- 
tends the  motor  vehicle  implied  consent  law  to  in- 
toxicating liquor,  narcotic  drug,  barbiturate,  tolu- 
ene, or  any  central  nervous  stimulant,  and  it  ex- 
tends its  scope  to  all  vehicles  operated  in  the  state 
whether  or  not  on  a public  highway.  The  bill  em- 
powered the  director  of  health  to  make  and  to 
file  with  the  secretary  of  state  regulations  which 
prescribe  the  techniques  and  methods  of  chemical 
analysis  and  the  qualifications  and  certification  of 
individuals  authorized  to  administer  such  testing 
and  analysis. 

Emergency  Medical  Technicians 

A bill  sponsored  by  the  R.  I.  Heart  Association 
and  endorsed  by  the  Society’s  committee  on  Emer- 
gency Medical  Services  to  permit  the  use  of  ad- 
( Continued  on  next  page) 
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vanced  EMTs  for  the  delivery  of  emergency  care 
to  the  sick  and  injured  during  transport  to  the 
hospital  met  with  the  approval  of  both  Chambers 
and  was  signed  by  Governor  Noel. 

The  bill  outlined  the  medical  procedures  which 
the  advanced  EMTs  may  perform. 

Foster  Children 

A bill  was  passed  to  create  a 16  member  com- 
mission on  foster  child  placement.  The  commission 
will  include  a member  of  the  Rhode  Island  Chap- 
ter of  the  American  Academy  of  Pediatrics. 

Health  Services  Council 

A bill  to  extend  the  duties  of  the  health  services 
council  to  include  nursing  and  personal  care  homes 
won  the  endorsement  of  the  General  Assembly. 
Hearing  and  Speech 

Although  the  bill  was  opposed  by  the  Medical 
Society  and  the  Rhode  Island  Otolaryngology  So- 
ciety, a measure  creating  the  state  Board  of  Hear- 
ing Aid  Dealers  and  Fitters  to  provide  for  the 
licensing  of  persons  who  are  dealers  and  fitters 
of  hearing  aids  with  the  Department  of  Business 
Regulation  passed  both  Chambers  and  was  signed 
by  Governor  Noel.  The  measure  provides  that  the 
Department  be  advised  by  a five  man  board  which 
would  include  a single  otolaryngologist.  The  bill 
also  prohibits  the  sale  of  a hearing  aid  within  90 
days  under  certain  conditions  but  beyond  that 
amount  of  time,  the  hearing  aid  dealer  would  be 
permitted  to  sell  to  any  prospective  buyer.  The 
bill  also  provides  that  when  dealing  with  a child 
under  10  years  of  age  the  hearing  aid  dealer  must 
ascertain  whether  the  child  has  been  examined  by 
an  otolaryngologist  and  an  audiologist  within  90 
days  prior  to  the  fitting.  Beyond  the  90  day 
period,  the  hearing  aid  dealer  could  then  sell  to 
a child  under  10  years  of  age.  The  bill  also  in- 
cluded no  medical  protection  for  the  elderly,  a 
large  group  of  citizens  where  the  risk  of  active 
ear  disease  is  great. 

Approved  by  the  General  Assembly  was  a pro- 
posal for  the  establishment  within  the  Department 
of  Health  a Board  of  Speech  Examiners  of  Speech 
Pathology  and  Audiology.  The  board  will  consist 
of  5 persons  wTho  are  working  in  Rhode  Island,  one 
who  has  been  engaged  in  rendering  service  teach- 
ing or  research  in  speech  pathology  or  audiology, 
an  audiologist,  two  speech  pathologists,  and  a rep- 
resentative of  the  public  and  an  otolaryngologist. 
Hospital  Licensing 

The  Assembly  passed  a proposal  to  revise  the 
definition  of  a health  care  corporation  to  include 

(Continued  on  page  257) 
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On  all  in-patient 
services... 


a major  problem 


Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence  Pathogen 


6%  Klebsiella-Enterobacter-Serratia* 


7%  Klebsiella,  all  others* 

7%  All  other  gram-negative  organisms 


13%  Staphylococcus  aureus* 

Gram- 

positive 

000/ 

,0  7%  Staphylococcus,  all  others 


10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21,972 

Source:  Gosselin  Audit  of  Pathology  Cultures — 1971 


*GARAMYCIN  Injectable  is  effective  against 
susceptible  strains  of  the  pathogens  indicated. 
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jk  highly  appropriate 
ipectrum  for  today’s  problem 
pathogens 


GARAMYCIN  Injectable  offers  a high 
f ibability  of  effectiveness  against  susceptible 
s tins  of  seven  out  of  seven  major  gram- 
rjative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  , species 
Serratia  f 

* [3ARAMYCIN  Injectable  has  also  been  shown 
t ae  effective  in  serious  staphylococcal  infec- 
; is.  It  may  be  considered  in  those  infections 
\ en  penicillins  or  other  less  potentially  toxic 
ogs  are  contraindicated  and  bacterial 
: aceptibility  testing  and  clinical  judgment 
i icate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 
Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


I 
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■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 

Garamycin 

gentamicin  I injectable 
sulfate 


serious  gram-negative  infections 
neumonia,  urinary  tract  infections, 
pticemia,  and  wound  infections)* 


40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


to  susceptible  organisms 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


verify 


GARAMYCIN®  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


'Due  to  susceptible  organisms 


Garamvan 

gentamicin  ■injectable 


sulfate 


I.M./I.V. 


Also  available 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


40  mg.  percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis.  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box 
PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN.  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension, 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
usual  dosage  is  80  mg  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1 .5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
1 00  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc  , 2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians’  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 
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(Continued  from  page  256) 
all  corporations  charging  periodic  as  well  as  an- 
nual premiums. 

Marathon  House 

A resolution  asking  for  an  appropriation  of 
$50,000  for  Marathon  House  was  considered  by  the 
legislators;  it  was  reduced  to  $20,000  and  sub- 
sequently signed  by  the  governor.  This  was  the 
amount  appropriated  in  1972. 

Medical  Examiner 

Winning  the  endorsement  of  the  General  As- 
sembly was  a measure  that  would  establish  in  the 
Department  of  Health,  the  office  of  state  medical 
examiner.  The  enactment  of  the  proposal  meant 
the  transfer  of  the  office  from  the  Department  of 
the  Attorney  General  to  the  Health  Department 
and  it  creates  a commission  of  nine  members,  in- 
cluding the  President  of  the  Rhode  Island  Medical 
Society,  the  President  of  the  Rhode  Island  Society 
of  Pathologists,  and  the  Vice  President  of  the 
Brown  University  Division  of  Biological  and  Medi- 
cal Sciences  or  their  designees,  who  will  provide 
advice  and  consent  to  the  appointment  of  a chief 
medical  examiner  by  the  governor. 

Mental  Health 

Several  measures  concerning  mental  health  were 
adopted  by  the  General  Assembly  and  were  signed 
into  law  by  Governor  Noel.  One  concerned  the 
reform  of  existing  procedures  in  criminal  cases 
where  a defendant  is  incompetent  to  stand  trial 
op-  is  acquitted  by  reason  of  insanity. 

An  appropriation  of  $5,000  to  the  Rhode  Island 
Association  of  Mental  Health  for  the  operation 
of  its  summer  camp  was  approved  by  the  General 
Assembly;  a request  of  $25,000  for  Talbot  House, 
a rehabilitation  facility  for  alcoholics,  was  reduced 
to  $5,000  and  was  passed  by  the  General  Assembly. 
Mentally  Retarded 

The  legislators  adopted  a resolution  which  was 
signed  by  the  governor  providing  declaration  of 
rights  for  the  mentally  retarded. 

Occupational  Health 

Two  bills  pertaining  to  Occupational  Health 
were  adopted  by  the  Assembly  and  signed  by  the 
governor.  One  act  would  create  a Division  of  Oc- 
cupational Health  in  accordance  with  the  provi- 
sions in  the  federal  occupational  health  and  safety 
act.  This  division  would  be  under  the  jurisdiction 
of  the  state  Department  of  Health.  All  enforce- 
ment procedures  would  be  carried  out  by  the  Divi- 
( Continued  on  next  page) 
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of  life’s  better  things.  No  physi- 
cian ever  has  a routine  day, — or 
night.  There  are  critical  deci- 
sions to  make— involving  life 
itself. 


When  that  rare  opportunity  to 
relax  presents  itself,  you  deserve 
a reward  above  and  beyond  the 
ordinary.  The  enjoyment  of  fine 
wines  is  one  of  them.  At  Town 
Liquor,  we  stock  (in  temperature- 
controlled  wine  cellars)  more 
than  2,000  different  types  of 
wines,  so  you  take  your  choice. 
You  don’t  take  a chance.  We 
have  studied  wines  for  years, 
and  without  undue  ego,  can  say 
fairly  that  we  are  experts. 


We’ll  share  our  knowledge  with 
you  when  you  visit  with  us.  We 
also  offer  you  a free  member- 
ship in  the  Vintage  Guild,  and 
there’s  no  obligation.  Indeed, 
doesn’t  M.  D.  also  mean  “Mighty 
Deserving"? 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

fl  ONE  SOURCE  / TOTAL  INSURANCE 

559-9 


sion  of  Occupational  Safety  in  the  Department  of 
Labor. 

The  second  proposal  enacted  updated  the  exist- 
ing statutes  in  the  field  of  occupational  healtn  ana 
safety  to  conform  with  the  federal  law.  It  would 
rename  the  present  division  of  industrial  inspec- 
tion, the  division  of  occupational  safety  and  retain 
the  division  with  the  Labor  Department. 

Rubella 

The  legislature  amended  the  rubella  hemagglu- 
tination inhibition  test  to  exclude  women  55  years 
or  older,  those  previously  immunized  or  tested  as 
evidenced  by  a.  physician's  certificate.  Also  ex- 
cluded would  be  those  unable  to  bear  children  or 
whose  pregnancy  at  the  time  of  application  is  cer- 
tified by  a physician. 

Sight 

Approved  wras  a $2,000  appropriation  to  the 
Rhode  Island  Sight  Foundation. 

IMPORTANT  BILLS  NOT  PASSED 

Governor  Noel  vetoed  two  bills  concerning  non- 
medical facilities.  One  concerned  a rejection  of  a 
$10,000  appropriation  for  the  House  of  Hope 
which,  the  governor  stated  in  his  veto  message, 
had  funds  in  the  state  budget;  a second  veto  in- 
volved a $10,000  appropriation  for  the  rehabilita- 
tion of  alcoholics  at  Halfway  House.  The  bill  had 
inaccurately  stated  “ex-convicts”. 

.Among  the  hundreds  of  proposals  that  died  in 
General  -Assembly  committees  were  two  drug  meas- 
ures.. One  would  have  established  a drug  formu- 
lary commission  and  mandated  that  every  physi- 
cian who  prescribes  by  brand  name  a drug  listed 
in  the  formulary  must  include  in  each  prescrip- 
tion the  generic  or  chemical  name. 

A Controlled  Substances  proposal,  drafted  by 
the  Committee  on  Drug  Abuse  of  the  Society,  was 
submitted  to  the  Administration.  The  measure  sub- 
sequently was  rewritten  to  include  a triplicate 
prescription  provision;  the  bill  passed  the  House 
but  was  received  in  the  closing  days  of  the  session 
by  the  Senate.  It  failed  to  emerge  from  the  Senate 
Judiciary  Committee. 

Also  failing  to  wrin  favor  was  a drug  labeling 
bill  which  provided  that  no  person  could  sell  at 
retail  any  prescribed  medication  without  distinctly 
labeling  the  ingredients  of  the  medication  on  the 
box,  or  vessel  in  which  the  medicine  is  contained. 

Rejected  by  the  legislators  were  proposals  to  es- 
tablish a Division  of  Child  Abuse  within  the  state 
Department  of  Social  and  Rehabilitative  Services; 
that  diabetics  who  have  a doctor  s permit  be 
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exempt  from  a state  requirement  to  register  an- 
nually with  the  Department  of  Health  their  pos- 
session of  a hypodermic  needle  and  a syringe;  and 
that  the  drug,  scopolamine,  be  sold  only  by  pre- 
scription. 

A proposal  to  allow  the  practice  of  acupuncture 
in  Rhode  Island  failed  to  make  headway  in  the 
legislature.  The  measure  would  have  permitted 
non-medical  personnel  to  qualify  as  a doctor  of 
acupuncture  if  they  met  certain  requirements,  in- 
cluding education,  experience,  and  a successful 
examination  satisfactory  to  the  board.  Applicants 
also  must  be  21  years  of  age,  be  a U.S.  citizen, 
be  of  good  moral  character  and  pay  the  license 
fee.  The  Board  would  have  been  comprised  of 
seven  members,  including  four  practitioners  of  acu- 
puncture, one  licensed  physician  who  is  a doctor  of 
medicine,  an  osteopath  and  an  educator  who  is  bi- 
lingual and  holds  a doctorate  or  equivalent  degree 
in  non-medically  related  subject  which  relates  to 
the  understanding  of  the  history,  theory,  and  prac- 
tice of  acupuncture.  (The  R.  I.  Medical  Society’s 
position  is  that  acupuncture  is  a procedure  to  be 
done  by  doctors  of  medicine  and  osteopathy.) 

Four  bills  were  introduced  into  the  General  As- 
sembly concerning  the  basic  training  of  Emergency 
Medical  Technicians  and  the  equipping  of  emer- 
gency rescue  vehicles.  All  four  failed  to  win  ap- 
proval. 

Three  chiropractic  bills  were  introduced  into  the 
General  Assembly  and  all  failed  to  move  from  com- 
mittee in  the  Senate.  The  bills  would  have  per- 
mitted chiropractors  the  use  of  a hypodermic 
needle  or  syringe,  would  have  allowed  chiropractic 
participation  in  any  medical  plan  involving  the 
expenditure  of  state  funds,  and  the  third  measure 
would  have  allowed  chiropractors  to  be  paid  by 
any  non-profit  medical  service  corporation  within 
the  redefinition  of  medical  services  to  include 
chiropractic  services. 

Also  failing  to  win  approval  was  a proposal 
which  would  have  required  hospitals  to  administer 
tests  to  determine  if  a person  is  intoxicated  upon 
the  request  of  the  police  department. 

A measure  that  would  have  mandated  reimburse- 
ment for  any  optometric  service  to  a subscriber 
to  a group  accident,  accident,  group  health  or  group 
accident  and  health  insurance  policy  met  with  de- 
feat as  wlell  as  a proposal  which  would  have  pro- 
vided for  the  regulation  by  the  director  of  health 
of  premises  containing  lead  paint.  This  latter  meas- 
( Continued  on  next  page) 
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ure  passed  the  Senate  but  failed  to  get  through 
the  House. 

Another  chiropractic  measure  would  have  re- 
quired those  practitioners  to  furnish  evidence  that 
each  individual  has  completed  12  hours  of  instruc- 
tion in  chiropractic  related  subjects  in  the  year 
prior  to  the  renewal  date  of  his  license. 

A measure  which  would  have  required  the  chief 
medical  examiner  to  perform  an  autopsy  if  re- 
quested by  the  parents  of  a child  suspected  of 
having  died  as  a result  of  a “crib  death-’  failed  to 
to  win  endorsement  of  the  Assembly. 


CEDAR  CREST 
NURSING  CENTRE 


125  Scituate  Ave.,  Cranston,  R.  I.  02920 

(Approved  Medicare  Home) 


'lieu,  L ngland j l lewe.it  and  nu 
lern  ~y! pp  roved  Extended  (dare 
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Active  Medical  Staff  — Registered 
Professional  Nurses  on  All  Shifts 

SERVICES  AVAILABLE:  Occupational  Ther- 
apy, Physiotherapy,  Speech  Therapy, 
Inhalation  Therapy 

For  Information  — Call  944-8500 


Supported  by  the  Highway  Safety  Committee  of 
the  Society  but  failing  to  obtain  legislative  en- 
dorsement was  a proposal  which  would  have  re- 
quired the  Division  of  Motor  Vehicles  accident  re- 
ports and  policie  reports  to  contain  information 
concerning  whether  or  not  the  operator  and  passen- 
gers in  a motor  vehicle  involved  in  any  accident 
were  wearing  seat  belts.  The  bill  also  asked  if  any 
of  them  were  ejected  from  the  car  as  a result  of 
the  accident. 

A bill  to  mandate  consecutively  numbered  pre- 
scription forms  with  the  imprinted  seal  of  the  pre- 
server when  administering  narcotic  drugs  did  not 
emerge  from  committee.  The  prescribe!-  would  also 
have  had  to  have  on  the  prescription  his  federal 
narcotic  registry  number. 

Also  stalled  in  committee  was  a bill  providing 
that  hospital  rates  be  controlled  by  the  public 
utilities  committee,  and  that  an  assault  on  a phy- 
sician while  pursuing  his  profession  would  consti- 
tute a felony. 

The  General  Assembly  again  showed  its  dis- 
interest in  a bill  to  reduce  from  .10  to  .08  per  cent 
the  weight  of  alcohol  in  a person’s  blood  which 
would  give  rise  to  the  presumption  of  intoxication. 
A similar  bill  was  introduced  in  recent  years  by 
the  Society  but  it  failed  to  win  approval. 

Another  bill  failing  to  win  approval  from  the 
General  Assembly  concerned  an  act  prohibiting 
non-profit  hospital  service  corporations  non-profit 
medical  service  corporations,  and  private  insurance 
companies  from  denying  payments  to  hospitals, 
clinics,  licensed  medical  practitioners  and  clinical 
psychologists  for  mental  illness. 

Based  upon  the  Patients  Bill  of  Rights  promul- 
gated by  the  American  Hospital  Association,  a pro- 
posal was  introduced  to  legislate  patients  rights, 
but  the  bill  did  not  emerge  from  the  House  Health, 
Education,  and  Welfare  Committee. 


PHASE  IV 

Relative  to  President  Nixon's  Phase  IV  Anti-Inflation  Program,  the  executive  office  has 
received  the  following  statement  from  AMA: 

"The  Health  Services  Industry  is  removed  from  the  Freeze  immediately  and  returned  to 
mandatory  Phase  III  control.  This  gives  health  relatively  relaxed  treatment  until  August  12. 
This  means  that  physicians  are  restricted  to  2.5  per  cent  on  professional  fees  and  5.5  per 
cent  on  salaries.  The  sign  remains.  Final  Phase  IV  regulations  will  be  announced  by 
August  12." 
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PEER  REVIEW  GUIDELINES 

(Continued  from  June,  1973  Issue) 

VII.  CONDUCT  OF  THE  MEETING 

1.  Meetings  shall  be  conducted  with  the  ob- 
jective of  providing  to  all  parties  a full  and  fair 
hearing  and  to  enable  the  committee  to  reach  a 
fair  decision. 

2.  Committee  members  shall  have  the  privilege 
of  asking  questions  of  respondents  or  petitioners 
to  clarify  issues  placed  before  the  committee. 

3.  Meetings  shall  be  formally  opened  by  the 
Chairman,  or  a member  designated  by  him  in  his 
absence  to  act  as  chairman  with  a reading  of  an 
opening  statement  containing  the  complaint  or  a 
description  of  the  problem.  The  meeting  shall  be 
conducted  in  an  informal  manner  and  the  rules 
of  evidence  as  used  in  court  proceedings  shall  not 
necessarily  be  applicable. 

4.  A quorum  of  the  State  Peer  Review  Com- 
mittee shall  consist  of  not  less  than  50  per  cent 
of  its  members,  one  of  whom  shall  be  Chairman 
or  a member  designated  by  the  Chairman  to  be 
Chairman  pro  Tempore. 

5.  Summaries  of  meetings,  together  with  any 
other  data  which  the  committee  deems  pertinent 
to  matters  under  advisement,  along  with  the  writ- 
ten decisions,  shall  be  recorded  and  considered  con- 
fidential. 

6.  The  process  of  Peer  Review  shall  be  con- 
ducted in  such  a manner  that  the  individual  or 
agency  whose  services  are  being  reviewed  and  the 
involved  recipient  of  care  have  full  protection  of 
their  rights  to  confidentiality.  Under  no  circum- 
stances should  the  data  be  duplicated  or  recorded 
elsewhere  or  rendered  available  to  groups  that  are 
not  connected  with  the  Review  process. 

VIII.  COMPULSORY  ATTENDANCE 

Complainants  or  petitioners  or  their  representa- 
tives shall  attend  meetings  unless  granted  permis- 
sion in  writing  by  the  Chairman  of  the  State  Peer 
Review  Committee  not  to  attend.  Failure  of  com- 
plainants or  petitioners  to  attend  scheduled  meet- 
ings where  not  excused  by  the  Chairman  may  be 
deemed  a withdrawal  of  the  complaint  or  petition. 


IX .  REPRESEN  TA  TION 

1.  Witnesses  may  be  presented  on  behalf  of 
either  party  to  the  review,  and  either  party  may 
examine  witnesses  called  by  the  other.  The  Com- 
mittee shall  have  the  right  to  call  consultants,  such 
as  members  of  a Consultant  Specialty  Peer  Review 
Committee,  and  witnesses. 

2.  Records  and  documents  may  be  introduced 
by  either  party,  and  shall  be  subject  to  examina- 
tion at  the  hearing  by:  (1)  members  of  the  Peer 
Review  Committee,  (2)  the  complainant,  or  (3) 
the  respondent. 

3.  With  the  permission  of  the  Chairman,  exam- 
ination of  records  and  documents  by  any  of  the 
above  may  take  place  before  or  after  as  well  as 
during  the  hearing. 

4.  The  parties  concerned  shall  be  provided  an 
opportunity  to  explain  any  difficulties  with  respect 
to  the  inclusion  of  any  records  or  documents. 

(Continued  on  page  295) 
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Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plant. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


300104 


The  four  papers  in  this  pediatric  symposium  have  been  selected  from  the  Eighth  (1971) 
and  Ninth  (1972)  Annual  Maurice  N.  Kay  Symposia.  The  first  two  papers  are  from  the 
former  on  the  subject  of  Early  Physical  Maturity  — the  Psychological,  Sexual,  and  Social 
Problems  and  the  second  pair  from  the  latter  on  Drug  Metabolism  and  Therapy  in  Infancy 
and  Childhood  — Perspectives  in  Pediatric  Pharmacology.  The  Introductory  Remarks  derive 
from  both  the  1971  and  1972  meetings. 


I.  Introductory  Remarks 

Eighth  Maurice  N.  Kay  Pediatric  Symposium 
October  6,  1971 


By  Mary  B.  Arnold,  M.D. 

I should  like  to  convene  the  Eighth  .Annual 
Maurice  N.  Kay  Pediatric  Symposium  at  the  Roger 
Williams  General  Hospital. 

I should  like  to  welcome  all  of  our  guests  as- 
sembled here  and  extend  a very  special  welcome  to 
Mrs.  Maurice  Kay  and  Mrs.  R.  Cannon  Eley. 

To  our  moderator  and  invited  speakers,  I should 
like  to  say  thank  you  from  all  of  us  for  agreeing 
to  participate  in  this  interesting  and  surely  to  be 
lively  symposium.  Let  me  also  introduce  to  you  a 
member  of  our  Board  of  Trustees,  Mr.  Robert 
Rothman. 

Before  proceeding  with  the  scientific  portion  of 
the  program,  I should  like  to  pay  a brief  memorial 
tribute  to  the  late  Doctor  R.  Cannon  Eley,  who 
as  many  of  you  knew  was  the  inspirational  force 
behind  all  of  these  annual  symposia,  including  this 
one  today.  Cannon  died  on  April  29,  1971. 

Time  does  not  permit  a review  of  his  most  dis- 
tinguished scholarly  and  productive  career. 
After  spending  36  years  as  a leader  and 
teacher  in  Pediatrics  at  Children's  Hospital  Medi- 

MAlRY  B.  ARNOLD,  M.D.,  of  Providence,  Acting 
Chairman,  Pediatric  Department , Roger  Williams 
General  Hospital,  Providence ; and  Associate  Pro- 
fessor of  Pediatrics  (Clinical),  Brown  University 
Medical  School,  Providence 


cal  Center  in  Boston,  Doctor  Eley  resigned  his 
position  there  in  June  of  1963  to  accept  a position 
here  as  Chairman  of  the  Department  of  Pediatrics 
and  Professor  of  Pediatrics  at  Brown  University. 
One  of  Doctor  Eley’s  many  interests  in  medicine, 
which  resulted  in  a major  contribution  to  the 
Pediatric  world,  was  that  of  Post-Graduate  Medi- 
cal Education.  It  was  in  this  pursuit  that  he  made 
a major  impact  here  in  Providence,  even  before 
his  formal  appointment  at  this  Hospital.  From 
1960-1962  Doctor  Eley,  in  collaboration  with  Doc- 
tor Kay,  produced  the  first  Post-Graduate  Pedi- 
atric Symposium  at  Roger  Williams  General  Hos- 
pital. Following  the  untimely  death  of  Doctor  Kay, 
the  subsequent  programs  were  named  in  his  honor. 
Doctor  Eley,  the  architect  and  guiding  force  behind 
these  programs,  made  the  Kay  Symposium  one  of 
the  outstanding  medical  events  in  the  Providence 
Area.  In  addition  to  his  academic  genius,  Cannon 
was  a vividly  warm  human  being,  whose  wit,  total 
loyalty,  and  genuine  concern  for  his  fellow  man 
brought  him  universal  love  and  respect. 

At  the  time  of  his  death,  Doctor  Eley  had  actu- 
ally planned  the  program  which  you  are  about  to 
hear  today.  He  had  conceived  its  scope,  its  perti- 
nence to  today’s  pediatric  scene,  and  had  carefully 
selected  and  invited  each  speaker  whom  he  knew 
(Continued  on  next  page) 
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could  meld  his  particular  expertise  into  a smooth, 
informative,  and  pertinent  scientific  session.  I will 
predict  that  its  content  is  as  yet  another  testimony 
to  the  brilliance  of  Doctor  Eley  and  will  reflect  his 
energy,,  interest,  and  broad  knowledge  of  academic 
and  clinical  Pediatrics. 


The  moderator  of  today’s  program  is  Dr.  David 
Rutstein,  Ridley  Watts  Professor  of  Medicine  and 
Preventive  Medicine  at  Harvard  Medical  School. 
He  is  an  international  authority  on  the  problems 
of  epidemiology  of  disease,  infectious  disease,  and 
preventive  medicine.  May  I introduce  to  you,  Doc- 
tor David  Rutstein. 


^ ^ ^ 


II.  Introductory  Remarks 

Ninth  Annual  Maurice  N,  Kay  Symposium 
November  8,  1972 


By  Leo  Stern,  M.D. 


I should  like  to  welcome  you  all  to  this,  the 
Ninth  Annual  Maurice  X.  Kay  Symposium,  whose 
subject  this  year  is  ‘‘Drug  Metabolism  and  Ther- 
apy in  Infancy  and  Childhood  (Perspectives  in 
Pediatric  Pharmacology)". 

As  many  of  you  know,  Doctor  Kay  was  Chief 
of  Pediatrics  at  the  Roger  Williams  Hospital  from 
1951  to  his  untimely  death  at  the  age  of  53  in 
1962.  A physician's  image  in  the  eyes  of  his  peers 
and  colleagues  is  best  judged  by  what  he  leaves 
behind  him.  The  fact  that  these  symposia  estab- 
lished by  Doctor  Kay  continue  to  exist  in  his  name 
is  eloquent  testimony  to  the  esteem  a d place  of 
endearment  he  held  in  the  eyes  of  both  his  col- 
leagues and  those  fortunate  enough  to  have  been 
his  studerts. 

Doctor  Kay  was  succeeded  in  1963  by  Richard 
Cannon  Eley,  who  came  from  his  position  as  Clini- 
cal Professor  of  Pediatrics  at  Harvard  to  assume 
the  directorship  of  Pediatrics  at  this  hospital  and 
the  post  of  Professor  of  Pediatrics  at  Brown  Uni- 
versity, and  remained  at  its  helm  until  his  death 
in  April  of  1971.  This,  the  Ninth  Maurice  X.  Kay 
Symposium,  has  been  arranged  in  part  to  honor  his 

LEO  STERN.  M.D..  Director,  Department  of 
Newborn  Medicine,  Montreal  Children’s  Hospital; 
Associate  Professor  of  Pediatrics,  McGill  Univer- 
sity, Montreal. 


contribution  to  Pediatrics  and  the  care  of  children 
as  well.  It  is  of  interest  that  Doctors  Kay  and  Eley 
were  friends,  a friendship  which  no  doubt  bene- 
fited both  themselves  and  the  institution  they  both 
served  so  well. 

Doctor  R.  Cannon  Eley  is  a name  known  inter- 
nationally in  pediatric  circles,  yet  neither  his  cur- 
riculum vitae  nor  his  lengthy  list  of  publications 
and  society  memberships  nor  his  association  with 
one  of  the  early  pediatric  textbooks  comes  close  to 
the  tribute  paid  to  him  by  Doctor  Joseph  Garland 
in  an  editorial  shortly  following  his  death,  written 
in  The  New  England  Journal  of  Medicine:1 

It  is  not  the  honors  that  physicians  receive 
that  measure  their  success,  but  their  ability  and 
desire  to  serve;  their  dedication  to  their  profes- 
sion. their  simple  acts  of  kindness  and  compas- 
sion that  bring  them  the  affection  as  well  as  the 
esteem  of  their  fellows.  Cannon  Eley  was  one 
of  these. 

I would  guess  that  this  description  applies  as 
well  to  Doctor  Kay.  and  it  is  with  this  background 
of  both  that  we  now  turn  to  the  business  at  hand 
— that,  of  our  symposium  on  the  treatment  of 
children. 

Like  the  rest  of  our  society,  medicine  has  under- 
gone many  changes  in  the  last  century.  Classical 
medicine  as  practiced  in  the  days  of  Sir  William 
(Concluded  on  page  300) 
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Environmental  Influences  Upon  Time  Of  Arrival 
At  Puberty 


Methodology  Of  Measurements  Is  De- 
scribed And  Some  General  Aspects  Of 
Puberty  Are  Considered 


By  H.  Boutourline  Young,  M.D.,  F.R.C.P. 

Puberty  may  be  defined  as  the  process  of  physi- 
cal sexual  maturation.  It  may  be  differentiated 
from  adolescence,  which  includes  the  process  of 
emotional  development  and  adjustment. 

Puberty  may  be  quantified,  and  one  of  the  best 
measures  is  the  date  of  menarche  in  the  female. 
There  is  good  evidence  that  in  western  societies 
th  age  of  onset  has  been  decreasing  at  the  rate  of 
3-4  months  every  decade  for  the  past  100  years1 
(Fig.  1);  girls  now  reach  puberty  2/2  years  earlier 
than  100  years  ago.  There  is  some  evidence  that 
where  socio-economic  circumstances  have  reached 
a high  level  and  have  remained  constant  between 
generations  further  decrease  in  age  at  puberty  is 
not  occurring.2  In  one  of  our  smaller  studies'  it 
appeared  that  in  families  which  were  socially  up- 
wardly mobile  the  daughter  reached  menarche  sub- 
stantially below  the  age  at  which  the  mother  at- 
tained it,  whereas  in  socially  static  families  the 
ages  of  menarche  of  both  mother  and  daughter 
were  much  the  same. 

H.  BOUTOURLINE  YOUNG,  M.D.,  F.R.C.P., 
Yale  University  School  of  Medicine,  New  Haven, 
Connecticut. 

Read  at  the  Eighth  Maurice  N.  Kay  Pediatric  Sym- 
posium, Roger  Williams  General  Hospital,  Provi- 
dence, R.  I.  October  6,  1971. 


This  provides  some  support  for  the  nutrition- 
hygiene  hypothesis  which  supposedly  carries  in- 
dividuals close  to  their  genetic  potential  as  the 
general  conditions  of  life  improve.  However,  there 
is  little  evidence  that  these  same  environmental 
circumstances  may  influence  intellectual  or  emo- 
tional development,  and  thus  we  have  a situation 
where  there  may  be  advanced  sexual  maturity 
without  either  the  mental  capacity  or  the  emotional 
maturity  necessary  to  deal  with  the  burgeoning 
desires  and  physical  turmoil  which  accompany 
sexual  maturation. 

On  the  average,  girls  reach  puberty  about  two 
years  ahead  of  boys.  In  boys  there  is  a more  diffi- 
cult quantitive  problem  in  measurement.  Ideally, 
the  first  ejaculation  should  be  a good  point  of  ref- 
erence, but  this  is  often  difficult  to  establish.  Thus 
associated  signs  must  be  used,  even  in  girls,  as 
memory  may  sometimes  be  untrustworthy. 

There  appears  to  be  an  influence  of  major  ill- 
nesses upon  time  of  arrival  at  puberty  but  this 
does  not  appear  to  have  been  quantified. 

Trace  metals,  and  in  particular  zinc,  appear  to 
exert  a considerable  effect  upon  growth  and  time 
of  arrival  at  puberty. 

Despite  the  evidence  for  a considerable  envinon- 
( Continued  on  next  page) 
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YEAR  OF  MENARCHE 
Figure  1 

Secular  trend  in  age  at  menarche  1830-1960 


of  the  areola,  and  evident  swelling  of  breast  tissue. 
Reynolds  and  Wines13  have  described  breast  de- 
velopment stages,  and  their  classification  has  been 
widely  accepted.  The  following  stages  are  de- 
scribed: 

Stage  1 — Pre-adolescent,  confined  to  elevation 
confined  to  elevation  of  papilla. 

Stage  2 — Breast  bud,  elevation  of  breast  and 
papilla,  and  increased  areola. 

Stage  3 — Progressive  enlargement  of  and  pro- 
tuberance of  breast  and  areola. 

Stage  4 — Protuberance  of  areola  and  papilla 
above  breast,  occuring  in  something  more  than 
one-half  of  all  subjects. 

Stage  5 — Maturation:  further  increase  in  breast 
tissue,  projection  of  papilla  only,  recession  of 
aerola. 


mental  effect,  genetic  factors,  as  shown  by  twin 
studies,1  seem  preponderant. 

METHODS  FOR  ASSESSING  THE  DEVELOPMENT 
OF  YOUNG  PEOPLE  DURING  PUBERTY 
AND  ADOLESCENCE 

After  the  age  of  10  years  in  girls,  and  12  years 
in  boys,  there  will  frequently  be  evidence  of  sexual 
development.  As  indicated,  girls  come  to  puberty 
about  tw'o  years  ahead  of  boys,  but  there  is  a wide 
standard  deviation,  so  that  there  is  some  overlap 
such  that  an  early  maturing  boy  may  be  more 
precocious  than  a late  maturing  girl  of  the  same 
chronological  age.  As  stated,  both  girls  and  boys 
have  been  reaching  puberty  progressively  earlier 
over  the  past  century,  and  in  a number  of  recent 
studies  the  mean  age  of  menarche  in  girls  was 
found  to  be  well  under  13  years.3-8  Our  own 
studies  gave  a mean  of  12  years  3 months  in  well- 
nourished  Florentine  girls.7 

At  puberty  there  is  the  well-known  growth  spurt 
in  boys.  The  growth  spurt  in  height  is  somewhat 
more  intense  and  longer,  accounting  in  part  for  the 
adult  sex  differences.  The  remaining  difference  is 
mainly  accounted  for  by  the  extra  two  years  of 
growth  which  boys  have  experienced  before  the 
self-limiting  adolescent  spurt  begins.  However,  at 
all  ages,  adolescence  included,  the  growth  of  girls 
seems  less  affected  by  stress  such  as  illness  or  poor 
nutrition.9-12 

PHYSICAL  MATURATION  IN  GIRLS 

Breast : The  first  evidence  of  sexual  matura- 
tion in  girls  is  usually  the  appearance  of  a breast 
bud.  There  is  elevation  of  the  papilla,  enlargement 


The  most  recent  breast  standards  are  those  of 
Tanner14  and  it  is  urged  that  these  be  accepted, 
as  they  combine  the  best  features  of  the  previous 
classifications. 

Pubic  Hair:  The  first  appearance  of  pigmented, 
crinkly  pubic  hair  is  usually  several  months  after 
Reynolds  and  Wines’  breast  stage  2,  but  it  may 
sometimes  precede  it.  Pubic  hair  stages  may  be 
defined  as  follows: 


Child 

0. 

In  a child,  any  hair  on  pubes 
is  no  different  from  that  on 
the  abdominal  wall. 

Immediate 

1. 

Growth  on  pubes  of  long, 

Prepuberal 

downy  non-  or  only  slightly 
pigmented  hair. 

Puberal  Stages: 

Early 

2. 

Appearance  of  coarse,  pig- 
mented, crinkly  pubic  hair  in 
small  quantity. 

Middle 

3. 

Coarse,  pigmented,  crinkly 
hair  in  moderate  quantity. 

Late 

4. 

Coarse,  pigmented,  crinkly 
hair  in  considerable  quantity, 
with  the  female  pattern  of 
straight  or  concave  upper 
level,  followed  by: 

Adult 

Completion  to  the  adult  form, 
including  hair  on  the  inner 
side  of  the  thigh. 

Stage  1 may  appear  at  any  age  from  8 to  14, 
and  the  process  of  development  to  Stage  4 takes 
up  to  three  years. 
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Figure  2 

Some  physical  events  of  puberty  in  females 

The  sequence  of  some  of  the  events  at  adoles- 
cence in  girls  is  presented  in  Figure  2. 

Axillary  Hair *:  Pigmented  crinkly  hair  appears 
in  the  axilla,  usually  one  to  two  years  after  its 
first  appearance  on  the  pubes,  but  occasionally  one 
may  find  an  exception  where  it  may  take  prece- 
dence. With  the  appearance  of  a moderate  amount 
of  axillary  hair,  axillary  sweating  with  typical 
odor  may  first  appear. 

It  should  be  remembered  that  the  amount  of 
hair  pigmentation  may  vary  in  different  parts  of 
the  world;  in  Northern  Europe,  for  example,  pig- 
mentation in  some  individuals  may  be  barely  dis- 
cernable. 

CLASSIFICATION  OF  SEXUAL  MATURITY 

It  is  generally  recognized  that  it  is  useful  to 
evaluate  the  degree  of  sexual  maturity  during 
adolescence,  and  for  this  a classification  is  neces- 

*This  follows  the  same  5 point  classification  from 
0-4  as  for  pubic  hair.  However,  Stage  1 is  rarely 
seen. 


Table  1 

Classification  of  Sexual  Maturity  (girls) 
Classification  Characteristics 

1.  No  change  from  No  growth  of  puberal  hair, 
a child  no  growth  spurt. 


2.  Prepuberal  phase  Downy  pubic  hair;  usually 
first  evidence  of  growth 
spurt;  elevation  breast  pa- 
pilla, perhaps  early  budding. 


3.  First  stage  Pubic  hair,  pigmented,  coarse 

puberty  and  curly  in  small  quantity; 

budding  of  breast,  areola  en- 
largement; marked  growth 
spurt;  enlargement  of  labia. 


4.  Second  stage  Pubic  hair  as  described  above 

puberty  in  moderate  amount,  filling- 

out  of  breasts,  sometimes 
projection  of  areola  and  pa- 
pilla to  form  a secondary 
mound;  axillary  hair  as  de- 
scribed above  in  small  quan- 
tity; menarche  usual  in  this 
phase;  growth  spurt  marked, 
but  already  falling  away;  fur- 
ther growth  labia. 


5.  Third  stage  Pubic  hair  further  increased 

puberty  and  approaching  adult  quan- 

tity and  distribution;  moder- 
ate quantity  axillary  hair; 
breasts  approaching  or  reach- 
ing adult  type  configuration, 
with  recession  of  areola  to 
level  of  the  breast;  labia  ap- 
proaching or  reaching  adult 
type;  annual  growth  less 
than  before  puberty;  men- 
struation usually  well  estab- 
lished. 


6.  Adult  Further  growth  axillary  and 

perhaps  pubic  hair  to  adult 
type  and  distribution;  breasts 
adult;  labia  adult;  growth  in 
height  usually  less  than  1.5 
cm  in  previous  12  months. 


sary.  A suggested  classification  is  presented  in 
Table  1 (Boutourline  Young,  et  al.,  1963). 

Physicians  should  make  detailed  notes  on  sexual 
maturity  which  in  turn  permits  a classification 
from  1 to  6 (as  shown  in  Table  1). 

PHYSICAL  MATURATION  IN  BOYS 

Testicle : Growth  is  due  largely  to  enlargement 
of  the  seminal  tubules.  The  volume  increases  from 
the  1-2  oc  level  of  the  child  to  sometimes  more 
than  20  cc.  We  have  used  a six  point  scale  as  fol- 
lows: 

Testicular  volume : By  comparison  with  wooden 
models  shaped  like  an  ellipsoid  to  resemble 
the  human  testis,  or  better,  the  plastic  models 
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devised  by  Professor  Andre  Prader,  and  manu- 
factured by  Sandoz.  (1  cc — 25  cc). 

Key  to 

Old  Diam- 


Wooden  Volume  Length  eter 


Models 

cc 

cc 

cc 

1 

1.5 

1.6 

1.3 

2 

3.0 

2.1 

1.6 

3 

6.5 

2.8 

2.1 

4 

10.5 

3.2 

2.5  Vol  = 

0.524  x 

5 

15.5 

3.5 

2.9 

length  x 

6 

21.5 

4.0 

3.2 

diameter  sq. 

Pubic  Hair: 

As  for 

girls,  there  is 

in  the  imme- 

diate  prepuberal  period,  some  growth  on  the  pubes 
of  long,  downy,  non-  or  only  slightly  pigmented 
hair.  The  three  stages  of  puberty  are  similar  to 
those  in  girls,  except  for  the  increased  tendency 
in  the  male  for  the  pattern  to  assume  triangular 
form  at  adult  levels.  We  have  used  a five  point 
scale  as  follows: 

0 —  -no  visible  hair 

1 —  downy,  usually  unpigmented,  fine,  straight 
hair 

2 —  pigmented,  coarse,  crinkled  hair  in  small 
amount 

3 —  pigmented,  coarse,  crinkled  hair  in  moderate 
amount 

4 —  pigmented,  coarse,  crinkled  hair  in  consider- 
able amount 

Pubic  Hair  Configuration:  1 — concave;  2 — 

straight;  3 — convex. 

Axillary  Hair:  As  in  girls  growth  of  axillary 
hair  is  usually  evident  one  to  two  years  after  the 
growth  of  pubic  hair.  We  have  used  a five-point 
scale  as  follows: 

0 —  no  visible  hair 

1 —  fine,  straight  hair  in  small  amount  (relatively 
rarely  seen) 

2 —  pigmented,  coarse,  curly  or  crinkled  hair  in 
small  amount 

3 —  pigmented,  coarse,  curly  or  crinkled  hair  in 
moderate  amount 

4 —  pigmented,  coarse,  curly  or  crinkled  hair  in 
considerable  amount 

The  facial  and  body  hair  rated  from  0-4,  the 
head  hair  line  the  shape  of  the  jaw,  the  quantity 
and  quality  of  eyebrow  hair  (1-4),  and  the  quality 
of  the  voice  (1-3),  may  be  used  as  ancillary  indi- 
cators, but  the  principal  elements  in  a classifica- 
tion of  physical  development  are  the  hair  in  the 
pubic  and  axillary’  areas,  and  the  volume  of  the 
testicles. 

Overall  puberal  maturity  in  males  may  be  clas- 
sified in  a six-point  scale  as  follows: 
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1 —  as  a child:  testicular  volume  1,  generally  no 
development  of  secondary  characteristics. 

2—  prepuberal:  testicular  volume  2,  pubic  hair 
1,  axillary  and  body  hair  0,  slight  increase 

in  penile  length  and  diameter,  eyebrows,  line 
of  cheek. 

3 — -puberty,  1st  stage:  testicular  volume  3-4,  pubic 
hair  2,  no  axillary  hair,  definite  enlargement 
of  penis,  hair  on  face  and  body  1-2,  other 
variables  as  in  Figure  2,  evident  growth 
spurt. 

4 —  puberty,  2nd  stage:  testicular  volume  4, 
pubic  hair  3,  axillary  hair  2,  moderate  en- 
largement of  penis,  other  variables  as  in  Fig- 
ure 2,  evident  growth  spurt. 

5 —  puberty,  3rd  stage:  testicular  volume  5, 
pubic  hair  3-4,  axillary  hair  2-3,  further  en- 
largement of  penis,  other  variables  as  in  Fig- 
ure 2,  growth  spurt  tailing  off  rapidly;  an- 
nual increment  usually  less  than  puberty. 

6 —  adult  form:  testicular  volume  6,  voice  adult, 
pubic  hair  4,  axillary  hair  3-4,  other  varia- 
bles as  in  Figure  2,  not  more  than  1.5  cm 
growth  in  body  height  in  previous  1 2 
months. 

It  has  been  demonstrated15  that  the  following 
equation  gives  a quick  and  precise  method  for 
assessment  of  puberal  maturity  in  boys: 

0.5  (pubic  hair  rating)  + 0.4  (testicular  vol- 
ume rating)  + 

0.3  (axillary  hair  rating)  + 0.5  (constant)  = 
puberal  age 

The  physical  events  of  puberty  in  boys  are  illus- 
trated in  Figure  3. 

Peak  height  velocity  corresponds  approximately 
to  stage  3 growth  of  pubic  hair.  Subsequent  to  this 
point  is  the  spurt  in  sitting  height  and  enlargement 
of  the  larynx  with  deepening  of  the  voice. 

The  male  breast  also  experiences  changes.  The 
areola  increases  in  size  and  deepens  in  pigmenta- 
tion and  in  about  30  per  cent  of  boys  there  is  a 
distinct  swelling  which  may  last  more  than  a year. 
The  swelling  usually  commences  at  mid-puberty. 

Facial  hair  usually  begins  to  grow  w'hen  axillary 
hair  appears. 

As  in  girls,  there  has  been  a pronounced  secular 
trend  also  in  boys.  The  gain,  in  the  70  years  prior 
to  1950,  was  1.5  cm  and  0.5  kg  per  decade  for  the 
prepuberal  period,  increasing  to  2.5  cm  and  2.0  kg 
per  decade  during  adolescence  and  to  1.0  cm  per 
decade  for  the  adult.  The  velocity  curves  in  height 
also  became  earlier  by  3-4  months  every  10  years.1 
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Figure  3 

Some  physical  events  of  puberty  in  males 

There  is  some  evidence  that  the  fall  is  less  in  the 
more  privileged  social  classes.7’ 2. 

BODY  BUILD  AND  PHYSICAL  MATURATION 
Our  own  observations7  agree  with  those  of 
others1, 16  that  plumpness  or  endomorphy  appears 
to  be  associated  with  earlier  maturation.  There  is 
also  some  evidence1  that  lean  spare  subjects,  scor- 
ing high  on  linearity,  tend  to  arrive  later  at  pub- 
erty, although  in  our  limited  series  we  could  not 
confirm  this.  McNeill  and  Livson16  have  demon- 
strated endomorphy  as  the  major  predictor  of 
early  maturation.  Our  own  early  maturers  tended 
to  be  fatter  throughout  development  and  less  linear 
as  adults. 

CHANGES  IN  BODY  COMPOSITION 

After  the  age  of  8 the  measured  skin  folds  of 
girls  increase  until  maturity.  This  is  in  contrast 
to  boys,  where  there  is  a decrease  in  the  width 
of  skin  folds  on  the  limbs  during  adolescence.  The 
situation  is  illustrated  in  Figures  4 and  517,  where 
skin  folds  in  groups  of  males  and  females  are 
plotted  against  both  chronological  age  and  phase 
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Figure  4 

Skinfold  tricepts:  comparison  of  puberal  maturity 
and  age  in  years 


of  maturity.  Figure  5 shows  the  divergence  be- 
tween the  sexes  after  early  puberty  in  bone  and 
muscle.  After  this  point  the  relatively  small  sex 
differences  in  strength  and  coordination  become 
much  more  marked. 

It  is  now  possible  to  predict  fairly  accurately  at 
the  age  of  8 the  adult  height  of  a person,  and 
such  predictions  are  of  potential  value  where 
height  is  attached  to  an  occupation  involving  long 
training  (e.g.  ballerinas).  Bavley’s  prediction 
tables18  involve  consideration  of  actual  height, 
actual  age,  and  skeletal  age.  If  practicable  methods 
were  available  for  slowing  down  height,  the  meth- 
ods would  be  of  considerable  value  in  dealing  with 
the  problem  of  very  tall  girls. 

ATTEMPTS  TO  SUPPRESS  EXCESSIVE  GROWTH 
IN  GIRLS  AND  BOYS 

Estrogens  have  been  used  for  this  purpose  but 
Bayley,  Gordan,  Goldberg  and  Storment19  appear 
to  have  demonstrated  that  there  is  no  significant 
(Continued  on  next  page) 
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Bone  — Muscle  arm  (circ.) : comparison  of  puberal 
maturity  and  age  in  years 


difference  between  mature  height  after  treatment 
and  that  previously  predicted.  Estrogen  treatment 
accelerated  the  rate  of  skeletal  maturation;  and. 
since  there  was  no  change  in  predicted  height,  the 
hormone  must  also  have  increased  the  rate  of 
linear  growth  proportionately. 

However,  Prader20  has  just  reported  a signifi- 
cant shortening  of  final  adult  height  over  that  pre 
dieted  when  large  doses  were  used.  Prader  indi- 
cated that  only  two  of  the  treated  girls  had  yet 
become  pregnant,  and  this  gave  him  cause  for 
concern. 

Our  own  group21  reported  upon  the  results  of 
hormone  treatment  of  boys  ostensibly  to  increase 
their  height.  The  result  was  the  reverse  of  that 
expected  as  indicated  in  Table  2. 

THE  SECULAR  CHANGE  IN  PUBERAL  MATURITY 

There  is  9ome  evidence  that  in  the  more  privi- 
leged social  classes  menarche  is  more  likely  to 


occur  early  in  the  course  of  the  development  of 
secondary  sexual  characteristics.  This  is  shown  in 
Table  3. 7 

The  accuracy  of  recorded  age  at  menarche  has 
been  discussed  by  Livson  and  McNeill,22  who  con- 
clude that  there  may  be  expected  an  error  of  six 
months  after  an  interval  of  15-20  years.  Evidence 
from  a limited  longitudinal  study  of  Florentine 
girls  supports  this.7  Livson  sugggests  that  accuracy 
may  be  increased  by  improving  questioning  tech- 
niques. 

Menarche  comes  later  to  girls  in  families  where 
there  are  many  children.23-25  This  may  be  purely 
an  economic  effect,  although  the  reasons  are  not 
yet  entirely  clear. 

CLIMATE  AND  RACE  AND  MENARCHE 

A review  of  the  evidence  suggests  that  climate 
has  little  effect  upon  growth  or  maturation.26- 27 
Ellis28  reports  menarche  in  economically  privileged 
Nigerian  girls  as  14.3.  With  regard  to  race  there  is 
some  evidence29  that  there  may  be  differences  not 
accounted  for  by  economic  circumstances,  but  it 
is  difficult  to  separate  out  the  respective  influences 
of  race  and  body  shape,  already  referred  to  as 
associated  with  time  of  arrival  of  menarche. 

SEASONAL  VARIATION 

Both  girls  and  boys  grow  more  in  height  in  the 
spring  and  more  in  weight  in  the  autumn,  but 
there  are  wide  individual  differences,  some  chil- 
dren and  adolescents  fluctuating  very  little  with 
season  and  others  not  responding  to  the  general 
pattern.  Valsik24  reports  two  peaks  of  increased 
incidence  of  menarche;  one  in  July-September  and 
the  other,  less  marked,  at  mid-winter.  He  also 
reports  a retarding  effect  of  altitude  upon  men- 
arche, but  it  is  not  clear  if  socioeconomic  factors 
have  been  controlled. 

MENSTRUAL  SYMPTOMS,  SOCIO-CULTURAL 
FACTORS  AND  AGE  OF  ARRIVAL  AT 
MENARCHE 

It  has  been  hypothesized  that  socio-cultural 
factors  may  so  affect  attitudes  as  to  lead  to  marked- 
ly differing  prevalence  of  dysmenorrhea  in  differ- 
ent environments.  Our  own  (published)  observa- 
tions have  failed  to  support  this,  but  instead  show 
an  increased  prevalence  of  dysmenorrhea  and  poor 
attitudes  towards  menstruation  in  the  precocious 
girls.  At  least  in  the  two  cultures  of  Italy  and  the 
United  States,  the  late  developers  appear  to  ac- 
cept menarche  as  a gift,  while  those  who  arrive 
early  demonstrate  a tendency  to  attach  symptoms 
to  the  function.  If  this  work  is  confirmed,  it  may 
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Figures  in  parenthesis  are  standard  deviations. 

Taken  from  the  same  paper  as  Figure  2 with  kind  permission  of  the  publishers. 


be  helpful  in  indicating  to  school  health  educators 
where  one  of  their  investments  should  be. 

AGE  AT  MENARCHE  AND  AGE  AT  MARRIAGE 
Buck  and  Stavraky30  report  a significant  rela- 
tionship in  women  less  than  30  years  old.  This 
work  needs  to  be  confirmed  in  a sample  not  se- 
lected because  of  child  bearing. 

PHYSIOLOGICAL  CHANGES 
Shock31-  32  has  shown  that  physiological  changes 
such  as  in  systolic  blood  pressure,  oxygen  con- 
sumption, and  heart  rate,  are  in  relation  to  men- 
arche  and  not  chronological  age.  Soon  after  men- 
arche  the  blood  pressure  reaches  adult  female 
levels;  there  is  a fall  over  3 years  of  basal  meta- 
bolic rate  to  adult  values  and  a steady  decline  in 
resting  heart  rate.  In  contrast  to  boys,  there  is  no 
rise  in  the  number  of  red  blood  corpuscles  or  in 
hemoglobin  level.  Shock  has  also  demonstrated 
that  from  age  13  there  is  a sex  difference  in  alveo- 
lar CO2  tension,  boys  being  higher  than  girls.  There 
does  not  yet  appear  to  be  sufficient  information 
as  to  when  the  menstrual  cycle  fluctuation  in 
pCC>2  commences,  a heralder  of  much  greater 
changes  which  occur  during  pregnancy,33  during 
which  alveolar  pCC>2  may  progressively  fall  from 
38  mm  to  nearly  30  mm  Hg. 

Another  difference  in  sex  patterns  is  in  respect 
of  gastric  acidity.34  At  puberty  there  is  a much 
larger  increase  in  boys  in  free  HCl  secreted  in  re- 
sponse to  a test  meal.  The  difference  persists  until 
after  age  40.  The  mouth  temperature  of  girls  de- 
parts abruptly  from  the  male  trend  at  the  time 
of  puberty.46  Presumably  the  fluctuations  in  tem- 
perature with  the  menstrual  cycle  commence  with 
ovulation. 

SKELETAL  AGE 

This  important  biological  indicator  is  used  wide- 
ly in  clinical  investigations  of  growth  disturbance 
and  in  epidemiological  studies.  Different  standards 
have  been  created  for  boys  and  girls  because  girls 
are  consistently  more  mature.30-3' 

GROWTH  DISORDERS  IN  ADOLESCENT  GIRLS 
Patterns  of  growth  and  development  depend  a 
great  deal  on  heredity,  and  a first  step  in  the 
assessment  of  apparent  linear  growth  deficiency 
is  a careful  family  history  with  time  of  arrival  at 
puberty  of  parents  and  siblings  and  including  a 
prediction  of  the  adolescents'  height  from  the  mid- 
parental  height  (Garn,  Tanner).  It  is  important 
to  bear  in  mind  that  such  prediction  tables  are 
based  upon  assumption  of  adequate  environmental 
circumstances  during  growth  for  both  generations. 
At  the  extremes  of  environmental  pressure,  mature 


body  height  may  be  reduced  by  as  much  as  10 
per  cent.38  Further  investigation  of  apparent 
growth  failure  will  include  observation  of  growth 
increments  and  a medical  examination  which  will 
give  special  attention  to  presence  of  congenital 
defects,  chronic  infection  or  the  long-term  results 
of  previous  infection,  and  nutritional  disorders. 
An  x-ray  film  of  the  hand  and  wrist  and  possibly 
other  centers  for  skeletal  age  is  part  of  this  exam- 
ination. Endocrine  disorders  such  as  hypothyroid- 
ism need  to  be  excluded. 

Exclusion  of  the  above  factors  in  the  presence 
of  marked  retardation  is  an  indication  for  referral 
to  one  of  the  special  growth  clinics,  such  as  that 
conducted  by  Prof.  J.  M.  Tanner  at  the  Institute 
of  Child  Health  of  London  University.  Here  it  is 
possible  to  undertake  further  specialized  investi- 
gations such  as  determination  of  1 7-ketosteroids 
and  follicle  stimulating  hormone,  blood  glucose 
response  to  insulin,  and  chromosome  studies.  In 
a very  small  proportion  of  cases  patients  may  be 
identified  as  suitable  for  growth  hormone  treat- 
ment. 

In  Western  Societies  the  majority  of  cases  of 
growth  failure  will  have  been  identified  during 
childhood. 

Growrih  of  hair  on  the  face  and  body  may  be  a 
reason  for  seeking  the  advice  of  a gynecologist. 
Tanner1  states  that  hair  on  the  face  has  a rela- 
tively high  threshold  to  adrenal  androgens  and 
is  more  influenced  by  testosterone.  Women  in  the 
child  bearing  period  with  increased  facial  hair  have 
a greater  production  of  1 7-ketosteroids  and  a more 
masculine  body  build. 

COMMON  DISORDERS  IN  ADOLESCENTS 

Acne  provokes  much  concern  amongst  adoles- 
cents. The  prevalence  rises  from  zero  in  the  pre- 
puberal  period  to  a peak  of  30  per  cent  in  Amer- 
ican boys  in  the  final  phase  of  puberty.39  Due 
basically  to  estrogen-androgen  imbalance,  it  is 
more  common  in  males  than  females.  It  usually 
continues  for  a year  or  two.  The  treatment  of 
this  has  been  discussed  by  Gallagher,40  wrho  also 
deals  with  other  disorders,  such  as  defects  of  pos- 
ture and  the  common  orthopedic  disorders.  Flat 
feet  are  frequently  seen,  but  few7  of  them  are  pain- 
ful; these  must  be  treated.  Gallagher  has  found 
that  self-inspection  in  the  nude  by  means  of  a long 
mirror  will  encourage  an  adolescent  to  ask  for 
measures  which  may  improve  her  posture.  Im- 
proved posture  and  exercises  for  the  pectoral 
muscles  may  also  improve  the  figure,  a desire  of 
many  adolescent  girls.  It  is  also  important  to  dis- 
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tinguish  functional  from  structural  scoliosis  to 
bring  important  early  treatment  to  the  latter. 
Epiphysitis,  spondylolisthesis,  epiphysiolysis  of  the 
femoral  capital  epiphysis,  osteochondritis,  and  re- 
lated disorders  are  also  discussed  by  Gallagher. 

Fatigue  is  another  common  complaint  to  be 
dealt  with  by  a thorough  physical  examination 
with  special  attention  to  possible  anemia,  after- 
effects of  acute  disease,  such  as  mononucleosis  or 
hepatitis,  and  habits  such  as  going  to  bed  late. 
With  medical  and  hygienic  causes  excluded,  many 
cases  will  be  found  to  have  psychological  origins. 

Obesity  is  also  a common  problem  in  girls. 
Height  and  weight  tables  should  be  interpreted 
with  care  as  some  mesomorphic  girls  may  have 
excess  weight  due  to  muscle  and  bone.  Fat  may 
be  satisfactorily  measured  by  skin  calipers.41 
Obesity  occurs  when  intake  of  calories  systemati- 
cally exceed  body  requirements.  Appetite  is  regu- 
lated by  a number  of  factors,  and  it  is  important 
to  remember  that  excess  eating  may  not  only  be 
a bad  habit  but  also  may  protect  against  many 
stresses.  Many  fat  girls  exercise  little,  and  motion 
picture  studies  of  obese  subjects  at  camps  have 
confirmed  habitual  economy  of  movement  in  many 
of  them.  Before  initiating  treatment  with  diet  and 
exercise,  it  is  important  to  exclude  metabolic  de- 
fects, and  we  should  remember  that  fatness  occurs 
in  some  families  and  here  there  may  be  limits  to 
what  may  be  achieved  by  diet  and  exercise. 

There  is  a striking  incidence  of  myopia  at  ado- 
lescence42 and  also  an  increase  in  the  severity  of 
existing  myopia.43  Regular  vision  testing  is  there- 
fore particularly  indicated  at  a different  time  of 
day.  In  the  examination,  the  adolescent  should  be 
given  every  chance  to  talk  in  an  informal  at- 
mosphere, and  the  rjesults  of  the  examination 
should  be  discussed  with  her  so  that  a treatment 
partnership  is  built  up. 

PERSONALITY  CHARACTERISTICS 

Reports  from  Berkeley44  have  indicated  that 
physically  accelerated  American  adolescent  boys 
tend  to  be  more  self-confident  annd  independent 
and  less  rebellious  towards  parents  than  their 
slow-maturing  peers.  However,  this  cannot  be  gen- 
eralized, as  in  Italy  we  found  that  early  maturing 
boys  do  not  have  more  positive  self-concepts  but 
do  feel  warm  and  affectionate  towards  their  par- 
ents.45 

SUMMARY 

This  paper  has  attempted  to  describe  various 
known  environmental  influences  upon  time  of  ar- 
rival at  puberty.  Attention  has  been  given  to  meth- 


odology without  which  puberty  cannot  be  meas- 
ured. 

Various  environmental  influences  are  considered 
in  detail. 

Some  more  general  aspects  of  puberal  develop- 
ment are  also  considered. 
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Problems  Of  Emerging  Sexuality  And 
Their  Management 


Nothing  Author  Studied  in  Medical 
School  or  in  Residency  Training  Equip- 
ped Him  For  This  Presentation 


By  John  W.  Grover,  M.D. 


You  have  been  listening  to  very  well  studied  and 
documented  clinical  papers  about  adolescence.  For 
a change  of  pace  I am  going  to  move  in  a direc- 
tion which  to  me  is  logical,  but  not  as  scientific; 
it  is  a more  personal  statement.  I would  first  like 
to  thank  the  organizers  of  the  symposium  for  giv- 
ing me  the  opportunity  to  be  here,  with  particular 
respects  to  Mrs.  Kay  and  Mrs.  Eley.  I cannot 
make  any  comments  about  Cannon  Eley,  except 
that  I was  one  of  the  last  medical  students  at  Har- 
vard while  he  was  still  there;  I remember  him  only 
vaguely.  I wish  I had  had  more  contact  with  him, 
since  he  was  such  a great  person.  I have  had  con- 
tact with  David  Rutstein  since  I was  a medical 
student,  and  you  intimidate  me  a little,  David.  I 
well  remember  how  you  taught  us  to  analyze 
whether  or  not  a paper  says  what  it  set  out  to 
say;  I hope  you  don’t  try  to  do  the  same  to  my 
talk  today! 

I would  like  to  say  (and  this  is  a criticism  of 
medical  education)  that  nothing  I studied  in  medi- 
cal school  or  in  residency  training  equipped  me  for 
my  presentation.  This  should  change;  I had  to 
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change  myself  in  order  to  be  able  to  experience 
and  deal  with  the  kinds  of  problems  I will  present 
to  you.  Some  medical  schools  are  in  the  process 
of  changing,  but  I must  say,  to  make  my  position 
clear,  that  change  is  long  overdue.  Since  I did  not 
learn  about  sexuality  in  medical  school  or  in  train- 
ing, perhaps  you  should  know  something  about  who 
I am  and  how  I became  who  I am,  so  that  you  may 
listen  to  me  critically. 

I am  an  obstetrician  and  gynecologist  in  private 
practice  at  the  Massachusetts  General  Hospital 
and  the  Boston  Hospital  for  Women.  I have  worked 
with  young  people,  in  and  out  of  my  practice,  for 
five  or  more  years  dealing  with  problems  of  human 
sexuality.  I have  learned  with  them,  helped  to 
teach  them  as  I learned  and  tried  to  study  and 
gather  from  experience  those  things  that  to  me 
seem  to  be  helpful.  I have  sought  to  learn  and 
teach  what  appeared  to  be  needed  by  young  people 
as  they  grow  and  develop. 

I have  been  a vice-president  of  Planned  Parent- 
hood of  Massachusetts,  and  advisor  to  the  Preg- 
nancy Counselling  Service  and  to  other  childbirth 
education  groups.  I am  currently  a member  of 
Governor  Francis  Sargent’s  Commission  on  the 
Status  of  Women  in  Massachusetts;  so  I feel  some- 
what tuned  in  to  Women's  Liberation.  I have  three 
daughters  of  my  own;  one  is  12  and  soon  to  be  an 
adolescent,  a 10  year  old  who  almost  as  soon  will 
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be  joining  her,  and  a six  year  old.  I have  just 
written  a book  on  Venereal  Disease*  which  is  aimed 
at  young  people,  and  will  be  published  later  this 
month  (my  “plug"  for  the  day). 

I have  thought  a great  deal  about,  and  have  a 
reasonable  amount  of  direct  experience  with,  young 
people,  but  I do  not  know  all  of  their  problems. 
My  title  might  sound  to  you  as  if  I have  all  of  the 
answers,  but  again  I do  not.  Nor  do  I have  any 
special  secrets  about  their  management.  But  I 
would  like  to  talk  about  sexual  problems  of  adoles- 
cence as  I perceive  them,  with  some  thoughts  as  to 
management. 

Compounding  my  feelings  is  the  knowledge  that 
there  is  a broad  spectrum  of  education,  bias,  and 
concern  “out  there”,  in  this  audience  as  well  as  out 
in  the  world.  I recently  attended  a meeting  where 
the  following  joke  was  being  passed  around  (and 
heartedly  laughed  at).  It  concerns  population  con- 
trol. “A  woman  had  long  been  taking  birth  control 
pills  for  family  planning.  However,  she  gave  them 
up  when  her  husband  bought  a ‘condominium’.  ” 
That  kind  of  humor  turns  us  on,  yet  it  shows  fun- 
damental ignorance  about  sexuality.  It  is  one  end 
of  the  spectrum  with  which  we  must  deal.  The  op- 
posite end  is  shown  in  my  own  family.  Not  long 
ago  my  wife,  who  is  now  “liberated”  by  having 
our  youngest  child  in  school,  decided  to  take  a 
part-time  course  at  Regis  College,  not  far  from 
where  we  lived.  It  is  a course  in  social  work,  and 
her  homework  included  reading  about  divorce.  Our 
six  year  old,  in  the  first  grade,  said,  “Mommy,  why 
are  you  reading  that  book?”  My  wife  said,  “I  am 
reading  it  because  it  is  part  of  my  assignment  for 
school  at  Regis.”  Ava  said,  “But  T thought  you 
were  reading  “ Sex  in  Human  Loving?”  So  here  we 
have  a six  year  old,  aware  of  what  is  going  on  in 
our  house,  knows  the  books  we  are  reading,  and  is 
sophisticated  enough  to  ask  pertinent  questions! 
Well,  I have  a topic  to  talk  about,  so  I will  stop 
wandering.  But  I hope  you  now  have  some  ideas 
of  the  depth  and  breadth  of  the  problem. 

EARLIER  MATURING 

There  are  some  basic  and  factual  matters  which 
were  mentioned  by  our  other  speakers  that  I should 
like  to  talk  about  in  passing.  One  observation  dem- 
onstrated by  all  three  speakers  is  that  children  are 
maturing  earlier.  The  reasons  for  this  are  not  clear. 
The  better  nutrition  and  better  states  of  health  that 
Doctor  H.  Boutourline  Young  calls  on  to  show 

*VD — The  ABC’s,  John  W.  Grover,  with  Dick  Grace. 
Prentice-Hall,  1971 


that  young  people  are  physically  better  able  to 
express  their  genetic  potential  may  explain  it. 
However,  of  concern  from  my  view  is  that,  as 
maturation  takes  place  earlier,  male  and  female 
secondary  sex  characteristics  appear  earlier.  In 
previous  generations,  if  the  female  did  not  develop 
her  secondary  sex  characteristics  until  she  was  16, 
it  was  not  likely  that  she  would  become  sexually 
active  until  that  time  or  later.  In  our  present  per- 
missive society,  if  a child  has  the  bodily  features 
that  allow  for  sexual  activity,  it  is  very  likely  that 
he  or  she  will  have  some  decisions  to  make  about 
such  activity  as  soon  as  that  stature  is  attained, 
whether  the  youngster  is  11  or  12,  16  or  17.  Ex- 
posure to  the  possibility  of  sexual  activity  is  con- 
comitant with  early  maturation. 

In  addition  to  the  possibility  of  sexual  activity 
at  an  early  age,  sexual  experimentation  and  activity 
does  begin  earlier  and  earlier.  I do  not  mean  just 
the  peeking  curiosity  of  the  young  child,  or  of  the 
preadolescent,  but  genital  heterosexual  activity.  It 
has  already  been  mentioned  to  you  that  11  and  12 
year  olds  become  pregnant  and  contract  venereal 
diseases.  Quite  recently  I took  care  of  a 12  year 
old  girl  pregnant  by  her  13  year  old  boy  friend,  and 
another  adolescent  with  Y.D.  It  is  clear  that  there 
are  cultural  variations;  some  of  the  papers  by  Lee 
Rainwater  about  a ghetto  black  population  show 
that  sexual  activity  may  begin  even  before  adoles- 
cence, and  that  seven  or  eight  year  old  boys  are 
pushed  by  their  mothers  into  sexual  activity.  In 
terms  of  our  population  in  general,  sexual  activity 
and  sexual  experimentation  clearly  is  moving  down 
further  into  younger  age  groups.  I used  to  believe, 
when  I was  presented  with  a pregnant  12  year  old, 
that  it  was  likely  that  she  had  been  abused  by  an 
older  male,  or  was  a victim  of  incest.  However, 
this  is  no  longer  a valid  view..  More  and  more 
young  girls  are  pregnant  because  of  sexual  activity 
due  to  the  sexual  demands  of  themselves  and  their 
peers. 

There  are  reasons,  in  addition  to  the  early  sexual 
maturation  of  children,  for  these  occurences.  I re- 
late them  to  the  vast  social  and  cultural  changes 
that  have  taken  place  in  our  society  in  the  last 
few  decades.  We  know  American  Society  has  be- 
come rootless  and  mobile.  Families  are  constantly 
moving.  My  suburban  commuter  town  changes  30 
per  cent  of  its  population  every  year.  It  was  pointed 
out  this  morning  that  we  are  an  urban  population, 
with  60  per  cent  or  more  families  with  teenagers 
living  in  urban  centers.  Try  and  find  a place  to 
(Continued  on  next  page) 


Problems  of  Emerging  Sexuality  and  Their  Management 


275 


remember  as  home  in  an  urban  center!  I recall 
going  home  to  West  Virginia  last  summer  on  vaca- 
tion and  thinking  how  nice  it  is  to  have  a place 
to  be  from  — to  be  able  to  identify  the  mountains 
and  valleys  and  rivers  and  homes  that  were  familiar 
to  me  as  a child.  How  can  one  identify  ‘‘home” 
with  the  northwest  corner  of  the  32nd  floor  of  a 
development?  Such  rootlessness  and  homelessness 
is  dehumanizing  and  contributes  to  the  behavior 
here  discussed. 

AFFLUENCE 

The  affluence  of  our  society  is  another  aspect  I 
consider  important.  In  spite  of  our  problems  with 
inflation,  and  in  spite  of  unemployment  and  pov- 
erty, we  have  affluent  and  ambitious  parents  who 
are  often  absent,  usually  the  father,  but  quite  often 
the  mother  as  well.  Preoccupation  with  jobs  and 
making  money  takes  them  away  from  their  grow- 
ing children. 

There  are  still  other  factors:  for  instance,  the 
decay  or  decline  of  the  extended  family  and  its  in- 
fluences on  the  socialization  of  young  people;  simi- 
larly, the  general  permissiveness  of  our  society, 
where  we  have  changed  our  external  attitudes 
about  what  behavior  we  will  accept,  without  caring 
about  consequences.  The  Kitty  Genovese  case  is 
one  instance  of  our  not  caring  what  happens.  A girl 
is  killed  right  in  front  of  our  eyes,  and  we  do  not 
seem  to  care.  In  Boston  a 12  year  old  child  is  raped, 
and  we  do  not  care.  Permissiveness  as  well  as  the 
lack  of  caring  greatly  concern  me. 

Consider  also  the  stimulation  of  children  by  the 
violence  and  titillation  in  the  media  of  our  com- 
mercial society.  Much  of  what  we  see  and  hear  on 
television  and  radio,  and  much  of  what  we  read 
in  newspapers  and  magazines,  is  aimed  to  sell  prod- 
ucts. Advertising  agencies  have  discovered  that  vio- 
lence and  sex  attracts  people’s  attention,  and  sells. 
Partially  because  of  the  media  we  are  one  of  the 
most  highly  sexually  stimulated  societies  in  the 
world. 

Yet  there  are  components  of  this  problem  that 
we  refuse  to  recognize,  and  continue  to  deny.  Some 
aspects  may  be  related  to  the  technology  of  the 
times.  How  many  years  has  it  been  since  we  have 
had  television?  Not  very  many.  Yet  there  is  a 
whole  generation  of  young  people  that  has  grown 
up  under  its  influence.  There  is  a whole  generation 
that  spends  47  hours  or  more  weekly  in  front  of 
the  television  set,  and  may  witness  14,000  violent 
deaths  by  the  end  of  school.  Thus  it  seems  we 
have  a different  kind  of  youth  developing.  I call 
them  the  “media  generation”.  They  are  really 


“tuned  in”  to  what  they  see  and  what  they  hear. 
Their  music  and  their  group  activities  show  us 
this.  There  are  clear  differences  in  the  growth  and 
maturation  of  these  young  people  contrasted  with 
their  parents,  leading  to  separation,  or  a “genera- 
tion gap”. 

PEER  GROUP  PRESSURES 

Especially  powerful  young  peer  groups  have  de- 
veloped, with  pressures  on  children  to  conform  or 
to  behave  in  certain  ways.  Certainly,  we  were  sub- 
jected to  peer  group  pressures  when  we  wrere  grow- 
ing up,  but  young  people  now  have  those  pressures 
to  a greater  degree.  When  we  combine  the  young 
culture  as  it  has  developed,  the  media  with  their 
titillation,  the  permissiveness  of  society,  the  lack 
of  effective  guidance,  and  the  inability  of  parents 
to  communicate,  then  what  you  see  is  what  you 
see.  1 will  come  back  again  to  what  it  is  that  I see. 

Lack  of  guidance  lies  not  only  with  parents  but 
with  schools,  with  social  and  religious  institutions, 
and  indeed  with  the  medical  schools  and  physi- 
cians. There  is  a question  I like  to  ask  when  I am 
talking  to  professional  groups,  particularly  pedia- 
tricians and  obstetricians.  How  many  of  you  are 
involved  in  providing  sex  education  for  your  pa- 
tients? (A  few  hands  were  raised.)  I counted  fewer 
than  50  per  cent  of  hands  recently  when  I asked 
this  of  gynecologists  attending  a postgraduate 
course.  I spoke  to  the  New  England  Pediatric  So- 
ciety, asked  the  same  question,  and  similarly 
elicited  less  than  a 50  per  cent  showr  of  hands. 
These  are  the  two  groups  of  professionals  that 
should  have  the  most  concern  for  sex  education. 
Yet  they  showed  me  that  not  everyone  is  as  con- 
cerned as  I am.  I believe  pediatricians  should  as- 
say the  sex  knowledge  and  awareness  of  their  pa- 
tients. and  of  their  patients’  parents.  I deliver  the 
mother  and  hand  you  the  baby;  12  or  16  years 
later  I get  her  back  pregnant!  This  is  one  kind  of 
exchange  of  patients  that  I am  opposed  to.  If  you 
can  continue  the  educational  process  when  I give 
you  the  baby,  and  help  provide  information  that 
is  now  available  for  parents,  perhaps  we  can  foster 
healthier  and  happier  families. 

I have  written  in  my  notes  that  I should  raise 
the  question  of  whether  these  forces  that  influ- 
ence young  behavior  can  be  changed  or  altered 
for  the  better  and,  indeed,  whether  they  should  be. 
Some  of  my  colleagues  in  Boston  may  dispute  me, 
saving  that  such  conditions  have  always  existed; 
there  always  has  been  a generation  gap,  there  have 
always  been  pregnant  girls,  so  why  even  try  for 
change?  My  rebuttal  is  that  we  live  in  different 
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times.  We  have  the  mass  media,  which  do  such  a 
good  job  in  influencing  behavior  in  a negative  way. 
It  would  be  far  better  if  we  oould  use  the  media 
positively,  by  disseminating  and  using  knowledge 
we  already  have.  We  do  in  fact  have  more  knowl- 
edge. Beginning  with  Freud,  coming  down  to  Kin- 
sey, to  Masters  and  Johnson,  and  to  others  and 
spreading  in  ever  wider  circles.  We  have  learned 
much  about  sexuality,  human  sexual  behavior,  and 
reproductive  behavior  and  psychology  that  we  can 
and  must  pass  on  healthily  to  succeeding  genera- 
tions. I personally  believe,  as  you  can  see,  that  we 
can  and  ought  to  change  some  of  these  factors 
which  influence  behavior. 

We  have  talked  about  some  of  the  things  that 
are  happening  biologically,  and  behaviorally.  Now 
I would  like  to  consider  some  of  the  problems  our 
young  people  get  into,  at  least  a few  of  them.  I 
won’t  discuss  sex  identity  problems  which  may 
come  about  through  early  maturation.  Perhaps 
some  girls  who  mature  early  physically  are  not 
quite  mature  emotionally  and  cannot  as  readily 
accept  their  bodily  changes;  there  then  may  be 
dysmenorrhea,  sexual  maladjustment,  or  preg- 
nancy. The  girls  who  mature  later  may  have  grown 
more  emotionally  as  well  and  thus  may  be  better 
able  to  cope  with  the  problem.  These  factors  are 
sso  variable,  however,  that  it  is  hard  to  study 
them. 

TEENAGE  PREGNANCIES 

A previous  speaker  pointed  out  that  adolescent 
girls  who  are  pregnant  before  the  age  of  14  have 
a 30  per  cent  incidence  of  underweight  babies. 
Between  the  ages  of  14  and  16,  there  is  only  a 13 
per  cent  incidence  of  underweight  babies.  I should 
like  to  examine  those  figures  very  carefully.  We 
know  that  when  the  adolescent  becomes  pregnant 
she  does  not  tell  anyone  and  thus  does  not  have 
good  prenatal  care.  When  a woman  does  not  have 
good  prenatal  care,  she  is  more  likely  to  have  an 
underweight  baby.  So  maybe  it  is  not  just  the  age, 
but  poor  prenatal  care  that  influences  the  outcome 
of  the  pregnancy. 

There  is  no  question,  statistically,  that  there  m*w 
are  more  pregnancies  in  teenagers.  I am  disturbed 
that  we  do  not  have  more  accurate  figures,  because 
events  are  certainly  in  state  of  flux.  The  changes 
in  abortion  around  the  country  must  be  altered 
some  of  these  statistics  rapidly  and  radically;  yet 
we  can  not  be  sure  what  increasing  legal  abortion 
will  do.  The  last  year  for  which  I have  out-of- 
wedlock  pregnancy  rates  in  1968.  They  compare 
well  with  the  figures  you  were  shown  for  1967.  At 


that  time  about  9 per  cent  of  live  births  were  out 
of  wedlock.  When  we  examine  who  it  is  that  be- 
comes pregnant  and  delivers  a baby  out  of  wed- 
lcok,  we  see  that  at  least  half  of  these  women  are 
25  and  under.  As  we  go  down  the  scale,  at  15  years 
and  under  there  were  15,000  pregnancies,  and  at 
14  years  and  under  8,000  pregnancies.  But  what  is 
happening  now,  in  1971,  may  be  quite  different, 
and  we  can’t  find  it  out  yet. 

The  outcome  of  illegitimate  pregnancy  can  go 
in  directions  other  than  unwed  delivery;  abortion 
and  marriage  are  other  choices.  Abortion  has  al- 
ways been  a problem;  it  is  not  just  a new  result  of 
liberalized  abortion  laws.  The  fact  is  that  even  in 
the  United  States  today,  the  vast  proportion  of 
abortions  still  may  be  carried  out  illegally.  We  esti- 
mate one  million  induced  abortions  a year  in  this 
country.  It  is  likely  that  the  abortion  behavior  of 
the  U.S.A.  is  like  that  in  other  countries..  There 
are  countries  where  there  are  accurate  abortion 
statistics,  because  abortion  is  legal  and  available 
on  request.  Induced  abortion  is  practiced  around 
the  world,  and  it  varies  from  20  to  50  per  cent 
of  the  pregnancy  rate.  These  statistics  come  from 
countries  such  as  Japan,  Hungary,  and  Czechoslo- 
vakia. We  also  have  newer  statistics  in  this  coun- 
try regarding  abortion,  now  emerging  because  of 
the  changed  laws  in  New  York,  California,  Hawaii, 
Alaska,  and,  surprisingly,  in  Massachusetts.  For 
example,  in  Massachusetts  there  are  about  90,000 
live  births  a year.  Approximately  5,000  legal  abor- 
tions yearly  are  now  performed  in  the  state.  I know 
one  agency,  the  Pregnancy  Counselling  Service, 
which  sends  8,000  or  9,000  women  out  of  Massa- 
chusetts to  New  York  to  be  aborted.  I can  thus 
document  fairly  accurately  about  13,000  or  14,000 
abortions  done  on  Massachusetts  women  per  year! 

More  of  those  women  aborted  are  single  than 
married  (70  per  cent),  and  about  one-half  of  the 
single  girls  are  under  the  age  of  20. 

Teenage  pregnancies  can  lead  to  the  third  di- 
rection as  well:  marriage.  It  was  mentioned  that 
one  marriage  in  five  country-wide  begins  with  the 
bride  already  pregnant.  Unfortunately,  I cannot 
recall  in  how  many  of  those  marriages  the  girl 
was  under  20.  But  a large  proportion  of  them  are, 
and  that  certainly  is  a risky  way  to  begin  mar- 
riage. That  a high  percentage  of  pregnant  teen- 
agers who  marry  soon  get  divorced  is  a well  known 
observation. 

VENEREAL  DISEASE 

Venereal  disease  was  also  mentioned  this  morn- 
( Continued  on  next  page) 
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ing.  The  endemic  situation  cited  in  Baltimore  is 
amplified  the  country  round.  In  fact  last  year  the 
Public  Health  Sendee  declared  Y.D.  pandemic 
across  the  entire  United  States.  What  does  pan- 
demic mean?  Well,  it  means  that  the  Baltimore 
situation  is  not  unique.  There  are  high  schools  in 
California  where  one  student  out  of  five  will  have 
gonorrhea  in  the  course  of  the  given  year.  I am 
told  that  the  incidence  of  gonorrhea  at  one  Massa- 
chusetts high  school  has  increased  300  per  cent 
since  1970.  There  will  be  somewhere  between  one- 
and-one-half  and  two  million  cases  of  Venereal 
diseases,  including  gonorrhea  and  syphilis,  in  the 
United  States  this  year.  About  500,000  cases  will 
be  teenagers.  We  know  that  Y.D.  is  greatly  under- 
reported by  physicians.  It  is  estimated  that  only 
one-eighth  to  one-tenth  of  all  patients  with  Y.D. 
are  reported,  and  this  leads  to  poor  treatment  of 
contacts  and  persistence  of  the  reservoir  of  un- 
treated infectious  cases. 

Venereal  disease  is  a serious  social  and  medical 
problem.  It  is  expensive  to  treat  and  may  per- 
manently damage  or  sterilize  both  males  and  fe- 
males. Syphilis  and  gonorrhea  can  affect  unborn 
and  newly  born  children,  causing  stillbirth,  blind- 
ness, or  major  congenital  abnormalities.  Syphilis 
fortunately  is  not  as  common  as  gonorrhea,  making 
up  about  5 per  cent  of  Y.D.  cases.  Perhaps  this 
is  due  to  the  continued  penicillin  sensitivity  of  the 
spirochete  that  causes  syphilis.  It  may  be  that  phy- 
sicians are  treating  syphilis  when  they  give  patients 
broad-spectrum  antibiotics  for  their  "cold"  or  their 
“flu”.  But  unfortunately  this  no  longer  treats  gon- 
orrhea, since  resistant  gonoccal  strains  have 
emerged.  The  treatment  and  control  of  gonorrhea 
requires  a good  bit  more  sophistication  and  study, 
and  a lot  more  financial  backing  to  become  sig- 
nificantly effective. 

There  are  still  -other  conditions  which  affect 
young  people  because  of  their  sexual  activity;  they 
include  monilial  and  trichomonas  vaginitis,  crab 
lice,  herpes  ulcers,  and  venereal  warts.  All  of  these 
can  be  confused  with  venereal  disease,  thus  further 
compounding  the  issue.  There  remains  yet  another 
problem  area  which,  to  me,  seems  even  more  im- 
portant. Basically  I feel  that  umvanted  pregnancies 
are  preventable  and  that  Y.D.  can  be  prevented 
or  treated  if  we  are  smart  enough.  The  after  effect 
of  early  sexual  activity  in  young  people  which  con- 
cerns me  more  is  the  development  of  inappropriate 
expectations  for  sexuality,  marriage,  and  the  family. 

In  our  society  there  are  many  different  ways  in 
which  people  attempt  to  live  together  and  relate 


to  one  another,  because  they  are  unhappy  with  the 
way  things  are.  Many  of  us  believe  that  the  family 
is  in  trouble,  and  that  no  one  has  an  easy  solution. 
Yet,  for  most  of  us  the  family  is  where  we  live 
and  relate  to  each  other.  For  most  of  our  children, 
the  individual  family  is  still  where  they  will  be 
raised  and  nurtured.  But  if  one  enters  marriage 
and  family  with  inappropriate  expectations,  the 
task  of  adjustment  can  be  difficult  indeed.  I some- 
times state  as  a platitude  that  the  portals  of  ve- 
nereal disease,  pregnancy,  and  abortion  are  diffi- 
cult ones  through  which  to  enter  the  state  of  matri- 
mony. I do  not  think  chaos  is  a good  way  to  pre- 
pare young  people  for  living  together  in  families; 
yet  “chaotic”  describes  much  of  what  they  now 
experience. 

It  is  appropriate  for  us  as  professionals  in  every 
field  to  foster  ideas  and  patterns  or  examples 
of  behavior  which  strengthen  the  family,  and  which 
increase  each  individual's  capacity  to  understand 
and  to  make  responsible  decisions.  We  come  back 
again  to  what  others  have  mentioned:  learning  to 
be  responsible  about  sexuality  is  an  important  part 
of  growth  and  development  for  young  people.  The 
capacity  to  make  informed  and  responsible  deci- 
sions is  a sure  sign  of  a healthy  and  developing 
maturity. 

It  is  very  easy  to  be  discouraged  about  what's 
happening.  At  one  recent  conference  on  venereal 
disease  a statistician  calculated  that  in  another  15 
years,  based  on  current  trends,  we  would  all  have 
gonorrhea!  I do  not  believe  the  situation  is  as  bad 
as  that.  I think  there  is  some  hope  for  change.  And 
what  do  I see  that  is  hopeful?  I see  that  all  of  us 
can  be  better  informed  about  sexual  development 
and  behavior,  and  about  reproduction.  We  can 
know  more  about  disease.  There  is  more  factual 
material  available.  This  is  not  the  19th  century, 
this  is  the  20th  century.  We  have  the  great  and 
fantastic  background  of  Freud  and  his  colleagues, 
of  Kinsey,  and  of  Masters  and  Johnson.  Xow  we 
have  even  the  public  becoming  aware  of  these  find- 
ings through  the  writings  of  David  Ruben,  and 
“J”,  and  “K”,  and  “XYZ".  These  lay  writings  are 
important.  People  often  ask  me,  “What  do  you 
think  of  the  ‘Sensuous  Man'  and  the  ‘Sensuous 
Woman'?’'  Well,  in  some  ways  I believe  these 
books  are  useful,  because  they  bring  to  the  gen- 
eral public  the  idea  that  we  can  think  and  talk  and 
write  about  human  sexuality.  The  books  have  in- 
dividual biases,  to  be  sure.  But  it  is  far  better  to 
have  some  information,  to  give  us  language  with 
which  to  talk,  and  to  give  us  concepts  we  can 
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handle,  than  it.  is  to  remain  quiet  and  allow  our 
offspring  to  blunder  their  way  into  mature  living. 

SOPHISTICATION  OF  YOUTH 

We  have  to  recognize  that,  in  our  society  now, 
the  average  young  person  is  more  sophisticated 
than  we  realize.  However,  the  generation  that  con- 
trols things  is  the  really  “hung  up”  generation.  It 
is  difficult  for  us  who  are  in  our  40s  or  older,  the 
people  who  control  the  media  and  the  teaching 
institutions,  to  let  go  and  say  that  maybe  some  of 
the  attitudes  of  young  people  are  right.  How  hard 
for  us  to  recognize  that  our  children  ought  to  be 
able  to  make  some  of  their  decisions  themselves, 
and  that  we  should  give  them  some  honest  infor- 
mation to  help  them  make  appropriate  decisions. 

I would  like  to  point  out  some  of  the  things  I 
have  personally  experienced  which  assure  me  of 
the  truth  of  what  I say.  I began  making  television 
appearances  about  five  years  ago,  by  participating 
in  a panel  discussion  about  human  sexuality.  I was 
terribly  inhibited  myself,  and  so  was  everybody 
else.  Fortunately  it  was  at  a late  hour  and  prac- 
tically no  one  saw  it.  Since  then,  the  broadcasting 
media  have  begun  to  loosen  up  and  we  have  seen 
productions  such  as  the  one  on  the  beginnings  of 
life,  a very  important  production.  A year  ago  we 
in  Boston  did  an  exceedingly  frank  and  open  tele- 
vision panel  about  venereal  disease,  and  just  last 
week  there  was  a week-long  morning  series  with 
Doctor  Eleanor  Hamilton  of  New  York  City  in 
which  we  discussed  sexual  problems.  We  were  al- 
lowed to  be  perfectly  frank,  with  the  single  restric- 
tion that  we  could  not  use  “four  letter  words”,  but 
we  could  talk  about  concepts.  I drew  an  on-screen 
picture  of  the  vulva.  A year  earlier  I had  drawn  a 
picture  of  the  penis  and  the  uterus,  and  I believe 
these  pictures  on  television  to  be  New  England 
firsts!  It  shows  that  things  are  opening  up,  and 
that  the  media  are  coming  of  age.  It  may  be  that 
the  mass  media  themselves  can  be  instrumental  in 
change. 

Concepts  of  sex  education  and  education  for  fam- 
ily living  are  becoming  more  widespread  and 
accepted  than  we  know.  It  is  unfortunate  that 
as  we  become  aware  of  sexualitv,  the  conser- 
vatives among  us  begin  to  worry;  we  get 
hung-up  and  think  that  “things”  are  going  to 
happen.  We  are  concerned  about  who  is  going 
to  teach  our  child.  But  stangely,  we  do  not 
worry  about  movies  or  television,  or  what  goes 
on  in  the  streets  or  on  the  school  bus.  My  chil- 
dren have  discovered  that  the  school  bus  is  very 
sex-educational!  Education  for  family  living  clearly 


is  progressing.  The  American  Association  of  Sex 
Educators  and  Counsellors  provides  summer  work- 
shops and  teaching  experience  for  people  who  are 
to  become  sex  educators. 

If  one  is  not  comfortable  with  sexual  matters, 
he  probably  would  not  be  an  effective  sex  edu- 
cator. A teacher  should  not  force  himself  to  become 
involved  because  somebody  says  he  ought  to  be 
doing  it.  I must  point  out  that,  when  I began 
teaching,  I was  not  comfortable  discussing  sexual- 
ity. I had  heart  palpitations  and  anxiety  attacks 
when  I began  to  talk  to  patients  about  sex.  But 
one  gets  over  that  and  learns.  It  is  possible  to 
change  and  become  an  effective  sex  educator,  as 
I myself  did,  and  teachers  report  the  same. 

NEWER  EDUCATIONAL  TECHNIQUES 

Newer  educational  techniques  and  materials  are 
available.  Thank  God  we  now  have  access  to  media 
that  are  responsibly  made.  You  have  no  idea  how 
much  of  your  children’s  sex  education  comes  from 
pornography  and  from  X-rated  movies.  We  have 
deprived  them  of  their  legitimate  sex  education 
because  we  cannot  cope  with  it  in  our  families, 
and  so  they  must  get  it  elsewhere.  I conduct  a 
continuing  course  on  human  sexuality  for  young 
people  in  Weston.  Last  year  after  seeing  pornogra- 
phy and  nude  girlie  shows  in  San  Francisco,  I dis- 
cussed the  experience  with  my  class.  I asked  for 
a show  of  hands  from  this  group  of  25  high  school 
kids  if  they  had  seen  a stag  film.  One  third  of 
them  had,  two  of  them  volunteered  that  they  had 
been  projectionists!  Later,  I asked  for  a similar 
show  of  hands  of  obstetricians  and  gynecologists 
at  a post-graduate  course,  and  fewer  than  50  per 
cent  of  them  had  seen  a stag  film!  How’s  that  for 
a generation  gap? 

The  sophistication  and  knowledge  of  young  peo- 
ple today  is  staggering.  I have  several  stories  I 
would  like  to  tell  that  measure  their  sophistica- 
tion. One  story  involves  my  own  daughters  and 
myself.  I have  recently  lost  a great  deal  of  weight; 
one  morning  my  six-vear-old  said,  “Gee  Daddy, 
are  you  going  to  lose  any  weight  from  your  penis?” 
I kept  my  cool,  because  this  is  what  one  does  in 
such  a situation  and  said  that  I did  not  think  that 
I would  lose  any  weight  from  my  penis,  that  I am 
going  to  lose  weight  from  the  rest  of  my  body  and 
not  from  there.  My  nine-year-old,  listening  nearby, 
said  “Wonderful!”  The  second  story  involves  a 
television  movie  I viewed  last  night.  The  story 
takes  place  in  the  United  States  in  1994.  A family 
is  allowed  to  have  only  one  child,  and  if  they  have 
(Concluded  on  page  298) 


Problems  of  Emerging  Sexualitv  and  Their  Management 


279 


Drug  Disposition  In  The  Fetus  And  Newborn  Infant 


Newborn  Clearly  Differs  from  the  Older 
Child  in  the  Handling  of  Drags 


By  Sumner  J.  Yaffe,  M.D. 


The  developing  fetus  and  newborn  infant  are 
thought  to  be  more  susceptible  to  the  action  of 
drugs  and  chemical  agents  than  is  the  adult  organ- 
ism. This  concept  has  arisen  from  clinical  experi- 
ence and  empirical  observations  in  which  drug  ad- 
ministration to  either  the  pregnant  woman  (and 
indirectly  to  the  fetus)  or  to  the  newborn  infant 
has  been  associated  with  unexpected  adverse  and, 
at  times,  fatal  reactions.  These  have  generated 
widespread  publicity  which  has  only  served  to  per- 
petuate the  belief  that  the  newborn  infant  is  un- 
able to  handle  therapeutically  administered  agents. 
Several  recent  review  articles1’  2 have  surveyed  the 
current  state  of  knowledge  in  this  area  and  have 
emphasized  the  paucity  of  information  in  man. 
This  lack  of  data  prompted  us  to  initiate  detailed 
investigations  of  drug  disposition  in  the  human 
fetus  and  immature  infant.  This  includes  the  proc- 
ess of  drug  absorption,  distribution,  metabolism 
and  excretion  which  are  major  factors  determining 
the  duration  and  intensity  of  drug  action.  The  fol- 
lowing studies  have  been  carried  out  in  our  labora- 
tories over  the  past  several  years.  They  represent 
a very  brief  look  at  several  representative  pharma- 

SUMNER  J.  YAFFE,  M.D.,  Professor  of  Pedia- 
trics, Department  of  Pediatrics,  State  University 
of  New  York  at  Buffalo  School  of  Medicine;  Chil- 
dren’s Hospital,  Buffalo,  New  York. 

Read  at  the  Ninth  Annual  Maurice  N.  Kay  Pediatric 
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Providence,  R.  I.,  November  8,  1972. 


cokinetic  processes  in  the  young  infant.  Although 
they  are  described  separately  for  the  sake  of  clarity 
in  presentation,  all  processes  operate  together  and 
concurrently  in  vivo  and  must  be  considered  as 
such  in  prescribing  drugs  to  the  newborn  infant. 

ABSORPTION 

The  absorption  and  excretion  of  riboflavin,  a 
vitamin  which  is  absorbed  in  adults  by  a saturable 
transport  process  in  the  proximal  small  intestine, 
wTas  investigated  in  healthy,  five  day  old,  full- 
term  infants.3  A single  oral  dose  of  riboflavin  as 
the  phosphate  salt  (150  mg/sq  meter  of  body  sur- 
face) dissolved  in  10  ml  of  water  was  given  to  the 
infants  mixed  with  milk  formula  (Enfalac®). 
Urine  was  collected  by  means  of  metabolic  pan 
for  a total  of  36  hours  after  vitamin  administra- 
tion. Total  riboflavin  concentrations  in  urine  and 
serum  were  determined  by  fluorometric  methods 
described  previously.4 

The  time  course  of  urinary  excretion  of  ribo- 
flavin in  the  newborn  infants  is  strikingly  differ- 
ent than  that  found  in  older  infants,  children,  and 
adults  (Fig.  1).  While  the  maximum  urinary  ex- 
cretion rate  in  the  older  subject  is  much  higher 
(five  fold)  than  in  the  neonate,  the  duration  of 
the  maximum  rate  is  much  longer  in  the  newborn. 
Consequently,  the  total  amount  of  riboflavin  ex- 
creted in  the  urine  is  quite  similar  when  expressed 
as  the  percentage  of  the  administered  dose.  Thus, 
the  two  neonates  to  whom  oral  riboflavin  was  ad- 
ministered excreted  6 and  7.5  per  cent  of  the  dose, 


280 


Rhode  Island  Medical  Journal 


DPH 

(•/•  unbound) 


Figure  1 — Urinary  excretion  rate/dose  (ug/minute/ 
mg)  of  riboflavin  as  a function  of  time  after  oral 
administration. 

5 day  old  infant  and  0 a 10-month-old  infant. 
Reproduced  by  permission  of  Pediatrics  (published 
by  the  American  Academy  of  Pediatrics). 

while  three  to  six  month  old  infants  excrete  6 to 
8 per  cent.  To  determine  if  the  slow  and  prolonged 
excretion  of  riboflavin  in  the  neonates  is  due  to  a 
limited  renal  excretory  capacity,  riboflavin  was 
administered  parenterally  to  two  additional  in- 
fants. The  dose  was  17  mig/sq  meter  of  body  sur- 
face. The  maximum  excretion  rate  of  riboflavin 
as  a function  of  time  after  intramuscular  injection 
of  the  vitamin  was  similar  in  the  newborn  and  in 
the  older  subject.  The  maximum  excretion  rate 
was  about  seven  times  higher  than  that  noted  after 
oral  administration  of  the  vitamin.  Therefore,  it 
can  be  concluded  that  the  slow  and  prolonged  ex- 
cretion of  riboflavin  by  the  newborn  infant  after 
oral  administration  is  due  to  prolonged  absorption 
from  the  gastrointestinal  tract  rather  than  to  a 
limited  renal  excretory  capacity. 

Furthermore,  since  the  intramuscularly  admin- 
istered riboflavin  was  almost  quantitatively  recov- 
ered in  the  urine  of  the  neonates  (92  annd  93  per 
cent),  the  urinary  recovery  of  the  vitamin  after 
oral  administration  can  serve  as  an  index  of  the 
extent  of  absorption  of  riboflavin.  An  estimate  of 
renal  clearance  was  obtained  from  the  serum  con- 
centration and  urinary  excretion  data  following 
intramuscular  injection.  These  values  range  from 
60  to  78  ml/minute/1.73  sq  meter  and  are  some- 


what higher  than  the  normal  glomerular  filtration 
rate  found  in  the  newborn  using  inulin.  It  would 
appear,  therefore,  that  renal  tubular  secretion  of 
riboflavin  which  has  been  demonstrated  in  the 
older  subject  is  already  operative  to  some  degree 
in  the  neonate.  The  maximum  rate  of  excretion 
(8.65  meg/minute/sq  meter)  after  an  oral  satura- 
tion dose  of  the  vitamin  was  only  one-fifth  of  the 
maximum  rate  observed  in  older  subjects  (40.7  ± 
11.7  meg/minute/sq  meter  independent  of  age  in 
the  range  of  0.25  to  40  years).  This  may  be  due 
to  a much  lower  activity  of  the  specialized  intes- 
tinal transport  process  for  riboflavin  in  the  new- 
born. 

In  addition,  one  must  also  consider  that  capacity 
of  this  process  in  the  neonate  might  actually  be 
negligible  and  that  the  slow  absorption  may  be  due 
almost  entirely  to  passive  diffusion  which  occurs 
bver  a much  longer  segment  of  the  gastrointestinal 
tract.  Since  riboflavin  was  administered  as  the 
phosphate  salt,  there  is  a possibility  also  that  the 
phosphatase  mediated  conversion  to  riboflavin  in 
the  intestine  is  rare  limiting  in  the  neonate  and 
delays  the  absorption.  Regardless  of  the  reasons 
for  the  slow  absorption  of  riboflavin,  the  total 
amount  absorbed  from  an  oral  saturation  dose  is 
similar  to  that  absorbed  by  older  infants  when 
expressed  as  a percentage  of  the  dose  administered. 
This  is  true  because  absorption  in  the  neonate  pro- 
ceeds for  more  than  16  hours;  whereas  in  the  older 
infant  and  adult  it  only  lasts  three  to  four  hours. 
These  results  obtained  with  riboflavin  serve  to  em- 
phasize the  differences  which  may  exist  for  drug 
absorption  between  the  newborn  infant  and  the 
adult.  Very  few  investigations  have  been  published 
in  which  this  parameter  has  been  specifically  exam- 
ined. An  early  report  in  the  literature  showed  that 
the  absorption  of  a triple  sulfonamide  preparation 
was  much  slower  in  premature  infants  than  in  the 
full-term  infant.5  On  the  other  hand,  a high  speed 
of  absorption  was  noted  with  sulfisoxazole  in  in- 
fants aged  five  days.6  Similar  conclusions  have 
been  found  for  antibiotics  (chloramphenicol,  ery- 
thromycin, and  tetracyclines).  Very  little  specific 
information  exists  regarding  interactions  among 
several  drugs  and  the  rate  of  absorption  of  either 
in  this  age  group. 

The  parenteral  route  is  also  used  frequently  to 
administer  drugs,  particularly  in  the  neonate  when 
drugs  are  often  prescribed  because  of  overwhelm- 
ing illness.  The  results  with  riboflavin  demonstrate 
that  this  substance  is  absorbed  as  well  in  the  new- 
(Continued  on  next  page) 
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born  as  in  the  older  patient  following  parenteral 
administration.  Studies  in  animals  have  shown  that 
there  was  no  difference  in  the  absorption  of  mor- 
phine following  subcutaneous  injection  in  young 
and  adult  rats.7  Comparative  studies  of  absorption 
following  different  routes  of  administration  have 
shown  no  difference  in  the  absorption  of  digoxin 
between  adults  and  infants  for  both  the  oral  and 
intramuscular  routes.8  Labeled  digoxin  could  be 
detected  in  blood  five  minutes  after  oral  administra- 
tion, reaching  a peak  concentration  in  one  to  three 
hours.  Following  intramuscular  injection  the  drug 
was  detected  in  the  circulation  at  one  minute  and 
peak  levels  were  achieved  15  to  20  minutes  later. 

DISTRIBUTION 

The  next  parameter  which  I should  like  to  ex- 
amine (albeit  briefly  because  of  the  small  amount 
of  time  allotted)  is  that  of  distribution.  Through 
this  process  the  drug  which  has  entered  the  cir- 
culatory system  is  delivered  to  tissues  of  appro- 
priate body  compartments  producing  an  effect  when 
the  necessary  concentration  at  the  receptor  site  is 
reached.  The  volume  of  distribution  is  regulated 
by  several  factors,  including  rate  of  transport 
across  biologic  membranes  and  extent  of  binding 
to  protein.  The  newborn  infant  has  a much  higher 
extracellular  volume  than  the  adult.  Total  body 
water  also  is  much  greater  in  the  newborn  and 
varies  from  86  per  cent  of  body  weight  in  the 
small  premature  infant  to  70  per  cent  in  the  full- 
term  infant.  Fat  content,  on  the  other  hand,  is 
lower  in  the  premature  infant  (1  per  cent)  than 
in  the  normal  full  term  infant  (16  per  cent).  With 
these  changes  in  body  composition,  changes  in  drug 
distribution  are  to  be  expected.  Yet  few  quantita- 
tive data  are  available  regarding  this  phenomenon. 

We  investigated  the  plasma  protein  binding  of 
diphenylhydantoin  (DPH)  in  heparinized  plasma 
from  normal  and  hyperbilirubinemic  newborn  in- 
fants by  means  of  an  ultrafiltration  technique  util- 
izing carbon  14-labeled  DPH.  Fresh  cord  blood 
(mixed  arterial  and  venous)  was  obtained  from  the 
maternal  end  of  the  cord  immediately  after  birth 
before  the  placenta  was  delivered.  Plasma  from 
hyperbilirubinemic  infants  was  obtained  as  the 
first  sample  from  the  umbilical  vein  when  exchange 
transfusion  was  undertaken  as  part  of  therapy. 
Plasma  samples  were  incubated  for  30  minutes 
with  labeled  and  unlabeled  DPH  in  an  approxi- 
mate ratio  of  1:4.  Prolongation  of  the  incubation 
up  to  one  hour  did  not  affect  the  results.  The  final 
concentration  of  DPH  was  16  meg/ml,  which  is 
very  close  to  the  therapeutic  concentration  desired 


Figure  2 — Percentage  of  unbound  diphenylhydantoin 
plotted  against  the  concentration  of  total  bili- 
rubin (milligrams  per  100  ml)  in  plasma  from  20 
infants  with  hyperbilirubinemia  (0).  Percentages 
of  unbound  diphenylhydantoin  in  cord  plasmas 
from  13  normal  infants  (0)  are  also  shown. 

for  the  management  of  convulsive  disorders.  The 
unbound  fraction  of  DPH  measured  in  cord  plasma 
from  13  normal  infants  was  10.6±1.4  per  cent. 
The  corresponding  value  in  adult  plasma  is  7.4 ±7 
per  cent. 

The  range  of  values  in  individual  samples  was 
much  greater  in  the  newborn  plasma  than  in  adult 
plasma.  There  is  no  difference  in  DPH  binding 
capacity  between  cord  plasma  and  plasma  ob- 
tained by  venipuncture  from  two  newborn  infants. 
Binding  of  DPH  was  also  investigated  in  20  hy- 
perbilirubinemic  infants  where  the  concentration  of 
total  bilirubin  (mainly  unconjugated)  varied  from 
4.5  to  24.5/100  ml  of  serum.  There  was  a definite 
correlation  between  the  size  of  the  unbound  frac- 
tion of  DPH  and  the  total  concentration  of  bili- 
rubin (Fig.  2).  At  concentrations  of  bilirubin 
greater  than  20  mg/100  ml.  the  unbound  fraction 
of  DPH  was  twice  as  high  as  in  plasma  from  non- 
hyperbilirubinemic  infants.  The  correlation  be- 
comes even  greater  when  the  bilirubin/albumin 
ratio  was  plotted  against  the  percentage  of  unbound 
DPH.  This  strengthens  the  hypothesis  that  DPH 
and  bilirubin  may  compete  for  the  same  sites  on 
the  albumin  molecule.  While  the  lower  degree  of 
binding  of  DPH  in  cord  plasma  and  in  plasma 
from  newborn  infants  may  not  appear  to  be  strik- 
ing when  one  considers  percentage  of  the  drug 
bound,  it  is  of  great  significance  when  expressed 
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as  percentage  unbound,  since  this  is  the  fraction 
which  reaches  the  receptor.  In  other  words,  there 
is  up  to  twice  as  much  unbound  drug  in  cord 
plasma  than  in  adult  plasma. 

When  hyperbilirubinemia  is  present,  the  un- 
bound fraction  of  DPH  is  up  to  three  times  greater 
than  in  adult  plasma.  It  is  reasonable  to  expect 
that  similar  differences  in  plasma  protein  binding 
by  adults  and  newborn  infants  may  be  found  with 
other  drugs.  It  is  possible  that  this  difference  in 
binding  is  one  of  the  many  reasons  why  drugs  have 
been  reported  to  have  greater  effects  and  more 
often  cause  side  effects  in  neonates  than  in  adults 
when  a dose  is  calculated  on  the  basis  of  body 
weight  or  body  surface.  The  difference  in  binding 
may  be  due  not  only  to  lower  concentrations  of 
plasma  proteins(  particularly  albumin)  but  there 
may  be  also  qualitative  differences  in  the  binding 
proteins.  In  addition,  endogenous  substances  dur- 
ing the  first  few  days  of  life,  especially  hormones 
transferred  in  utero  may  occupy  binding  sites  and 
thus  reduce  binding  capacity.  One  should  bear  in 
mind  that  it  is  only  the  unbound  fraction  of  the 
drug  which  is  free  to  cross  cell  membranes  and 
reach  receptor  sites  to  exert  drug  action.  Further- 
more, when  one  considers  that  multiple  drugs  are 
administered  to  sick  infants  there  are  other  factors 
such  as  acidosis  that  may  be  present.  Then  the 
full  clinical  significance  of  plasma  protein  binding 
may  unfortunately  make  itself  apparent  with  the 
appearance  of  unexpected  side  effects  or  different 
effects  from  that  anticipated  by  the  prescribing 
physician. 

METABOLISM 

The  most  important  route  by  which  drugs  are 
eliminated  is  through  their  biotransformation  into 
inactive  compounds.  Although  some  drugs  may  be 
excreted  in  varying  degree  in  the  free  form,  most 
undergo  metabolic  transformations  which  serve  to 
increase  the  polarity  of  the  compound  and  make 
them  more  readily  available  for  excretion  by  the 
kidney.  Most  metabolic  transformations  occur  in 
the  liver,  but  other  tissues  may  have  some  meas- 
urable activity  when  examined  in  vitro  system.  The 
enzyme  systems  responsible  for  drug  metabolism 
are  usually  located  in  the  microsomal  fraction  upon 
differential  ultacentrifugation.  Experimental  evi- 
dence has  accumulated  in  several  animal  species 
as  well  as  in  man  that  the  activity  of  many  of  these 
enzymes  in  the  young  is  low  and  that  achievement 
of  adult  values  takes  varying  periods  of  time  after 
birth. 

Deficient  drug  metabolism  appears  to  have  been 


the  basis  for  many  of  the  adverse  effects  which 
have  been  noted  when  drugs  have  been  prescribed 
to  newborn  infants  and  dosage  determined  upon 
the  basis  of  body  size.  One  of  the  first  processes 
to  be  investigated  was  the  activity  of  glucuronyl 
transferase,  the  enzyme  responsible  for  the  glu- 
curonidation  of  the  important  substrate,  bilirubin. 
In  vitro  activity  in  guinea  pig  livers  revealed  ab- 
sent or  very  low  capability  in  the  fetus  and  new- 
born animal  when  compared  to  the  adult.9  Even 
though  phenolphthalein  and  not  bilirubin  was  used 
as  the  glucuronide  acceptor  and  the  studies  were 
conducted  in  guinea  pigs,  the  results  have  been 
used  to  explain  the  elevation  of  unconjugated  bili- 
rubin seen  in  the  human  newborn  and  premature 
infant.  We  have  examined  this  phenomenons  more 
specifically  employing  bilirubin  as  the  aglycone  ac- 
ceptor. Studies  in  mice  and  in  rabbits  show  that 
the  newborn  animal  metabolized  bilirubin  in  vitro 
to  the  glucuronide  at  about  25  to  30  per  cent  of 
the  rate  obtained  in  adult  liver  suspensions.  How- 
ever, in  contrast  to  the  reported  progressive  steady 
increase  in  activity  from  birth  to  adult  values  ob- 
tained in  other  animal  species,  a sharp  increase 
follows  the  low  activity  in  the  one  day  old  mouse 
to  a peak  value  at  10  days  of  age,  followed  by  a 
continuous  decline  to  the  achievement  of  adult 
values  at  approximately  two  months  of  age.  We 
have  seen  this  supranormal  peak  for  a variety  of 
other  metabolic  processes  that  we  have  examined 
in  vitro. 

Efforts  to  determine  the  regulatory  factors  for 
this  peak  have  so  far  proven  unsuccessful.  Subse- 
quently, we  determined  the  ability  of  human  neo- 
nates to  conjugate  via  the  glucuronide  pathway  by 
measuring  the  percentage  of  salicylamide  glu- 
curonide found  in  the  urine  following  the  oral  ad- 
ministration of  salicylamide  given  in  a single  dose 
at  20  mg/kg  of  body  weight.  The  amount  of  salicy- 
lamide recovered  as  the  glucuronide  was  determined 
quantitatively  and  showed  a wide  variation  among 
the  14  infants  in  whom  this  parameter  was  inves- 
tigated on  the  fifth  day  of  life.10  The  variation 
ranged  from  45  per  cent  of  the  dose  excreted  as 
the  glucuronide  to  as  little  as  8 per  cent  of  the 
dose.  Furthermore,  there  was  an  inverse  relation- 
ship between  the  serum  indirect  bilirubin  found 
on  the  fifth  day  of  life  and  the  urinary  percentage 
of  the  dose  of  salicylamide  appearing  as  the  glu- 
curonide. It  should  be  emphasized  that  in  the  nor- 
mal adult  approximately  40  to  50  per  cent  of  a 
single  oral  dose  of  the  salicylamide  appears  as  a 
(Continued  on  next  page) 
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glucuronide.  Thus,  in  a sense,  several  of  the  new- 
born infants  were  glucuronidating  at  rates  compar- 
able to  that  found  in  the  adult.  This  widespread 
variation  in  the  ability  to  form  the  glucuronide 
for  salicylamide  is  important  to  consider  in  the 
establishment  of  drug  dosages  in  the  newborn  in- 
fant. The  five  to  six  fold  difference  would  suggest 
great  difficulty  in  arriving  at  a uniform  dosage 
schedule  other  than  on  the  basis  of  individual  as- 
sessment. 

It  should  not  be  concluded  that  all  drug  meta- 
bolic pathways  are  deficient  in  the  newborn  infant. 
We  have  examined  the  process  of  sulfation  in  the 
neonatal  animals  and  have  found  that  the  neonatal 
mouse  carries  out  this  function  just  as  well  as  the 
adult  animal.11  Here  again  we  found  a very  striking 
supranormal  peak  at  28  days  of  age.  It  is  interest- 
ing that  many  sulfated  derivatives  are  found  in 
the  human  organism  as  a product  of  metabolism 
during  fetal  and  early  neonatal  life.  Most  recently 
we  have  had  an  opportunity  to  examine  oxidative 
processes  in  fetal  material  obtained  during  thera- 
peutic abortion.12  We  were  surprised  to  find  that 
the  molecular  components  of  the  mixed-function 
oxidase  system  were  present  in  amounts  comparable 
to  that  seen  in  adult  liver.  While  we  could  detect 
no  overall  activity  for  several  drug  substrates  we 
were  able  to  measure  and  record  the  hydroxylation 
of  several  endogenous  hormones  and  several  en- 
dogenous substrates,  including  the  hormone  testo- 
sterone and  the  fatty  acid  laurate.  From  examina- 
tion of  the  reaction  which  occurred  upon  the  addi- 
tion of  substrate  to  microsomal  suspensions,  we 
hypothesized  that  the  deficient  drug  metabolism  of 
the  fetus  is  due  to  the  presence  at  the  catalytic 
site  of  the  terminal  oxidase  of  endogenous  sub- 
strates with  a higher  affinity  for  that  site.  Drug 
substrates  cannot  gain  entry  to  the  site  and  thus 
are  not  oxidized  even  though  all  of  the  components 
of  the  electron  transport  chain  are  present  in  suffi- 
cient amounts.  The  rapid  increase  in  drug  meta- 
bolic activity  noted  soon  after  birth  may  be  due 
to  a decrease  in  concentration  of  endogenous  sub- 
strates no  longer  being  furnished  by  the  maternal 
organism  or  by  the  placenta.  While  we  were  able 
to  detect  the  presence  of  these  components  in 
human  fetal  liver,  we  were  unable  to  find  them  in 
several  animal  species.  This  emphasizes  again  the 
need  for  pharmacologic  studies  in  man. 

A discussion  of  drug  metabolism,  even  during  a 
brief  period  of  time,  should  not  conclude  without 
mention  of  the  possibility  of  increasing  the  activity 
of  a deficient,  enzyme  system  in  patients  of  the  neo- 


natal age  group.  The  phenomenon  of  induction 
has  been  found  in  all  animal  species  studied  and 
is  usually  produced  by  the  administration  of  any 
one  of  a long  list  of  drugs  which  are  in  common 
usage.  Most  important  of  these  are  the  barbiturates. 
Administration  is  associated  with  an  increase  in 
liver  weight  and  an  augmentation  of  microsomal 
protein  synthesis.  We  have  studied  this  phenome- 
non using  bilirubin  glucuronide  formation  as  our 
end  point.  Barbiturate  administration  to  the  neo- 
natal mouse  or  rabbit  has  been  associated  with  a 
dose  related  increased  in  bilirubin  glucuronide  for- 
mation as  determined  in  vitro.  Administration  of 
the  drug  shortly  before  term  was  also  associated 
with  a marked  increase  in  bilirubin  glucuronide 
forming  capacity  in  the  newborn  animal.  We  then 
have  applied  this  approach  to  the  human  newborn 
infants  and  have  administered  phenobarbital  with 
a significant  reduction  in  the  degree  of  hyperbili- 
rubinemia found  during  the  late  neonatal  period. 
It  should  be  emphasized  however  that  this  phe- 
nomenon of  enzyme  induction  following  drug  ad- 
ministration (in  this  case  phenobarbital)  is  a non- 
specific event.  Inductive  effects  are  not  limited  to 
one  enzyme  system,  and  this  approach  should  be 
used  with  caution  and  only  after  full  consideration 
of  the  benefit  to  be  gained  against  the  risk  of  non- 
specific induction  of  a variety  of  enzymes  whose 
effects  may  not  be  noted  or  many  years  aterwards. 

EXCRETION 

While  the  most  important  factor  in  determining 
drug  dosage  as  mentioned  above  is  that  of  drug 
metabolism,  urinary  excretion  is  the  final  route  by 
which  the  drug  is  removed  from  the  organism. 
It  is  pertinent  to  remember  that  in  a newborn 
infant  renal  function  is  not  completely  developed 
(approximately  30  to  40  per  cent  of  adult  values) 
when  utilizing  the  traditional  functional  para- 
meters. glomerular  filtration  rate,  and  renal  plasma 
flow.  Tubular  mechanisms  are  also  important  for 
the  excretion  of  some  drugs;  and,  although  this 
phenomenon  has  not  been  studied  in  depth  at  this 
age,  it  is  known  that  the  infant  cannot  secrete  as 
much  hydrogen  ions  as  the  older  child.  We  there- 
for studied  several  antibiotics  in  small  newborn 
infants  by  means  of  a microdiffusion  technique.12 
Antibiotics  are  of  particular  value  to  investigate 
because  they  are  usually  eliminated  via  renal  ex- 
cretion without  prior  metabolism.  In  addition,  they 
are  often  given  to  the  newborn  infant  for  thera- 
peutic reasons.  The  serum  half-life  of  ampicillin 
following  an  intramuscular  injection  of  10  mg/kg 
of  body  weight  declined  rapidly  during  the  first 
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POSTNATAL  AGE  (DAYS) 

Figure  3 — Correlations  of  serum  ampicillin  half- 

lives  with  postnatal  age. 

Reproduced  by  permission  of  the  Journal  of  Pedia- 
trics (published  by  C.  V.  Mosby  Co.). 

two  weeks  of  postnatal  life  with  a less  gradual 
change  at  two  to  four  weeks  and  no  further  change 
beyond  one  month  of  age  (Fig.  3). 

To  determine  if  the  postnatal  age-related 
changes  in  serum  half-life  (which  appeared  to  ap- 
proach adult  values  of  1.6  hours  by  three  weeks 
of  age)  were  independent  of  birth  weight  and  thus 
of  prenatal  age,  multiple  does  response  determina- 
tions were  made  in  infants  of  widely  varying  birth 
weights.  The  serum  half  life  always  appeared  to 
decline  with  increasing  postnatal  age,  and  the  rate 
of  change  was  nearly  identical  in  all  infants  despite 
marked  weight  differences,  which  were  recorded  at 
1100  to  1807  gm  at  birth.  Since  a direct  correlation 
exists  between  gestational  age  and  the  birth  weight 
of  a premature  infant,  these  data  suggest  that  the 
maturation  in  serum  half-life  values  is  actually 
a postnatal  phenomenon.  The  apparent  volumes 
of  distribution  of  ampicillin,  calculated  by  dividing 
the  administered  dose  by  the  extrapolated  serum 
concentration  at  0 time,  were  similar  in  all  age 
groups.  Urinary  excretion,  however,  increased  with 
increased  postnatal  age,  so  that  premature  infants 
older  than  two  weeks  excreted  32  per  cent  of  the 
dose  in  12  in  contrast  to  40  per  cent  of  the  dose 
excreted  by  adults  during  the  same  time  period. 
The  urinary  excretion  of  ampicillin  was  low  when 
serum  half-lives  were  prolonged.  With  increasing 
postnatal  age,  the  excretion  increased  and  serum 
half-lives  declined. 

These  data  suggest  that  maturation  of  renal 
mechanisms  alters  elimination  rates  and  thus  the 
serum  half-lives  of  ampicillin.  Since  only  overall 
elimination  into  the  urine  was  measured,  our  data 
do  not  define  wdiich  function,  that  is  glomerular 
filtration  rate  or  renal  tubular  excretory  capacity, 
is  more  important  for  renal  excretion  of  ampicillin 
in  the  premature  infant.  In  the  adult  penicillins 


are  excreted  mainly  by  tubular  secretion.  We  found 
the  same  results  with  several  other  penicillins: 
methicillin  and  oxacillin.  We  also  studied  several 
amino  glycoside  antibiotics  which  in  contrast  to 
penicillin  are  eliminated  mainly  by  glomerular  fil- 
tration. Patterns  of  elimination  into  the  urine  and 
serum  half-lives  for  kanamycin,  neomycin,  and 
streptomycin  were  very  similar  to  that  found  with 
penicillins.  There  appeared  to  be  a postnatal 
maturation  in  the  ability  of  the  kidney  to  eliminate 
the  drug  which  approached  adult  values  by  ap- 
proximately three  weeks  of  postnatal  age. 

We  were,  therefore,  very  much  surprised  to  find 
that  another  drug,  colistin,  which  is  also  eliminated 
by  glomerular  filtration  gave  a distinctly  different 
pattern  following  administration  of  a single  intra- 
muscular dose  of  5 mg/kg  body  weight.  Two  groups 
of  infants  were  studied  representing  a wide  range 
of  gestational  ages.  Mean  peak  concentrations  of 
14.8  to  16.4  meg/ml  were  reached  two  hours  after 
injection  in  the  two  age  groups  investigated.  The 
mean  serum  half-life  calculated  from  serial  sam- 
ples obtained  following  injection  was  2.6  hours  for 
several  infants  four  days  of  age  and  2.3  hours 
for  six  infants  who  were  12  to  51  days  of  age  when 
the  study  was  conducted.  Although  the  number  of 
patients  receiving  colistin  was  small,  the  serum 
half-lives  do  not  differ  from  published  data  in 
children  from  serum  half-lives  of  2.0  hours.  If 
glomerular  filtration  (the  principal  excretory  route 
for  colistin  in  adults)  is  the  mechanism  for  elim- 
ination in  the  small  infant,  the  serum  half-life 
should  have  been  prolonged,  as  it  was  for  other 
antibiotics  excreted  primarily  via  glomerular  fil- 
tration. These  unexpected  observations  with  colistin 
suggest  that  perhaps  the  drug  is  handled  differ- 
ently by  the  neonatal  kidney.  Most  importantly, 
they  do  not  permit  us  to  generalize  about  drug 
excretion  in  the  young  infant.  It  therefore  becomes 
a necessity  to  evaluate  each  drug  administered  to 
this  age  group  when  elimination  is  mainly  by  renal 
excretion. 

I have  attempted  to  summarize  briefly  the  major 
processes  which  determine  drug  disposition  within 
the  newborn  infant.  Time  has  not  permitted  a com- 
prehensive, in-depth  evaluation  of  any  given  para- 
meter. It  is  obvious,  however,  that  the  newborn 
infant  clearly  is  different  from  the  older  child  in 
the  way  in  which  he  handles  drugs.  Much  more 
data  are  needed  if  we  are  to  administer  drugs  dur- 
ing this  age  period  on  a rational  basis.  Studies 
must  be  individualized  because  of  the  demonstra- 
( Concluded  on  page  297) 
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Hemophilus  Influenzal  Disease-Drug  Therapy  And 
Prospects  Of  A Vaccine 


Large  Field  Trials  W ill  be  Required  to 
Assess  the  Effect  llpon  Future  Incidence 
of  Meningitis 


By  Georges  Peter,  M.D. 


The  recent  resurgence  of  interest  in  Hemophilus 
influenzae  disease  can  be  attributed  to  the  realiza- 
tion that,  in  spite  of  specific  and  effective  anti- 
biotics for  this  bacterium  in  vitro,  H.  influenzae 
meningitis  still  causes  significant  morbidity  and 
mortal ty.  Reports  of  so-called  ampicillin  “failures” 
have  led  to  several  recent  studies,  re-examining  the 
efficacy  of  this  drug  in  comparison  to  the  anti- 
biotic ampicillin  replaced,  i.e.,  chloramphenicol.1"1 
Furthermore,  during  the  antibiotic  era  of  the  past 
30  years,  an  increased  number  of  cases  of  H.  in- 
fluenzae meningitis  have  been  noted  at  several 
major  pediatric  centers.5-9 

These  considerations  have  led  to  the  develop- 
ment of  a vaccine  against  type  b Hemophilus  in- 
fluenzae which  is  now  undergoing  field  trials.  Re- 
lated studies  have  contributed  substantially  to  our 
knowledge  of  the  epidemiology  and  immunology 
of  H.  influenzae  infections,  but  at  the  same  time 
have  raised  critical  questions  that  relate  to  the 
eventual  success  of  the  present  vaccine. 

GEORGES  PETER,  M.D.,  of  Providence,  De- 
partments of  Pediatrics  and  Medicine,  Division  of 
Infectious  Diseases,  Roger  Williams  General  Hos- 
pital, Providence ; Assistant  Professor  of  Medical 
Science,  Brown  University,  Providence. 


In  the  ensuing  discussion  recent  developments  in 
the  therapy  and  in  the  immunoprophylaxis  of  H. 
influenzae  disease  will  be  reviewed. 

THERAPY  OF  MENINGITIS 

Beginning  in  the  mid-1960’s  ampicillin  replaced 
chloramphenicol  as  the  drug  of  choice  in  the  treat- 
ment of  H.  influenzae  meningitis.  The  original 
studies  of  ampicillin  in  bacterial  meningitis  did 
not  demonstrate  that  ampicillin  was  significantly 
more  effective  than  chloramphenicol  in  H.  influ- 
enzae meningitis.10-12  The  largest  of  these  studies 
was  conducted  in  Los  .Angeles  by  Weherle's  group, 
who  concluded  that  “ampicillin,  although  appear- 
ing to  be  somewhat  more  effective  than  chloram- 
phenicol in  vitro,  did  not  have  a substantially 
greater  clinical  therapeutic  benefit  than  chloram- 
phenicol”.10 This  study,  in  which  ampicillin  was 
given  in  a dose  of  150  mg/Kg/day,  and  that  by 
Fleming  et  al.  from  Toronto  in  which  the  much 
higher  dose  of  400  mg/Kg/day12  was  given,  did 
note  six  and  three  patients  respectively  with  H. 
influenzae  meningitis  who  had  positive  cerebro- 
spinal fluid  (CSF)  cultures  24  hours  or  more  after 
initiation  of  chloramphenicol.  In  contrast,  none  of 
the  ampicillin- treated  patients  had  such  slow  bac- 
teriological response.  However,  in  the  recent  retro- 
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spective  study  from  St.  Louis  by  Shackelford  et  al., 
four  ampicillin  recipients  demonstrated  such  a pic- 
ture, and  six  more  suffered  bacteriological  relapse.1 
These  studies  indicate  that  neither  agent  can  be 
expected  to  be  satisfactory  in  100  per  cent  of  cases. 

Indeed,  some  of  the  so-called  ampicillin  failures 
resulted  from  inadequate  does  or  duration  of  ther- 
apy and  others  to  focal  sequestration  of  the  or- 
ganism, necessitating  surgical  drainage,  such  as 
in  the  case  of  a subdural  empyema.13  None  of  these 
cases  has  been  associated  with  strains  of  H.  influ- 
enzae resistant  in  vitro  to  achievable  serum  con- 
centrations of  ampicillin.  Occasional  strains  in  the 
laboratory  appear  resistant  by  routine  disc  sus- 
ceptibility testing,  but  when  tested  by  tube  dilution 
prove  to  be  sensitive  and  respond  in  vitro  to  am- 
picillin.14 To  date,  clinically  significant  ampicillin- 
resistant  strains  have  not  been  reported. 

While  both  ampicillin  and  chloramphenicol  are 
considered  satisfactory  for  the  treatment  of  H. 
influenzae  meningitis  by  the  Committee  on  Infec- 
tious Diseases  of  the  American  Academy  of  Pedi- 
atrics,15 ampicillin  remains  the  initial  drug  of 
choice  for  several  reasons.  First,  this  drug  provides 
a single  drug  with  which  to  initiate  therapy  in  a 
child  with  bacterial  meningitis  before  an  organism 
has  been  identified.  Secondly,  chloramphenicol  fre- 
quently causes  bone  marrow  depression.  In  the 
Los  Angeles  study,  such  depression,  albeit  revers- 
ible, occurred  in  17  of  107  recipients.10  One  can 
argue  that  the  definite  efficacy  study  remains  to  be 
performed,  since  the  earlier  studies  have  compared 
ampicillin  and  chloramphenicol  in  varying  doses, 
duration,  and  routes  of  therapy  (including  intra- 
muscular chloramphenicol  which  the  Food  and  Drug 
Administration  no  longer  considers  acceptable). 

These  two  antibiotics  also  differ  in  two  other 
respects.  First,  ampicillin  is  bactericidal,  whereas 
chloramphenicol  is  bacteriostatic.  The  clinical  im- 
portance of  this  difference,  however,  remains  un- 
proven in  bacterial  meningitis.  The  data  from 
Weherle’s  group  in  which  ampicillin  was  compared 
to  a multiple  antibiotic  regime  of  ampicillin,  chlor- 
amphenicol, and  streptomycin  in  the  treatment  of 
bacterial  meningitis  does  suggest  that  drug  com- 
binations of  bactericidal  and  bacteriostatic  agents 
are  antagonistic.16  A second  difference  relates  to 
the  passage  of  ampicillin  and  chloramphenicol  from 
the  blood  to  the  brain  and  CSF.  Antibiotics  of  the 
penicillin  class,  such  as  ampicillin,  are  readily 
passed  from  blood  to  CSF  in  the  presence  of  in- 
flamed meninges,  but  only  poorly  in  its  absence. 
Taber,  Yow,  and  Nieberg  demonstrated  a progres- 
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sive  decline  of  the  mean  CSF/serum  ratio  of  am- 
picillin during  the  course  of  therapy  in  association 
with  the  subsidence  of  meningeal  inflammation.17 
This  percentage  ratio  falls  from  42  per  cent  initially 
to  approximately  10  per  cent  nine  days  later,  at 
which  time  the  CSF  ampicillin  concentration  in 
some  cases  could  conceivably  be  lower  than  the 
minimal  inhibitory  concentration  of  ampicillin  for 
many  H.  influenzae  isolates.  In  contrast,  the  pas- 
sage of  chloramphenicol  into  brain  and  into  CSF 
is  excellent  irrespective  of  the  presence  or  absence 
of  inflammation.  Table  1 summarizes  plasma/CSF 
ratios  for  these  and  other  antibiotics.18 

No  unanimity  of  opinion  on  ampicillin  dosage 
in  bacterial  meningitis  has  been  established.  The 
studies  with  ampicillin  at  150  mg/Kg/24  hours  and 
at  400  mg/Kg/24  hours  have  yielded  similar  re- 
sults. Since  toxicity  is  not  increased  at  the  higher 
dose  the  trend  in  many  centers  has  been  to  give 
400  mg/Kg/24  hours.  The  datum  on  CSF  levels 
of  ampicillin  indicates  that  a high  dose  is  most 
important  toward  the  end  of  therapy.  Our  recom- 
mendation has  been  to  give  300-400  mg/Kg/24 
hours  intravenously  in  boluses  at  four  hour  inter- 
vals for  the  duration  of  therapy. 

After  therapy  is  initiated  a repeat  lumbar  punc- 
ture (LP)  24-36  hours  later  is  indicated  to  de- 
termine if  the  CSF  has  been  sterilized.  The  LP 
is  routinely  performed  again  just  before  comple- 
tion of  therapy,  by  which  time  the  spinal  fluid 
cell  count  and  protein  should  be  returning  to  nor- 
mal, with  mononuclear  cells  predominating  in  the 
•CSF  differential,  while  the  glucose  is  normal.  In 
some  cases,  however,  hypoglycorrhacia  may  per- 
sist and  does  not  necessarily  imply  persistent  in- 
fection, but  rather  persistently  abnormal  brain 
(Continued  on  next  page) 
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glucose  metabolism.  In  bacterial  meningitis,  hypo- 
glycorrhachia  appears  to  result  from  increased 
glucose  utilization  by  the  brain  in  consequence  of 
increased  cerebral  glycolysis  relative  to  glucose 
oxidation.19  A constant  rate  of  energy  production 
by  the  brain  in  such  circumstances  necessitates 
increased  glucose  utilization,  since  glycolysis  is  a 
much  less  efficient  method  of  producing  high  energy’ 
phosphates  than  is  oxidation.  These  biochemical 
changes  appear  to  result  from  tissue  damage  in- 
duced by  infection,  anoxia,  trauma,  inflammation, 
or  any  combination  thereof.  Glucose  consumption 
by  leukocytes  and  bacteria  is  too  small  to  account 
for  significant  changes  in  the  CSF  glucose  con- 
centration in  bacterial  meningitis.  Discontinuation 
of  antibiotics  after  an  appropriate  course  in  a 
patient  with  a persistently  low  CSF  glucose  is 
indicated  if  the  patient’s  other  clinical  parameters 
are  consistent  with  adequately  treated  bacterial 
meningitis.  Such  a patient  should  subsequently  be 
observed  closely  and  undergo  another  LP  48  hours 
later. 

How  long  is  an  appropriate  course  of  antibio- 
tics? This  question  is  best  answered  by  the  pa- 
tient’s response  to  therapy,  but  in  general  10  days 
of  antibiotics  is  sufficient.  Fleming  in  Toronto  ad- 
vises that  7 days  of  ampicillin  at  400  mg/Kg/ day 
is  sufficient  in  most  cases,20  while  the  Los  Angeles 
(L.A.)  County  group  (150  mg/Kg/day  continue 
treatment  until  the  patient  has  been  afebrile  for 
at  least  5 days  and  the  CSF  cell  count  is  less  than 
30/mm3  with  5 per  cent  or  less  polymoqjhonuclear 
leukocytes,  the  glucose  is  normal,  and  the  protein  is 
normal  or  nearly  so.14  Fleming  contends  that  such 
criteria  unnecessarily  prolong  therapy  and  hos- 
pitalization, since  his  patients  at  the  end  of  7 days 
therapy  often  do  not  satisfy  the  L.A.  criteria.-0 
Results  at  either  center  are  similar,  and  the  differ- 
ence of  opinion  on  duration  may  relate  to  the  dif- 
ference in  ampicillin  dosage. 

Fever  alone  should  not  be  used  as  the  only 
evidence  in  support  of  persistent  meningeal  infec- 
tion, since  continuing  or  recurrent  fever  at  the 
end  of  a week  of  therapy  is  commonly  due  to 
phlebitis,  drug  fever,  a subdural  sterile  effusion, 
or  a nosocomial  viral  infection.-1  Since  fever  can 
also  be  due  to  mastoiditis,  sinusitis,  septic  arth- 
ritis (undrained),  subdural  empyema,  or  inade- 
quately treated  meningitis,  good  clinical  judgment 
remains  the  best  guide. 

Antibiotic  therapy,  however,  is  only  one  aspect 
of  the  management  of  patients  with  bacterial  men- 
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ingitis.  In  comparison  to  the  5-10  per  cent  mor- 
tality in  the  1950's,  the  mortality  rate  at  Children’s 
Hospital  in  Boston  of  bacterial  meningitis  de- 
creased in  the  subsequent  decade  to  2.1  per  cent 
and  to  1.5  per  cent  for  H.  influenzae  meningitis 
Table  2 demonstrates  a steady  decline  in  the  mor- 
tality figures  in  the  1960's.  Since  ampicillin  did 
not  replace  chloramphenicol  until  1965-66,  this 
decline  is  probably  attributable,  at  least  in  part, 
to  improved  supportive  care.  Attention  must  be 
given  to  fluid  and  electrolyte  balance,  pH,  tissue 
oxygenation,  blood  pressure,  and  treatment  of  com- 
plications such  as  cerebral  edema  and  airway  ob- 
struction in  the  management  of  bacterial  menin- 
gitis. 

OTITIS  MEDIA 

While  H.  influenzae  is  sensitive  in  vitro  to  a 
variety  of  antibiotics,  including  penicillin  G,  ampi- 
cillin, chloramphenicol,  erythromycin,  polymyxin, 
and  tetracycline,  clinical  response  does  not  always 
correlate  with  this  sensitivity.  For  example,  H. 
influenzae  otitis  media  often  does  not  respond  to 
erythromycin.  Howie  and  Ploussard,  who  routinely 
perform  middle  ear  aspirates  in  patients  with  otitis 
media,  were  able  to  recover  H.  influenzae  from 
17  of  20  patients  with  otitis  media  treated  with 
erythromycin.22  While  antimicrobial  activity  was 
demonstrable  in  the  middle  ear  fluid,  the  concen- 
tration was  less  than  the  minimal  inhibitory  con- 
centration (MIC)  of  erythromycin  for  many  H. 
influenza  strains.  H.  influenzae  is  sensitive  in  vitro 
to  the  relatively  low  concentrations  of  ampicillin 
achieved  by  the  currently  recommended  doses  (50- 
100  mg/Kg/d).  A sulfonamide  and  penicillin  is 
an  effective  alternative  regime  in  the  treatment  of 
otitis  media  in  young  children. 
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An  interesting  observation  in  patients  with  otitis 
media,  with  possible  important  implications  for  the 
efficacy  of  the  present  vaccine,  has  been  the  demon- 
stration of  non-encapsulated  H.  influenzae  strains 
in  middle  ear  aspirates.  Harding  et  al.  at  Chil- 
dren’s Hospital  in  Boston  recently  found  that  90 
per  cent  of  H.  influenzae  isolates  from  the  middle 
ear  exudate  of  children  with  symptomatic  otitis 
media  were  non-typable,  and  only  9 per  cent  were 
type  b.23  These  non-encapsulated  organisms  have 
usually  been  considered  non-pathogenic  in  chil- 
dren. 

THE  VACCINE 

Approximately  60  per  cent  of  bacterial  menin- 
gitis in  children  is  caused  by  H.  influenzae;  90  per 
cent  of  these  cases  occur  in  children  under  4 years 
of  age,  and  the  majority  occur  in  infants.  A re- 
cent epidemiological  study  in  Mecklenberg  County, 
North  Carolina  indicated  that  the  attack  rate  for 
H.  influenzae  meningitis  during  a 5 year  period 
is  one  per  400  (births.24  In  comparison,  the  inci- 
dence of  cystic  fibrosis  is  approximately  one  per 

2.000  births,  while  Down's  syndrome  occurs  in 
about  every  500  births.  Furthermore,  the  number 
of  cases  of  H.  influenzae  meningitis  during  the 
last  30  years  appears  to  have  increased  in  several 
major  pediatric  centers,  including  Los  Angeles,5 
Toronto,6  Boston,7  Pittsburgh,8  and  Columbus, 
Ohio.9 

While  the  mortality  of  this  disease  in  the  past 
decade  has  decreased  slightly  to  less  than  5 per 
cenit,  no  data  suggest  that  the  incidence  of  signifi- 
cant and  permanent  neurological  impairment 
among  surviving  children  has  decreased.  Studies 
by  Sproles  et  al.25  and  Sell  et  al26  indicate  that  40 
per  cent  of  the  survivors  suffer  permanent  neuro- 
logical sequelae.  Based  upon  these  morbidity  and 
mortality  estimates  and  recent  epidemiological 
studies,  300-1000  children  are  estimated  to  die 
each  year  and  3,000-6,000  survivors  suffer  per- 
manent sequelae  from  this  disease.  In  comparison, 
poliomyelitis  in  1953  caused  800  deaths  and  5,000 
survivors  with  sequelae,  while  measles  in  1958  was 
responsible  for  552  deaths  and  an  estimated  2,000- 

3.000  children  with  sequelae.  Furthermore,  H.  in- 
fluenzae is  an  important  cause  of  septic  arthritis 
and  epiglottitis  in  children  and  occasionally  re- 
sults in  pneumonia,  empyema,  and  cellulitis. 

Each  of  these  diseases  is  caused  by  an  encap- 
sulated, typable  strain  of  Hemophilus  influenzae, 
essentially  all  of  which  are  type  b.  These  diseases 
are  invasive  in  contrast  to  localized  H.  influenzae 


disease,  such  as  otitis  media.  The  capsule  in  typ- 
able H.  influenzae  strains  is  comprised  of  a type 
specific  polysaccharide  which  in  type  b strains 
is  a polymer  of  a pentose  sugar,  polyribophosphate 
(PRP).  The  other  types  of  encapsulated  H.  influ- 
enzae, in  contrast,  have  capsules  formed  of  hexose 
sugars.  The  available  evidence  indicates  that  the 
type  b capsule  confers  pathogenicity.  That  human 
resistance  to  invasion  by  type  b strains  results 
from  anti-capsular  (or  anti-PRP)  antibody  is  sug- 
gested by  the  following: 

1)  Nearly  40  years  ago  Fothergill  and  Wright 
observed  an  inverse  correlation  among  different  age 
groups  between  the  prevalence  of  H.  influenzae 
meningitis  and  the  bactericidal  activity  in  whole 
blood  against  the  organism,  but  not  against  un- 
encapsulated strains.27  This  activity  was  later 
found  to  be  mediated  by  serum  antibody  and  com- 
plement. The  nearly  universal  finding  of  serum 
anti-H.  influenzae  b antibody  among  adults  cor- 
relates with  the  rarity  of  this  type  of  meningitis 
in  adults.  Similarly,  disease  is  rare  among  new- 
borns, whose  serum  bactericidal  activity  and  re- 
sistance are  presumably  transplacental-acquired. 
Recent  studies  from  Children’s  Hospital  have  re- 
affirmed these  findings.28 

2)  Children  with  congenital  agammaglobuline- 
mia are  very  susceptiible  to  pyogenic  bacteria,  and 
particularly  to  H.  influenzae,  type  b until  therapy 
with  commercial  gamma  globulin  is  prophvlactic- 
ally  instituted.  Gamma  globulin  has  proved  ex- 
tremely effective  in  preventing  H.  influenzae  in- 
fections in  these  patients. 

3)  In  the  1940’s  the  mortality  of  H.  influenzae 
meningitis  was  reduced  by  the  therapeutic  use  of 
intravenous  rabbit  anti-H.  influenzae  b serum.29 
In  animals  pre-absorption  of  the  immune  sera  with 
the  capsular  antigen  eliminated  the  protective  ef- 
fect.30 Most  recently  post-immunization  serum 
from  an  adult  immunized  with  PRP  has  been  dem- 
onstrated to  protect  weanling  rats  against  ap- 
proximately 10  times  the  LD5o  dose  of  H.  influ- 
enzae b,  whereas  pre-immunization  sera  did  not. 

(Polyribophosphate,  therefore,  is  the  obvious, 
initial  choice  for  an  effective  vaccine  against  in- 
vasive H.  influenzae  disease.  PRP  is  readily  puri- 
fied from  liquid  cultures  of  a strain  of  H.  influ- 
enzae b,  and  has  been  shown  to  be  non-toxic  in 
animal  studies.  Two  groups  of  investigators  have 
prepared  this  vaccine  and  initiated  early  trials,  one 
at  Children’s  Hospital  in  Boston  under  the  direc- 
( Continued  on  next  page) 
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tion  of  Drs.  David  H.  Smith  and  Porter  Anderson 
and  the  other  at  the  National  Institutes  of  Health 
(N.I.H.)  under  Dr.  John  Robbins  by  our  group 
in  Boston. 

The  initial  studies  were  performed  in  62  adult 
volunteers  who  received  PRP  in  doses  of  0.0067 
to  67  meg  intramuscularly  or  intradermallv.  Anti- 
body activity  was  assayed  in  recipients  prior  to 
and  2-3  weeks  after  immunization  by  bactericidal 
and  passive  hemaglutination  assays.  PRP  doses  of 
0.0067  meg  in  two  subjects  did  not  raise  anti-PRP 
activity,  but  0.067  meg  produced  significant  rises 
in  roughly  half  and  0.67  meg  or  greater  stimulated 
antibody  in  essentially  all  recipients.  Responders 
are  defined  as  those  with  4-fold  or  greater  rise  in 
titer.  Non-responders  who  received  0.67  meg  or 
more  all  had  high  pre-immunization  titers,  and  of 
those  who  did  not  respond  by  the  bactericidal 
assay  all  but  one  had  a significant  rise  in  passive 
hemagglutination  activity.  The  two  routes  of  vac- 
cine administration,  intradermal  and  intramuscu- 
lar, were  both  very  effective  in  producing  signifi- 
cant rises  in  antibody  titers. 

The  vaccine  was  generally  innocuous  for  those 
immunized.  Approximately  3/5  of  those  receiving 
the  vaccine  intradermally  had  delayed  erythema 
at  the  injection  site,  accompanied  in  a few  in- 
stances by  induration.  No  visible  reactions  resulted 
from  the  intramuscular  injection.  Slight  tender- 
ness at  the  injection  site  was  noted  by  4 of  7 re- 
cipients of  67  meg.  Two  individuals  who  received 
6.7  meg  intradermally  reported  headache,  one  of 
whom  also  had  malaise  and  fatigue,  for  which  other 
causative  factors  than  the  vaccine  could  not  be 
excluded. 

Subsequently,  we  initiated  a vaccine  trial  in 
young  children  to  assess  the  toxicity  and  immuno- 
genicity  of  PRP  in  children.  The  140  children  who 
participated  were  in  good  health  and  ranged  in 
age  from  5 months  to  4 years  and  1 1 months.  Doses 
of  PRP  of  0.67,  3.3,  17,  or  67  meg  were  given 
intramuscularly.  Reactions  for  the  first  3 days 
after  immunization  were  recorded  by  the  parents 
who  had  been  instructed  to  record  temperatures 
and  inspect  the  injection  sites. 

The  immunizations  were  generally  well  toler- 
ated. A few  children  developed  coincidental  ill- 
nesses, including  one  with  otitis  media  and  another 
with  pharyngitis,  for  which  they  were  seen  by 
their  pediatrician.  These  children  are  excluded  from 
Tables  3 and  4,  which  summarize  the  observed  re- 
actions considered  possibly  related  to  the  vaccine. 


Table  3 demonstrates  that  the  local  reactions 
were  most  frequent  among  recipients  of  the  67 
meg  dose.  Most  local  reactions  consisted  of  pain 
only,  a symptom  also  noted  previously  in  adult 
recipients  of  this  dose.  The  pain  was  mild,  elicited 
only  by  palpation,  and  disappeared  in  most  by  the 
second  day  and  in  all  by  the  third  day.  Similarly, 
erythema  and  induration  usually  were  noted  only 
on  the  evening  after  immunization  and  was  one 
inch  or  less  in  diameter.  In  no  case  did  the  parents 
oonsider  these  local  reactions  marked  enough  to 
notify  their  pediatrician. 

Among  systematic  reactions  (Table  4),  fever 
was  observed  in  25  children,  most  commonly  among 
the  recipients  of  67  meg.  Nearly  75  per  cent  (18 
of  25)  of  these  children  had  fevers  below  101  °F, 
the  significance  of  which  is  not  clear,  since  normal 
young  children  occasionally  have  evening  tempera- 
tures in  this  range.  If  one  accepts  only  tempera- 
tures of  101  °F  or  greater  as  abnormal,  only  7 of 
140  recipients  were  febrile.  The  highest  tempera- 
ture reported  was  101. 8°F.  Fever  usually  occurred 
either  on  the  first  or  second  day.  Of  the  25  chil- 
dren with  any  fever,  only  3 children  had  systemic 
symptoms.  Two  siblings  had  mild  rashes  of  the 
face  and  arms,  and  a third  child  vomited  the  night 
after  immunization  experienced  with  subsequent 
anorexia.  Etiologies  other  than  the  immunization 
for  these  symptoms  could  not  be  ruled  out. 

In  all  cases  these  local  and  systemic  reactions 
were  mild,  and  in  most  cases  they  would  have 
been  unnoticed  had  the  parents  not  been  instructed 
to  make  specific  observations. 

Serological  data  are  available  from  125  of  the 
140  vaccine  recipients  (Table  5).  The  antibody 
concentrations  in  this  study  were  measured  by 
radioimmunoassay  which  is  a much  more  sensi- 
tive assay  than  the  bactericidal  and  hemagglutina- 
tion assays  utilized  in  the  previously  described 
vaccine  study.  Significant  antibody  response  is  de- 
fined as  a rise  in  antibody  concentration  greater 
than  two  standard  deviations  of  the  pre-immuniza- 
tion concentration.  This  definition  thus  gives  a 95 
per  cent  confidence  limit.  In  nearly  all  cases  these 
rises  were  50  per  cent  or  greater.  By  this  definition 
doses  of  3.3  and  17  meg  of  PRP  produced  antibody 
rises  in  85  per  cent  of  recipients.  With  67  meg,  only 
half  of  the  recipients  demonstrated  rises.  Geometric 
mean  titers  wTere  distinctly  higher  in  the  3.3  and 
17  meg  groups  than  in  the  0.67  and  67  meg  re- 
cipients. 
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Table  3 

Reported  Local  Reactions  During  3 Days 
Subsequent  to  PRP  Immunization 


PRP  Dose 

(meg)  and 

Volume 

(ML) 

Reaction 

0.67 

3.3 

17 

67 

(0.1) 

(0.4) 

(0.1) 

(0.4) 

Erythema 

1 

0 

0 

3 

Pain 

0 

0 

1 

7 

Erythema  & 

0 

0 

1 

1 

Induration 

0 

0 

0 

1 

Erythema  & Pain 

Erythema  & 

0 

1 

0 

0 

Induration  & Pain 

Total  No.  of  Children 

With  Reactions 

1 

1 

2 

12 

No.  of  Children 
Receiving  PRP 

34 

35 

36 

35 

Table  4 

Reported  Systemic  Reactions  During  3 Days 
Subsequent  to  PRP  Immunization 

PRP  Dose  (meg)  and 


Reaction 

0.67 

(0.1) 

Volume 

3.3 

(0.4) 

(ML) 

17 

(0.1) 

67 

(0.4) 

Fever  <101°F 

2 

5 

3 

8 

Fever  >101°F 

1 

3 

0 

3 

Fever  >101°F  & 

Local  Reaction 

0 

0 

0 

1 

Rash 

0 

2 

1 

0 

Vomiting,  Anorexia 

0 

0 

0 

1 

No.  of  Children 

Receiving  PRP 

34 

35 

36 

35 

The  relationship  of  age  to  immunological  re- 
sponce  for  all  doses  of  PRP  is  listed  in  Table  6. 
Among  infants  6 to  12  months  of  age  only  1 of 
13,  or  7.7  per  cent,  responded  to  any  dose  of  PRP, 
in  contrast  to  the  groups  above  12  months  of  age, 
in  whom  78  per  cent  of  112  children  responded. 
Children  over  3 years  of  age  demonstrated  the 
greatest  fold  rise  in  anti-PRP  antibody. 

In  summary,  then,  this  study  demonstrated  the 
following: 

1)  PRP  is  well  tolerated  by  young  children. 
Reactions  were  more  common  with  a dose  of  67 
meg,  but  were  generally  mild  and  transient. 

2)  PRP  is  immunogenic  in  children. 

3)  Single  doses  of  3.3  and  17  meg  are  clearly 
superior  to  0.67  and  67  meg  of  PRP. 

4)  Immunological  responsiveness  to  PRP  ap- 
pears to  be  age-related. 


Table  5 

Effect  of  Immunization  of  Children  with  PRP 
on  Anti-PRP  Antibody  Concentration 


0.67 

Dose  (meg) 

3.3  17 

67 

No.  of  Recipients 

32 

33 

34 

26 

No.  with 

Response* 

18 

28 

29 

13 

Geometric  Mean 
Titers  of  Anti- 
PRP  (NG/ML) 
Pre-PRP 

130 

42 

100 

28 

Post-PRP 

3 weeks 

470 

910 

1100 

110 

Median  Age  of 

Recipients 

36  mos. 

38  mos. 

29  mos. 

21  mos. 

* Defined  as  rise  in  antibody  concentration  greater 
than  2 standard  deviations  of  the  pre-immunization 
concentration. 


Table  6 

Relation  of  Age  and  PRP  Dose  to  Antibody 
Response 

No.  with  Rise*/No.  Immunized  at  Dose  (uG) 

Age 


(mos.) 

0.67 

3.3 

17 

67 

Totals 

(%) 

6-12 

0/3* 

0/1 

1/3 

0/6 

1/13 

(7.7) 

13-24 

3/6 

6/7 

11/12 

4/8 

24/33 

(73) 

25-36 

55/9 

7/8 

4/4 

8/8 

24/29 

(83) 

37-48 

9/12 

13/14 

11/13 

1/4 

34/43 

(79) 

> 48 

1/2 

2/3 

2/2 

— 

5/7 

(71) 

Total 

18/32 

28/33 

29/34 

13/26 

88/125 

(70) 

* Defined  as  rise  in  antibody 

concentration  greater 

than  2 

standard 

deviations  of 

the  pre-immunization 

concentration. 

The  age-related  immunological  responsiveness 
was  not  unexpected  in  view  of  data  obtained  from 
patients  with  H.  influenzae  meningitis,  epiglottitis, 
and  septic  arthritis  in  Boston31  and  in  Rochester.32 
By  the  less  sensitive  technique  of  hemagglutina- 
tion most  patients  in  these  studies  less  than  two 
years  old  did  not  develop  significant  titer  rises 
during  convalescence.  In  contrast,  nearly  all  pa- 
tients two  years  of  age  or  older  had  marked  titer 
rises.  By  radioimmunoassay  some  but  not  all  of 
the  patients  under  two  have  demonstrated  con- 
valescent titer  rises,  but  these  rises  are  generally 
of  a lower  magnitude,  more  sluggish,  and  shorter 
in  duration  than  that  observed  in  older  patients. 

Several  major  questions  remain  to  be  answered. 
Does  the  poor  response  of  infants  to  PRP  indicate 
(Continued  on  next  page) 
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an  inability  of  PRP  to  stimulate  a primary  re- 
sponse? Most  of  the  children  who  responded  to 
PRP  were  older  than  18  months  and  may  have 
been  having  a secondary  exposure  to  the  antigen. 
Another  possibility  is  that  the  lack  of  response  of 
the  infants  may  have  been  dose  as  well  as  age- 
related,  since  only  4 of  the  13  infants  who  were 
immunized  received  the  optimal  doses  of  3.3  or 
1 7 meg.  What  will  be  the  response  to  multiple  PRP 
injections  during  early  infancy,  as  is  the  current 
practice  with  most  existing  bacterial  vaccines? 
Will  the  administration  of  PRP  in  conjunction 
with  DPT  (diphtheria-pertussis-tetanus  vaccine) 
affect  the  response  to  PRP?  Clearly,  infants  of 
3-12  months  are  at  highest  risk  relative  to  H.  in- 
fluenzae b meningitis  and  are  the  primary  target 
of  an  active  immunization  program;  further  studies 
on  dosages  and  vaccine  schedules  in  young  infants 
are  needed. 

Why  do  children  seemingly  respond  poorly  to 
67  meg  of  PRP?  Is  this  really  a poor  response 
or  only  the  result  of  circulating  PRP  binding  anti- 
PRP  antibody,  which  then  cannot  be  detected  by 
present  assays.  Calculations  based  upon  the  as- 
sumption that  PRP  is  not  degraded  and  circulates 
freely  in  the  total  body  extracellular  water  and 
upon  the  observation  that  PRP  can  bind  about  50 
times  its  weight  of  anti-PRP  antibody  indicate 
that  a 10  Kg  infant  given  100  meg  of  PRP  would 
have  40  nanograms  of  PRP  per  ml  of  extracellular 
water.  This  circulating  PRP  could  bind  as  much 
as  2000  nanograms  of  anti-PRP  antibody/ml  and 
thus  could  mask  a substantial  antibody  response. 
This  possibility  is  currently  under  investigation. 

The  most  important  question  is  the  concentra- 
tion of  circulating  anti-PRP  antibody  that  will 
protect  against  invasive  Hemophilus  influenzae  b. 
To  gain  some  insight  into  this  question,  w^e  meas- 
ured the  concentration  of  circulating  anti-PRP  in 
6 agammaglobulinemic  children  just  prior  to  their 
monthly  gamma  globulin  injections.  These  injec- 
tions empirically  protect  these  children  from  in- 
vasive H influenzae  b infections.  The  levels  of 
anti-PRP  in  these  6 agammaglobulinemic  patients 
ranged  from  210  to  350  nanograms/ml  with  a 
geometric  mean  titer  of  270.  The  post-immuniza- 
tion geometric  mean  titer  for  the  3.3  and  17  meg 
vaccine  recipients  greatly  exceeds  these  figures  of 
210  to  350.  In  addition,  the  geometric  mean  titer 
by  radioimmunoassay  of  a randomly  selected  group 
of  healthy  young  adult  women  was  only  200  ng/ml. 


FUTURE  OF  THE  VACCINE 

At  present  further  vaccine  trials  in  young  chil- 
dren are  in  progress  and  hopefully  will  provide 
the  answers  to  these  critical  questions.  The  possi- 
bility should  not  be  discounted  that  immunological 
response  to  PRP  is  not  a reliable  indicator  of  sub- 
sequent protection  against  invasive  H.  influenzae 
disease.  For  example,  in  spite  of  the  lack  of  a 
detectable  antibody  response  to  the  capsular  anti- 
gen of  H.  influenzae  b of  some  young  children  fol- 
lowing meningitis,  second  attacks  of  H.  influenzae 
meningitis  are  rare  in  immunologically  normal  chil- 
dren. The  effectiveness  of  the  present  vaccine  in 
young  infants  may  be  similar.  To  examine  this 
possibility  will  require  field  trials  in  a population 
large  enough  to  assess  the  vaccines  effect  upon  the 
incidence  of  subsequent  H.  influenzae  meningitis. 
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ORGAN  TRANSPLANTS 


Although  the  first  form  of  transplantation  may 
have  been  blood  transfusion,  occurring  hundreds 
of  years  ago,  the  more  recent  successful  transplan- 
tations of  kidney,  heart,  lung,  and  liver  have  been 
spectacular  and  have  given  new  hope  to  otherwise 
doomed  patients.  Unfortunately,  good  results  occur 
only  with  kidney  transplants.  At  the  University 
of  Colorado  Medical  Center,  395  patients  received 
395  kidney  transplants,  and  as  of  March  1,  1972, 
there  were  258  survivors  with  a survival  rate  of 
65  per  cent.  The  longest  survivor  was  over  10  years. 
Heart  transplants  have  been  less  successful,  and 
lung  and  liver  the  least.  As  of  March  1,  1972, 
there  were  187  heart  transplants  in  the  world  (120 
in  the  U.  S.  — 67  foreign)  and  29  survivors.  Three 
survived  for  over  42  months. 

The  Honorable  Sherman  G.  Finesilver,1  United 
States  District  Judge,  Colorado,  lectured  at  the 
National  College  of  State  Judiciary  on  the  legal 
and  medical  challenges  of  organ  transplants.  His 
remarks  are  pertinent  to  problems  facing  the  medi- 
cal and  legal  profession  regarding  transplants.  The 
source  of  organs  varies.  “Transplants  may  be  ef- 
fected from  one  living  person  to  another,  or  from 
a dead  person  into  the  living.  If  the  former  is  in- 
volved, all  that  is  required  are  appropriate  informed 
consents,  authorizing  the  surgical  removal  on  the 
one  hand  and  the  implantation  on  the  other.  But 
if  utilization  of  all  or  any  part  of  the  body  after 
death  is  intended,  the  legal  problems  become  more 
complicated.  The  complications  result  in  part  from 
the  variety  of  interests  in  the  dead  body.” 

Legal  guidelines  for  donation  of  organs  are  based 
on  Common  Law,  or  the  recently  established  Uni- 
form Anatomical  Gift  Act.  In  Common  Law  the 
decedent  cannot  will  his  body,  or  any  part,  to 
medical  science.  The  spouse  or  next-of-kin  have 
complete  control  of  the  disposition  of  the  body. 
According  to  the  Uniform  Anatomical  Gift  Act, 
an  adult  patient  is  empowered  during  his  lifetime 

POLICYHOLDER  MORTALITY 

The  Metropolitan  Life  Insurance  Company  has 
reported  that  mortality  among  its  standing  ordi- 
nary policyholders  declined  in  1971  for  the  fourth 
successive  year.  The  death  from  all  causes  was 
found  to  be  two  per  cent  lower  than  in  1970  and 
four  per  cent  lower  than  the  average  for  1966-1970. 


to  execute  a written  instrument  which  is  binding 
on  the  next-of-kin  at  his  death,  making  a valid 
gift  of  his  body  or  organs  he  desire^  to  any  donee 
for  transplant  or  other  purposes.  In  the  absence 
of  such  a document  only  the  next-of-kin  have  the 
right,  which  they  acquire  upon  the  death  of  the 
patient,  of  making  such  a gift.  Most  states  have 
adopted  the  Uniform  Anatomical  Gift  Act. 

Unfortunately,  the  decisions  of  what  constitutes 
death  and  when  can  an  organ  be  removed  from  a 
donor  continue  to  be  problems  and  potential  causes 
for  law  suits.  Speedy  removal  of  donor  organs  for 
transplantation  is  essential  in  order  to  ensure  their 
viability.  The  question  is  What  constitutes  death? 
The  kin  of  a decedent  donor  may  be  agreeable  to 
the  procedure,  yet  are  usually  most  anxious  to 
protect  his  rights.  One  must  choose  between  a 
medical  definition  of  death  such  as  brain  death, 
or  a legal  definition  of  the  “cessation  of  life  by 
total  stoppage  of  the  circulation  of  the  blood  and 
cessation  of  the  individual's  vital  functions  . . . .” 
In  general,  the  decision  has  been  based  on  the 
combination  of  the  above  criteria,  of  which  brain 
death  has  been  considered  the  paramount  factor. 

Recently,  five  states  (Florida,  Utah,  Hawaii, 
Montana,  and  Wisconsin)  have  considered  “Death 
With  Dignity”  legislation.  This  provides  that  any 
person  may  execute  a document,  similar  to  a will, 
directing  that  he  shall  have  the  right  to  death  with 
dignity  and  that  his  life  shall  not  be  prolonged 
beyond  the  point  of  meaningful  existence. 

The  medical  profession  is  painfully  familiar 
with  'these  dilemmas,  yet  is  willing  to  face  the 
challenges,  encouraged  by  such  advances  as  the 
organ  transplant,  even  if  successes  are  as  yet  lim- 
ited. Artificial  organs  eventually  may  help  solve 
some  of  these  problems. 
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CONTINUES  TO  DECLINE 

This  report  is  of  course  welcome  news. 

In  1971  each  of  the  major  causes  of  death, 
other  than  cirrhosis  of  the  liver,  registered  either 
the  same  or  somewhat  lower  death  rates  than  in 
1970.  The  figures  for  the  years  1966  through  1970 
(Continued  on  next  page) 
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have  been  adjusted  to  take  into  account  changes 
in  the  age  and  sex  composition  of  Standard  Ordi- 
nary policyholders  in  1971. 

The  cardiovascular-renal  diseases  as  a group, 
which  are  responsible  for  over  one-half  of  all  deaths 
among  these  policyholders,  recorded  a 4 per  cent 
reduction  in  mortality.  The  death  rate  from  pneu- 
monia and  influenza,  which  shows  marked  fluctua- 
tions from  year  to  year,  declined  15  per  cent.  Mor- 
tality from  tuberculosis  and  from  the  combined 
cause  group  bronchitis,  emphysema,  and  asthma 
each  decreased  bv  4 per  cent  from  the  correspond- 
ing rates  of  a year  ago.  Motor  vehicle  accidents, 
which  are  responsible  for  about  half  of  all  acci- 
dent fatalities  in  this  experience,  showed  a decline 
of  2 per  cent.  The  death  rate  from  diabetes  mellitus 
decreased  slightly,  and  mortality  from  suicide  and 
all  forms  of  cancer,  including  cancer  of  the  respira- 
tory system,  remained  about  the  same.  In  con- 
trast, the  death  rate  from  cirrhosis  of  the  liver 
rose  8 per  cent. 

During  1971  the  Company  paid  about  $850,000 
in  claims  on  all  Ordinary  insurance  on  account  of 
war  deaths  in  Southeast  Asia,  $1,350,000  less  than 
the  year  before.  These  war  claims  paid  in  1971 
declined  to  less  than  one-fifth-of-one  per  cent  of 
total  Ordinary  claims  paid,  compared  with  about 
one-half-of-one  per  cent  in  1970. 

The  death  rates  experienced  during  1971  were 
below  the  average  for  the  five-year  period  of  1966- 
1970  for  all  major  causes  of  death,  except  cirrhosis 
of  the  liver,  cancer  of  the  respiratory  system,  and 
suicide.  Cirrhosis  of  the  liver  recorded  a 9 per  cent 
increase  in  mortality;  the  death  rate  from  cancer 
of  the  respiratory  system  rose  7 per  cent;  and 
suicide  was  up  4 per  cent.  Tuberculosis  showed 
the  largest  decrease,  28  per  cent,  followed  by 
pneumonia  and  influenza  with  a decline  of  19  per 
cent. 

In  the  general  population  of  the  United  States 
the  death  rate  from  all  causes  combined  was  frac- 
tionally lower  in  the  first  10  months  of  1971  than 
in  the  corresponding  period  of  1970  and  2 per 
cent  lower  than  the  average  for  the  same  period 


of  1966-70.  These  comparisons  do  not  take  ac- 
count of  the  changes  in  the  age  and  sex  distribu- 
tion of  the  population  from  year  to  year. 

Cirrhosis  of  the  liver  was  the  only  major  cause 
of  death  for  which  the  mortality  rate  was  higher 
in  the  first  10  months  of  1971  than  in  the  like 
period  of  1970,  the  rise  being  just  one  per  cent. 
Tuberculosis  and  pneumonia  and  influenza  showed 
the  largest  decreases  in  mortality,  namely,  19  per 
cent  and  13  per  cent,  respectively.  Diabetes  mel- 
litus and  the  combined  cause  group,  bronchitis, 
emphysema,  and  asthma,  followed  with  decreases 
of  2 per  cent  each.  In  the  first  10  months  of  1971, 
the  death  rates  from  the  cardiovascular-renal  dis- 
eases, accidents  (all  forms),  motor  vehicle  acci- 
dents, and  suicide  each  showed  decreases  of  one 
per  cent  over  the  rates  for  the  corresponding 
period  of  1970,  while  the  death  rate  from  cancer 
(all  forms)  remained  about  the  same. 

In  relation  to  the  average  mortality  during  the 
first  10  months  of  1966-70,  the  death  rate  from 
cirrhosis  of  the  liver  was  up  9 per  cent  during  the 
first  10  months  of  1971  and  the  mortality  rate 
from  suicide  increased  by  4 per  cent.  Cancer  (all 
forms)  recorded  a 2 per  cent  increase  in  mortality 
over  the  average  of  the  preceding  five  years  and 
the  death  rate  from  diabetes  mellitus  rose  1 per 
cent.  In  contrast,  tuberculosis  recorded  a 31  per 
cent  decrease  while  the  death  rate  from  pneumonia 
and  influenza  declined  by  15  per  cent.  The  death 
rate  from  the  cardiovascular-renal  diseases  and  ac- 
cidents (all  forms)  decreased  by  3 per  cent.  Mor- 
tality from  motor  vehicle  accidents  was  down  2 per 
cent. 

The  progressive  decline  in  mortality  from  most 
major  causes  of  death  reflects  progressive  improve- 
ment in  the  effectiveness  of  preventive  medicine, 
the  quality  of  medical  care,  and  the  standard  of 
living  in  the  United  States  (the  professional  doom- 
sayers  notwithstanding).  Yet  the  increase  in  the 
death  rate  from  cirrhosis  of  the  liver  (alcohol), 
cancer  of  the  respiratory  tract  (tobacco),  and 
suicide  are  sad  evidences  of  the  frailty  of  man. 


Dr.  Charles  E.  Millard  has  been  appointed  delegate  to  the  Rhode  Island 
House  of  Delegates  representing  the  American  Board  of  Family  Practice  spe- 
cialty. In  a recent  Society  newsletter,  it  was  erroneously  reported  that  Doctor 
Millard  represented  the  Rhode  Island  Chapter,  American  Academy  of  Family 
Practice. 
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Burns 


:n  parenteral  analgesia 
) longer  required, 

)irin  Compound  with 
eine  usually  provides  the 
;f  needed. 


Sutures 


)irin  Compound  with 
eine  is  effective  for 
eral  as  well  as  soft  tissue 
i— provides  an  antitussive 
us  in  addition  to  its 
npt,  predictable 
Igesia. 


prescribing  convenience: 

up  to  5 refills  in6months, 
Dur  discretion  (unless 
ricted  by  state  law);  by 
phone  order  in  many  states. 

oirin  Compound  with 
eine  No.  3,  codeine 
sphate*  32.4  mg.  (gr.  Vz)\ 

4,  codeine  phosphate* 

3 mg.  (gr.  l).*Warning— 

' be  habit-forming.  Each 
et  also  contains:  aspirin 
IV2,  phenacetin  gr.  2Vz, 
eine  gr.  V2. 

f / Burroughs  Wellcome  Co. 

a / Research  Triangle  Park 
come/  North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^ou  need  in  an 
anticholinergic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 

Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


A DOUBLEDUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  mTER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid- induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘DyazideJ  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  261) 

X.  DECISION  OF  STATE  PEER  REVIEW 

1.  After  all  evidence  on  both  sides  has  been 
presented,  a decision  shall  be  made  by  the  State 
Peer  Review  Committee.  A copy  of  the  decision 
shall  be  forwarded  to  the  complainant  or  petitioner 
and  the  respondent  within  30  days. 

2.  In  the  letter  to  both  parties  concerning  the 
decision,  notification  of  the  right  to  appeal  to  the 


Council  of  the  Rhode  Island  Medical  Society  shall 
be  included. 

3.  The  President  of  the  Society  shall  be  noti- 
fied personally  of  any  action  of  the  Committee 
against  any  physician  before  notice  of  such  action 
is  forwarded  to  a third  party. 

XI.  APPEAL 

If  either  party  is  not  in  agreement  with  the  de- 
cision rendered  he  may  within  10  days: 

1.  Submit  his  reasons  for  disagreement  in  writ- 
ing to  the  Council  of  the  Society,  which  shall  then 
determine  whether  or  not  an  appeal  is  justified. 
It  shall  notify  all  parties  of  its  decision. 

2.  If  an  appeal  is  deemed  justified,  the  Council 
shall  set  a reasonable  time  and  place  for  such  an 
appeal  and  it  shall  notify  all  parties. 

3.  A decision  rendered  by  the  Council  shall  be 
final  since  the  Council  is  the  final  arbiter  of  issues 
involving  members,  according  to  the  bylaws  of  the 
Society. 

XII.  HOSPITAL  UTILIZATION  COMMIT- 
TEES 

Since  the  role  of  the  Peer  Review  Committees  is 
the  evaluation  by  practicing  physicians  of  the  qual- 
ity and  efficiency  of  services  ordered  or  performed 
by  other  practicing  physicians,  including  their 
services  rendered  within  a hospital,  it  is  vitally  im- 
portant that  hospital  medical  staffs  play  a strong 
supporting  role  through  the  work  of  physician 
utilization  committees  within  the  hospital  staff 
framework. 

Such  utilization  committees  have  the  two-fold 
role  of  examining  the  efficiency  of  institutional  use, 
the  appropriateness  of  admissions,  services  ordered 
and  provided,  length  of  stay,  and  discharge  prac- 
tice (both  on  a current  and  retrospective  basis), 
and  secondly,  development  of  the  Medical  Audit, 
a retrospective  examination  of  the  clinical  appli- 
cation of  medical  knowledge,  advancing  the  level 
(Continued  on  next  page) 


NURSING  CONSULTANTS,  INC. 

T54  Waterman  Street 
Providence,  R.l.  02906 

Call  us  for  any  nursing  problem,  assess- 
ment, patient  teaching,  counseling,  our 
specialties.  LTpon  request  of  physician,  we 
take  but  do  not  read  EKGs  in  our  office, 
nursing  homes,  or  in  patient's  home. 

Call  274-2050 

Monday-Friday  9 a.m.-5  p.m. 


July,  1973 
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of  medical  care  in  the  institution  through  an  edu- 
cational process. 

The  acceptance  by  14  of  the  major  hospitals  of 
the  State  of  the  Professional  Activities  Studies 
(PAS)  and  the  Medical  Audit  Program  (MAP) 
sponsored  by  the  Commission  on  Professional  and 
Hospital  Activities  (PAS-MAP)  of  Ann  Arbor, 
Michigan,  provides  excellent  referral  data  for  utili- 
zation committees  to  make  comparisons  and  to 
formulate  recommendations  to  assure  quality  care 
and  utilization. 

XIII.  NORMS  OF  HEALTH  CARE  SERVICES 

The  physicians  of  Rhode  Island  have  applied 
professionally  developed  norms  of  care  and  treat- 
ment through  the  years  as  the  result  of  active  par- 
ticipation in  third  party  payor  programs  for  health 
services  (i.e.  State  Social  Welfare  Department, 
State  Temporary  Disability  Insurance  Program, 
Blue  Cross,  Blue  Shield). 

Physicians  have  strongly  supported  the  enroll- 
ment by  general  hospitals  in  the  State  in  the  PAS- 
MAP  program  with  the  result  that  Rhode  Island 
is  the  only  state  with  almost  complete  coverage 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy 

(401)421-1138  (401)765-1220 

Central  Laboratory  43  Bay  State  Road,  Boston.  Mass. 
Telephone:  (617)  536-2121 


for  this  computerized  statistica.  data  system  on 
lengths-of-stay  for  institutional  care,  by  age  and 
diagnosis. 

However,  the  judgment  of  the  attending  physi- 
cian, based  on  a rational  approach  to  the  specific 
clinical  problem  at  the  time,  will  be  recognized. 
Obviously,  then,  there  will  be  medically  justifiable 
deviations  from  any  stated  criteria. 


TO  PHYSICIAN 

Dear  Doctor 


has  requested  the  Peer 
Review  Committee  of  the  Rhode  Island  Medical 
Society  to  review  certain  information  relating  to 

. Enclosed  you  will 
please  find  a copy  of  the  request.  Doctor  Pauli  is 
the  Chairman  of  the  Committee. 

If  you  have  any  questions  regarding  this  matter, 
please  do  not  hesitate  to  contact  me. 

Sincerely  yours, 


TO  CHAIRMAN  OF  STATE  PEER  REVIEW 
COMMITTEE 

Dear  Doctor  : 

has  requested  that  the 
Committee  review  a case  or  cases,  or  problems 
involving  services  performed  by 

Enclosed  you  will  please  find  a copy  of  the  re- 
quest for  review  and  accompanying  documents 
which  ^ave  been  submitted  by 

has  also  been  fur- 
nished a copy  of  the  request  for  review  and  has 
been  notified  of  re- 

quest for  a meeting. 

Sincerely  yours, 


TO  COMPLAINANTS 

Dear  Mr. 

Thank  you  for  your  letter  of 

. We  have  informed  the  Chairman  of 
the  State  Peer  Review  Committee  of  your  request 
for  review.  You  will  be  notified  of  the  date  set 
for  the  meeting. 

If  we  can  be  of  further  service,  please  feel  free 
to  communicate  with  me. 

Sincerely  yours, 
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DRUG  DISPOSITION  IN  THE  FETUS 
AND  NEWBORN  INFANT 

(Concluded  from  page  285) 
tion  that  processes  can  be  highly  selective  and  spe- 
cific. 

Acknowledgement  of  the  help  and  collaboration 
of  many  colleagues  in  gathering  these  data  is  grate- 
fully made.  Without  their  expert  collaboration, 
none  of  these  studies  reported  would  have  been 
possible.  The  names  of  the  individuals  are  listed 
under  the  specific  bibliographical  references.  Ac- 
knowledgement is  also  made  of  the  support  for 
some  of  these  studies  in  part  by  USPHS  Research 
Grant  HD  jdbrg. 
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PROBLEMS  OF  EMERGING 
SEXUALITY  AND  THEIR 
MANAGEMENT 

(Continued  from  page  279) 
more  than  one  it  would  be  taken  away  or  even 
aborted,  if  pregnancy  were  discovered  early  enough. 
We  watched  with  our  kids  and  talked  about  it 
afterwards.  This  movie  was  to  me  another  sign 
that  perhaps  the  media  are  beginning  to  face  up 
to  their  responsibilities  for  education  about  human 
concerns . 

There  are  curricula  for  teaching  about  sexuality; 
if  you  wish  to  find  out  about  them,  you  may  write 
to  the  American  Association  of  Sex  Educators  and 
Counsellors  in  Washington,  or  you  can  write  to 
SIECUS  in  Xew  York.  Much  careful  thought  has 
been  put  into  curriculum  development.  There  are 
media  preparations  such  as  movies  film  strips  and 
slides  already  available.  Some  of  these  are  simple, 
some  are  more  specific  and  explicit.  Explicit  mate- 
rial about  human  sexuality  is  becoming  available 
and  has  a definite  place  in  teaching.  It  will  find 
its  place  in  teaching  human  sexuality  to  sex  edu- 
cators; whether  it  ever  makes  its  way  down  to  the 
young  people  I do  not  know;  that  undoubtedly 
will  be  controversial.  I have  approached  my  local 
minister  to  see  if  I could  show  an  explicit  film  to 
the  young  people  on  normal  intercourse  between 
loving  married  couples  and  I got  a “no”  this  year. 

There  is  evidence  that  sex  education  works. 
There  are  reports  showing  that  when  young  people 
are  educated  about  venereal  disease  about  sexual- 
ity about  birth  control,  and  about  pregnancy,  the 
incidence  of  all  these  problems  can  be  reduced.  I 
know  personally  from  my  own  clinical  practice 
that  they  can  be  reduced.  And  I know  from  the 
work  of  Bill  Sarrel  at  Yale  and  Harold  Osofsky 
at  Syracuse,  that  the  incidence  of  recurrent  un- 
wanted pregnancy  or  out-of-wedlock  pregnancy 
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can  be  reduced.  But  why  should  a first  pregnancy 
be  required  before  we  can  plug  young  persons  into 
a program  which  will  help  them  understand  and 
control  their  sexual  natures? 

LEGAL  STATUS 

Legal  changes  must  come  about.  The  point  has 
already  been  made  that  many  of  the  things  we 
do  as  physicians,  such  as  giving  birth  control  on 
the  “QT"  at  an  adolescent  clinic  are  unlawful. 
What  a strange  anachronism  that  the  law  which 
allows  us  to  treat  venereal  disease  in  minors  with- 
out informing  the  parents  does  not  extend  to  giving 
out  birth  control!  We  need  help  from  the  legal 
profession  in  this  area,  and  we  need  to  be  able 
to  give  sex  counselling  and  birth  control  counselling 
legally.  Young  people  are  old  enough  and  big 
enough  for  sex,  and  they  are  certainly  doing  “it”, 
so  we  need  legal  backing  to  help  teach  them  to  be 
responsible.  We  should  not  have  to  risk  our  pro- 
fessional status,  our  reputation  or  our  livelihood 
because  the  law  lags  behind  community  needs. 

I would  like  to  finish  with  a very  personal  state- 
ment. There  are  very  real  and  palpable  rewards 
in  the  work  I do.  I believe  that  when  I perform 
an  abortion  on  a teenage  girl  and  help  her  into 
a counselling  program  which  will  lead  her  to  a 
better  understanding  of  who  she  is  and  where  she 
is  going  that  this  is  good  medicine.  One  such  pa- 
tien  is  now  a pre-medical  student.  The  same  is  true 
of  birth  control.  As  for  my  sex  education  classes, 
hear  this:  Five  years  after  the  first  sexuality  course 
was  held  at  our  church  I received  a message  from 
one  of  the  mothers  saying  that  “I  have  another 
kid  coming  along.  When  are  you  giving  the  next 
course?”  I said,  “Why  do  you  ask?”  and  the 
mother  answered  “My  23  year  old  son  has  never 
forgotten  the  first  course  you  gave  and  he  has 
mentioned  it  from  year  to  year  and  I want  the 
next  one  to  benefit  too.”  This  kind  of  feedback 
lets  me  know  that  what  I am  doing  is  on  the  right 
track. 

In  all  of  these  concerns  there  will  remain  much 
that  is  intangible.  Much  that  we  do  as  profes- 
sionals will  satisfy  us  only  in  the  feeling  that  we 
are  doing  what  we  believe  to  be  right.  This  is  good 
medicine  good  humanity,  and  worthy  of  your  seri- 
ous consideration  as  professionals  and  parents. 
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ENVIRONMENTAL  INFLUENCES 
UPON  TIME  OF  ARRIVAL  AT 
PUBERTY 

(Concluded  from  page  273) 
maturity  at  adolescence.  Develop  Med  Child  Neurol 
10:388-48,  Jun  68 

16McNeill  D,  Livson  N:  Maturation  rate  and  body 
build  in  women.  Child  Develop  34:25-32,  Mar  63 
I7Boutourline  Young  H:  Body  Composition,  Culture 
and  Sex.  Human  Body  Composition.  Oxford,  Per- 
gamon  Press,  1965.  Pp.  139-59 
18Bayley  N,  Pinneau  SR:  Tables  for  predicting  adult 
height  from  skeletal  age:  revised  for  use  with 
the  Greulich-Pyle  hand  standards.  J Pediat  40: 
423-41,  Apr  52  (erratum  corrected  in  J Pediat 
41:371,  Sep  52) 

19Bayley  N,  et  al.:  Attempt  to  suppress  excessive 
growth  in  girls  by  estrogen  treatment:  statistical 
evaluation.  J Clin  Endocr  22:1127-29,  Nov  62 
20Prader  A:  Colloquium  longitudinal  growth  studies 
XIII.  International  Congress  of  Pediatrics,  Vienna, 
Sep  71 

21Boutourline  Young  H:  Colloquium  longitudinal 
growth  studies  XIII.  International  Congress  of 
Pediatrics,  Vienna,  Sep  71 
22Livson  N,  McNeill  D:  The  accuracy  of  recalled  age 
of  menarche.  Hum  Biol  34:218-21,  Sep  62 
23Scott  JA:  Report  on  the  heights  and  weights  (and 
other  measurements)  of  school  pupils  in  the  county 
of  London  in  1959.  London,  County  Council,  1961 
24Valsik  JA:  The  seasonable  rhythm  of  menarche:  a 
review.  Hum  Biol  37:75-90,  May  65 
25Stukovsky  R,  Valsik  JA,  Bulai-Stirbu  M:  Family 
size  and  manarchal  age  in  Constanza,  Roumania. 
Hum  Biol  39:277-83,  Sep  67 
26Mills  CA:  Climatic  effects  on  growth  and  develop- 
ment with  particular  reference  to  the  effects  of 
tropical  residence.  Amer  Anthropol  44:1-14,  1942 
27Eveleth  PB:  Eruption  of  permanent  dentition  and 
menarche  of  American  children  living  in  the  tropics. 
Hum  Biol  38:60-70,  Feb  66 
28Ellis  RWB:  Age  of  puberty  in  the  tropics.  Brit  Med 
J 1:85-9,  14  Jan  50 

29Ito  PK:  Comparative  biometrical  study  of  physique 
of  Japanese  women  bom  and  reared  under  differ- 
ent environments.  Hum  Biol  14:279-351,  Sep  42 
30Buck  C,  Stavraky  K:  The  relationship  between  age 
at  menarche  and  age  at  marriage  among  child- 
bearing women.  Hum  Biol  39:93-102,  May  67 
31Shock  NW:  The  effect  of  menarche  on  basal  physio- 
logical function  in  girls.  Am  J Physiol  139:288-92, 
Jun  43 

32Shock  NW : Physiological  responses  of  adolescence 
to  exercise.  Texas  Rep  Biol  Med  4:368-86,  Fall  46 
33Boutourline  Young  H,  Boutourline  Young  E:  Al- 
veolar carbon  dioxide  levels  in  pregnant,  par- 
turient and  lactating  subjects.  J obst  gynaec  Brit 
Empire  63:509-28,  Aug  56 
34Vanjant  FR,  et  al.:  The  normal  range  of  gastric 
acidity  from  youth  to  old  aged  Arch  Int  Med  49: 
345-59,  Mar  62 

35Greulich  WW,  Pyle  SI:  Radiographic  Atlas  of 
Skeletal  Development  of  the  Hand  and  Wrist.  Stan- 
ford, California,  Stanford  University  Press,  1950 
36Tanner  JM,  Whitehouse  RH:  Standards  for  Skeletal 
Maurity,  Part  I.  Paris,  International  Children’s 
Centre,  1959 

37Tanner  JM,  et  al.:  A New  System  for  Estimating 
Skeletal  Maturity  from  the  Hand  and  Wrist  with 


Standards  Derived  from  a Study  of  2600  Healthy 
British  Children.  Part  2,  The  Scoring  System. 
Paris,  International  Children’s  Centre,  1962 
3hBloom  BS:  Stability  and  Change  in  Human  Char- 
acteristics. New  York,  Wiley,  John  & Sons,  Inc., 
1964 

39Mas!and  RP  Jr,  et  al.:  Some  comments  on  acne 
vulgaris  in  adolescents.  J Pediat  49:680-4,  Dec  56 
40Gallagher  JR:  Medical  Care  of  the  Adolescent. 

New  York,  Appleton-Century-Crofts,  1960 
4ITanner  JM,  Whitehouse  RH:  The  Harpenden  skin 
fold  caliper.  Am  J Phys  Anthropol  13:743-6,  Dec  55 
42Slataper  FJ:  Age  norms  of  refraction  and  vision. 

Arch  Ophthal  n.s.  43:466-81,  Mar  50 
43Gardiner  PA:  The  relation  of  myopia  to  growth. 
Lancet  1:476-9,  6 Mar  54 

44Mussen  PH,  Jones  JC:  Self  conceptions,  motiva- 
tions, and  interpersonal  attitudes  of  late-  and 
early-maturing  boys.  Child  Develop  28:243-56, 
Jun  57 

45Mussen  PH,  Boutourline  Young  H:  Relationships 
between  rate  of  physical  maturing  and  personality 
among  boys  of  Italian  descent.  Vita  Hum  7:186-200, 
1964 

46Iliff  A,  Lee  VA:  Pulse  rate,  respiratory  rate,  and 
body  temperature  of  children  between  two  months 
and  18  years  of  age.  Child  Develop  23:237-45,  Dec 
52 


NORTH  PROVIDENCE 
MEDICAL  BUILDING 

FOR  LEASE 

• Drug  Store  •Labs 

• Health  Center  Area 
• Medical  Offices 

Call  John  or  Joe  Luca 
353-1629  - 353-474 7 - 353-1425 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 


INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


July,  1973 


299 


II  INTRODUCTORY  REMARKS 
DOCTOR  STERN 

(Concluded  from  page  264) 

Osier  was  elegant  indeed,  but  in  the  vast  majority 
of  the  cases  the  brilliant  intuitive  diagnosis  ar- 
rived at  with  great  clinical  distinction  ended  there. 
Therapy  was  in  its  infancy  — preventative  medi- 
cine unheard  of.  While  it  was  nice  to  know  what 
you  were  actually  suffering  from,  the  chances  for 
successful  therapy  of  the  particular  ailment  were 
often  minimal  or  non-existent.  The  Pharmacopoea 
listed  a large  number  of  potions  and  mixtures, 
which  led  to  a remark  attributed  to  the  late  Oliver 
Wendell  Holmes: 

If  the  entire  pharmacopoea  were  thrown  into 
the  bottom  of  the  sea,  it  would  be  so  much  the 
better  for  mankind,  and  so  much  the  worse  for 
the  fishes. 

But  progress  was  made.  Immunizations  heralded 
the  onset  of  preventative  medicine;  the  discovery 
of  insulin  by  Banting  and  Best  pointed  the  way 
towards  an  ever  increasing  ability  both  to  prevent 
and  to  treat  the  diseases  which  could  be  so  beau- 
tifully diagnosed  and  described.  Yet,  despite  these 
inroads,  therapeutics  itself  as  a major  discipline 
is  probably  no  more  than  35  years  old.  One  has 
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only  to  read  Aldous  Huxley's  description  in  one 
of  his  novels  of  the  child  hopelessly  dying  with 
meningitis  to  realize  the  utter  frustration  and  sad- 
ness that  this  diagnosis  meant.  The  discovery  of 
Prontosil  (the  first  sulfonamide)  in  1937  heralded 
an  era  of  attack  on  disease  which  has  in  the  years 
following  mushroomed  both  into  benefits  and  dan- 
gers — benefits  from  the  ability  to  treat  and  con- 
trol so  many  things  93  much  more  effectively;  dan- 
gers since  many  of  the  drugs  and  agents  carry  with 
them  the  possibility  and  hazards  of  toxic,  ideo- 
syncrati,  and  iatrogenic  disease  which  we  may  in 
our  inappropriate  or  over-zealous  use  of  these 
agents  be  responsble  for  creating.  The  blade  has 
two  edges,  and  both  are  very  finely  honed. 

There  is  a social  side  to  the  sum  of  our  thera- 
peutic advances,  one  which  becomes  increasingly 
critical  as  new  advances  are  made  and  knowledge 
accumulates.  Unlike  Oslerian  times,  when  the  un- 
availability of  effective  medical  care  to  large  masses 
of  society  made  very  little  difference  in  the  over- 
all picture  of  human  health,  such  is  not  the  case 
today.  In  ever-increasing  numbers  failure  to  reach 
those  who  can  benefit  from  our  modern  techniques 
and  methods  can  and  does  result  in  preventable 
death  and  disability.  There  is  an  ultimate  and  im- 
mediate need  to  concern  ourselves  with  the  most 
effective  ways  and  means  of  making  this  knowledge 
and  its  therapeutic  offsprings  available  to  all  who 
are  in  need  of  it  and  who  would  benefit  from  it. 
The  effective  distribution  of  health  care  both  here 
and  in  other  less  materially  fortunate  societies 
emerges  as  a major  problem  of  the  coming  decades 
for  human  society  if  we  are  to  make  full  use  of 
the  therapeutic  advances  which  nowT  come  upon 
us  daily. 

Roger  Williams  left  Massachusetts  to  found  the 
Providence  Plantation,  because  he  was  dissatisfied 
with  what  existed  where  he  was.  and  came  to  seek 
something  new.  In  a way  it  is  fitting  that  a sym- 
posium of  this  kind  be  held  in  the  hospital  that 
bears  his  name.  For  the  very  essence  of  therapy 
is  the  ever-present  search  for  better  things,  things 
which  in  themselves  have  value,  not  for  their  in- 
trinsic presence,  but  for  their  ability  to  prevent, 
help,  and  ameliorate  human  suffering  and  disease. 
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Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradt 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec 
ommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  conside 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitoij 
and  phenothiazines.  Observe  usual  precautions  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulate 
and  acute  rage)  have  been  reported  in  psychiatrii 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishe  i 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  an 
confusion  may  occur,  especially  in  the  elderly  an 
debilitated.  These  are  reversible  in  most  instano 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In 
few  instances  syncope  has  been  reported.  Alsoe 
countered  are  isolated  instances  of  skin  eruption 
edema,  minor  menstrual  irregularities,  nausea  a 
constipation,  extrapyramidal  symptoms,  increa: 
and  decreased  libido— all  infrequent  and  general 
controlled  with  dosage  reduction;  changes  in  EE 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  ma 
ing  periodic  blood  counts  and  liver  function  test 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  1 0 mg  or 
25  mg  chlordiazepoxide. 


balcony 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


J 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
dan,  check  on  whether  or  not  the 
>atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
>r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

: snould  be  prescribed  only  as  long 
s excessive  psychic  tension  pers- 
ists and  should  be  discontinued 
(hen  you  decide  it  has  accom- 
>lished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
(derated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann- La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-Ii-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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The  diabetic 
who  has 
too  much... 

too  much  su< 
too  much  fat 


Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you^consider 
that  many  overweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 


If  she  jyst  won  t diet  and  oral  therapy  is 
indicated  in  adult-onset,  nonketotic  diabetes 


phenformin  ^ 

lowers  blood  sugar  without  raising 
blood  insulin. 


ForcomB 
please  ra 
It’ssummi 


:e  details,  including  dosage, 
the  prescribing  information 


OBI*  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD'  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

Indications:  Stableadult  diabetes  mellitus;  sulfonyl- 
urea failures,  primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes  mellitus 
Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on  in- 
sulin, acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable,  severe  hepatic  disease;  renal  dis- 
ease with  uremia;  cardiovascular  collapse  (shock); 
after  disease  states  associated  with  hypoxemia 
Warnings:  Use  during  pregnancy  is  to  be  avoided 
Precautions:  1 Starvation  Ketosis:  This  must  be 
differentiated  from  insulin  lack"  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2.  (.acf/cAc/dosis.Thisdrug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin. or  phenformin  and  insulin,  who  have  be- 
come unstable.  I*  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH.  and  the  lactate-pyruvate 
ratio  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis 


3.  Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals  S§ 

Division  of  CIBA-GEIGY  Corporation  ^ 

Ardsley.  New  York  10502  ° 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 
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“Too  many  doctors  are  indiff  I 
ent  to  the  economic  consequence;)! 
their  decisions."  So  stated  a recen 
issue  of  Medical  News  Report  (De-1 
cember  4, 1972),  an  independent 
weekly  newsletter  published  by  forj 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  i 
crease  in  Blue  Shield  rates,  Dr.  Bla 
ingame’s  newsletter  had  this  to  say 
“In  general,  it  can  be  said,  MC4 
have  given  the  impression  they  are 
not  particularly  concerned  with  the  I 
increase  in  cost  of  health  care  to  th 
patients...  P 

“True,  an  MD’s  training  is  pri-  , 
marily  scientific,  but  in  the  real  wot  i 
of  practice,  all  of  his  scientific  deci 
sions  have  a price  tag,  or  an  econors 
impact.  The  economics  of  health  Cc'l 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  th; 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacis , 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  hir 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between  * 
the  professions  of  Pharmacy  and  * 


Medicine.  In  my  view,  there  is  nothin! 


in  the  pro-substitution  argument  tha 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledg*  I 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree  : 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  neecl 
exDert  knowledge  of  no  more  than  25 


I uld  be  an  obligation  of  medical 
ictice... 

"Medical  societies  ought  to  con- 
l :t  continuing  campaigns  to  point 
n the  substantial  savings  that  could 
> -ealized  thru  deductible  insurance 
nl  protection  for  catastrophic  ill- 

i s.  At  the  very  least,  they  should,  in 
f patients’  interest,  question  the 
etics  of  any  insurance  organization 

•ft  raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
1/  may  not  need  or  want  and  prob- 
(Djlt/  won’t  ever  use. 

“Too  many  doctors  are  ind iff er- 

ii  to  the  economic  consequences  of 
latf  ir  decisions.  Too  many,  for  ex- 

iiple,  habitually  hospitalize  patients 
c the  convenience  of  the  M D.  It’s 
l isense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
; ies,  have  unhesitatingly  appealed 

Jheir  patients  for  support  in  the 
it  against  government  interference 
i the  private  practice  of  medicine. 

\ i the  public  in  the  past  has  re- 
51  nded.  It's  time  the  American  Med- 
c Association  and  state  and  local 
t dical  societies  paid  off  the  debt  by 
j isive  action  to  hold  down  the  cost 
d nedical  care.” 

:.t  of  Drugs 

i Insurance  rates  and  hospital 
; irges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician's 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection " from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


d JO  drugs  that  he  selects  to  treat  the 
ft  jority  of  conditions  encountered  in 
1 practice.  Moreover,  the  physi- 
: n’s  choice  of  a specific  brand  is 
3 .ed  on  his  knowledge  of  the  pa- 
ti  it’s  medical  history  and  current 
c idition,  and  his  experiences  with 
nl  particular  manufacturer’s 
pduct. 

Some  substitution  proponents 
n 'e  argued  that  the  dispensing  of  a 
p scription  is  a simple  two-party 
ti  Tsaction  between  the  pharmacist 
a I the  patient,  and  that  a substitut- 
ir  pharmacist  may  avoid  even  a 
t<  hnica!  breach  of  contract  by  simply 
n ifyingthe  patient  that  he  is  making 
tl  substitution.  I would  judge  that 
f<  courts  would  be  sympathetic 
h ard  a pharmacist  who  substituted 
v\  Tout  physician  approval  and  who 
u iertook  a legal  defense  that  seeks 
t<  nake  the  patient  responsible  for 
tl  pharmacist’s  actions. 
ft  luced  Prescription  Prices? 

Substitution  advocates  are 
s igesting  to  the  consumer,  and  par- 
ti ilarly  the  consumer  activist,  that 
t'  uced  prescription  prices  could 
f<  ow  legalization  of  substitution. 

V have  seen  absolutely  no  evidence 
t<  ustify  this  claim.  To  the  contrary, 
e «rience  in  Alberta,  Canada,  where 
s istitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 
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THE  CASE  FOR  AMERICAN  MEDICINE,  a 

Realistic  Look  at  Our  Health  Care  System  hy 

Harry  Schwartz.  New  York,  David  McKay  Com- 
pany, Inc.,  1972 

A current  advertisement  for  the  magazine 
Scientific  American  is  emblazoned  with  this 
heading:  ‘-It’s  nice  to  know  America  leads  the 
world  in  medical  research.  Just  don’t  get  sick.-' 
It  goes  on  to  say:  “LTnfortunately  a tragic  gap 
separates  what  we  can  do  from  what  we  are  doing 
....  Three  years  ago  the  situation  was  critical. 
This  year  it  is  intolerable.  Next  year  it  will  be 
worse."  To  learn  more  about  this  scandalous  situa- 
tion you  are  urged,  of  course,  to  read  the  Scien- 
tific American.  This  is  but  another  in  the  spate 
of  crisis  literature  concerning  the  state  of  medicine 
in  America.  A number  of  books  on  the  subject, 
ranging  from  the  objective  to  the  discouragingly 
biased,  have  been  reviewed  in  these  columns.  Maga- 
zines and  the  press  regularly  carry  articles  on  the 
subject,  some  accurate,  but  many  more  sensational. 
The  television  networks  (both  CBS  and  NBC) 
have  broadcast  programs  which  have  purported 
to  be  objective  journalism,  but  have  in  fact  been 
slanted  and  often  wildly  sensational. 

It  is  a great  pleasure,  therefore,  to  be  able  to 
commend  a well-written  book  on  the  present  status 
of  American  medicine  which  is  at  the  same  time 
fair  and  favorable.  The  author,  a regular  contribu- 
tor to  and  a member  of  the  Editorial  Board  of  the 
New  York  Times,  has  academic  credentials  as  an 
economist  (Ph.D.  and  currently  professor  in  the 
State  University  of  New  York)  and  is  furthermore 
an  authority  on  Russia,  which  knowledge  he  uses 
to  advantage  in  comparing  the  two  systems  of 
medical  care  and  practice. 

This  rather  slender  but  amazingly  fact-filled 
book  is,  he  states,  “an  attempt  to  tell  the  other 
side  of  the  story,  to  help  turn  the  national  discus- 
sion of  medical  care  delivery  into  more  of  a debate 
and  less  of  a dreary  repetition  of  inaccurate 
cliches.”  Two  main  techniques,  he  points  out,  are 
employed  by  the  most  extreme  critics  of  American 
medicine.  “One  is  to  collect  a number  of  case  his- 
tories about  individuals  who  have  allegedly  been 
mistreated,  bankrupted,  or  victimized  by  American 
medicine,  and  then  to  present  this  collection  of 
unrepresentative  horror  stories  as  the  essential 
truth  about  this  nation’s  medical  system  (shades 
of  Ted  Kennedy,  CBS,  and  NBC)  ....  An  al- 
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temative  technique  is  to  set  up  a utopian  picture 
of  what  medical  care  might  be  like  in  some  perfect 
world  dreamed  up  by  a writer  of  science  fiction, 
and  then  to  list  the  ways  in  which  the  reality  of 
American  medicine  differs  from  it”.  American 
medicine,  he  believes,  may  well  perform  below  par, 
and  deserves  severe  criticism  in  certain  aspects. 
‘'But  to  recognize  that  American  medicine  is  com- 
posed of  fallible  human  beings  and  has  inade- 
quacies in  need  of  remedy  is  a far  cry  from  the 
stereotyped  claim  that  we  are  in  a ‘health  care 
crisis’  of  such  magnitude  that  only  the  most  radical 
surgery  will  set  matters  aright.”  Despite  a dire 
prediction  that  America  “stands  now  on  the  brink 
of  chaos”  (Fortune  Magazine),  the  “brink”, 
states  the  author,  has  not  been  crossed. 

Any  radical  change,  he  believes,  must  be  exam- 
ined wuth  an  eye  to  the  possible  damage  it  can  do 
to  the  many  areas  of  excellence  in  American  medi- 
cal care  as  well  to  possible  gain  in  areas  of  defi- 
ciency. 

A recent  study  from  the  Kaiser-Permanente  San 
Francisco  outpatient  pharmacy  points  up  the  large 
role  in  the  total  spectrum  of  ambulatory  care 
played  by  drugs  for  pain  relief,  sedation,  and  tran- 
quilization,  along  with  an  iron  supplement  and  a 
decongestant,  suggesting  “that  a substantial  per- 
centage of  ailments  for  which  these  prescriptions 
were  written  were  minor  self-limiting  or  purely 
imaginary.”  “They  hardly  seem  like  illnesses 
about  which  it  would  be  worth  exerting  great  pas- 
sion,” concludes  the  author. 

According  to  the  Washington  Post  of  Decem- 
ber 26,  1970,  “By  all  measures,  .Americans  are  less 
healthy  now  than  they  were  20  years  ago.”  If  that 
statement  were  true,  he  states,  it  would  be  the 
most  damning  indictment  possible  of  the  American 
Medical  System.  But  it  is  simply  wrong:  “The 
improved  health  of  the  American  people  has  been 
a basic  factor  making  possible  this  country’s  in- 
creasing population  and  rise  in  average  longevity. 
These  gains  in  turn  have  helped  create  contem- 
porary concern  about  over-population.” 

Life  expectancy  in  the  United  States,  one  of  the 
bases  for  a much  abused  cliche,  has  increased  pro- 
gressively and  steadily  from  59.7  years  in  1930 
to  71.1  years  in  1971.  The  most  impressive  gain 
was  made  by  non-white  females  — 19  years  be- 
tween 1930  and  1967.  The  concept  that  environ- 
mental and  socioeconomic  factors  are  more  impor- 
tant than  access  to  medical  care  is  reinforced  by 
a recent  Public  Health  Service  study  emphasizing 
the  growing  importance  as  causes  of  death  of  such 


disorders  as  lung  cancer,  cirrhosis  of  the  liver, 
homicide,  suicide,  and  automobile  accidents. 

Another  frequently  cited  index  of  medical  care 
in  the  United  States  is  infant  mortality.  In  1930 
64  and  6/10  of  every  1000  live  births  died  before 
the  end  of  the  first  year.  By  1950  the  rate  had 
dropped  to  29.2  and  by  1972  to  18.6.  In  the  same 
period  the  mortality  for  non-whites  dropped  from 
44.5  to  29.0.  The  saving  in  babies  between  1950 
and  1970  totalled  no  less  than  145,000.  Further- 
more there  was  no  apparent  geographical  correla- 
tion between  the  infant  mortality  and  the  physi- 
cian-population ratio.  In  fact,  such  factors  as  pov- 
erty, education,  and  life-style  appeared  to  cor- 
relate much  more  closely.  The  same  disparity  in 
infant  mortality  between  regions  of  varying  socio- 
economic  background  seemed  to  prevail  in  both 
Russia  and  Britain,  countries  vastly  different  from 
the  United  States  in  both  geography  and  culture. 
The  reduction  in  infant  mortality  in  the  United 
States  between  1960  and  1970  (25  per  cent)  was 
roughly  the  same  as  that  of  most  industrialized 
nations.  The  author  concludes:  “The  argument 
that  it  is  somehow  only  the  deficiencies  of  the  pri- 
vate practice  of  medicine  that  explain  this  coun- 
( Continued  on  next  page) 
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try's  rank  in  the  infant  mortality  sweepstakes  can 
seem  persuasive  only  to  the  statistically  unsophis- 
ticated.” 

The  drop  in  mortality  from  most  of  the  killers 
— • diarrhea,  measles,  diphtheria,  whooping  cough, 
dysentery',  tuberculosis,  pneumonia,  polio,  and 
typhoid  fever  — has  been  downright  spectacular. 

What  is  not  accepted  apparently,  he  points  out, 
is  the  fact  that  all  human  beings  are  mortal  and 
that  medicine  can  hope  only  to  prolong  life  some 
finite  period.  Millions  who,  in  an  earlier  era,  would 
have  died  of  tuberculosis,  pneumonia,  small  pox,  or 
other  infectious  diseases  are  now  saved  to  die  of 
heart  disease,  cancer,  and  stroke.  He  continues: 
“To  improve  health  and  longevity  further  the 
primary  need  is  for  more  knowledge  to  cure  pres- 
ently incurable  diseases,  for  individual  life  styles 
and  life  patterns  that  will  prevent  the  self-inflicted 
injuries  and  deaths  that  are  now  so  prevalent,  and 
for  radical  improvement  in  the  material  conditions 
of  the  most  deprived  groups  of  Americans.” 

The  history  of  Medicare  and  Medicaid,  he  points 
out,  is  a classic  example  of  what  happens  when 
government  acts  without  really  understanding  what 
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it  is  doing,  or  what  its  impact  will  be.  The  sudden 
infusion  of  billions  of  dollars  promptly  pushed  up 
prices  of  every  element  of  health  care.  Since  poli- 
ticians dislike  admitting  mistakes,  scapegoats  had 
to  be  found.  The  politicians,  press,  and  media 
began  denouncing  the  “greedy”  doctors  and  the 
“grossly  inefficient”  hospitals. 

He  further  points  out  the  fallacy  of  comparing 
physicians’  fees  only  with  the  Consumer  Price 
Index.  If  comparisons  are  made  with  labor  wages 
and  salaries,  the  doctors  do  not  suffer  by  compari- 
son. While  physicians’  fees  between  1965  and 
1970  rose  from  88.3  to  121.4  (based  on  a 1967 
index  of  100),  the  increases  for  several  union 
groups  (e.g.  building  trades  88.4  to  123.6  and 
truck  drivers  91.2  to  122.5,  among  others)  were 
roughly  the  same.  .As  to  the  essential  policy  deci- 
sion on  national  health  insurance,  caution  must 
be  exercised  to  avoid  bedevilment  of  the  medical 
system  and  society  as  a whole  by  the  adoption  of 
a broad  and  seemingly  generous,  but  basically  un- 
wise plan. 

Regarding  the  political  realities  of  the  genuine 
crisis  areas  in  American  society,  the  author  is  elo- 
quent. He  states:  “The  senile  elderly  in  mental 
hospitals  are  not  the  only  people  in  American  so- 
ciety whose  medical  needs  are  neglected.”  Retarded 
and  emotionally  ill  children  are  also  the  frequent 
victims  of  inadequate  care.  “With  these  and  other 
genuine  crisis  areas  in  American  medicine  so  des- 
perately in  need  of  resources,  why  should  elderly 
Americans  who  can  afford  to  pay  small  and  mod- 
erate medical  bills  have  these  bills  paid  for  by  the 
government?  The  cynical  will  say  that  most  old 
people  who  stand  to  benefit  from  Medicare  can 
and  do  vote,  while  the  senile  elderly  and  retarded 
children  cannot  vote.” 

He  is  troubled  by  the  conventional  wisdom  that 
preventive  medicine  and  HMOs  will  save  money: 
“There  is  no  vast  body  of  knowledge  about  how  to 
prevent  disease  lying  unused  and  available  for 
application  by  a nationwide  network  of  HMOs.” 
Regarding  HMOs  and  bed  utilization,  he  points 
out  that  “almost  all  the  prepaid  group  practice 
experience  to  date  has  been  with  carefully  selected 
groups  whose  members  enjoy  better  than  average 
health.”  “To  extrapolate  Kaiser-Permanente  ex- 
perience,” he  continues,  “is  an  elementary  statis- 
tical error.”  Why  does  Kaiser-Permanente  continu- 
ally strive  to  expand?  The  answer  to  this  question 
given  by  a Kaiser-Permanente  planner  was:  “As 
long  as  wre  keep  expanding,  our  patient  population 
(Continued  on  page  307) 
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won’t  get  too  old.  If  we  remain  static,  our  average 
patients  age  will  get  older  and  older  and  then 
we’ll  toe  in  trouble  economically.”  The  record  fur- 
ther shows  that  Kaiser-Permanente  is  not  immune 
to  the  inflationary  pressures  affecting  the  health 
care  industry  in  general.  Plan  rates  have  increased 
progressively  since  1957,  the  most  recent  increase 
of  18  per  cent  having  been  instituted  in  1971. 

Nor  are  HMOs  free  of  bureaucratic  defects  and 
irritations.  A Kaiser-Permanente  patient  may  have 
to  wait  up  to  four  mouths  to  see  some  specialists. 
Another  well-known  group,  Health  Insurance  Plan 
of  Greater  New  York  (HIP),  has  had  recent  seri- 
out  financial  difficulties,  which  have  been  well  pub- 
licized. Its  fiscal  integrity  has  been  drastically  im- 
paired, and  the  quality  of  service  provided, 
characterized  by  overcrowding  and  long  waits,  has 
been  a source  of  much  criticism.  In  1972  it  re- 
quested a 36  per  cent  increase  in  premiums,  of 
which  29  per  cent  was  actually  granted.  Regarding 
the  HIP  multiphasic  screening  program,  it  was 
emphasized  at  a hearing  that  in  addition  to  its 
being  costly  there  was  “by  no  means  a closed  case 
that  the  multiphasic  screening  approach  has  sig- 
nificantly greater  benefits  than  more  traditional 
diagnostic  services.”  Present  prepaid  groups,  fur- 
thermore, have  a record  of  trying  to  avoid  enrolling 
too  many  individuals  whose  care  is  certain  to  be 
expensive.  “They  do  this,”  the  author  points  out, 
“either  by  restricting  enrollment  to  groups  or  by 
requiring  a medical  examination  for  individuals 
wishing  to  enroll  separately  and  rejecting  those  in 
bad  health.” 

The  long  hospital  waits  in  Great  Britain  and  the 
rebirth  of  private  practice  there  are  now  well  recog- 
nized. Furthermore,  the  British  National  Health 
Service  thus  far  clearly  has  not  “eradicated  dif- 
ferences in  length  of  life  or  infant  mortality  based 
on  socioeconomic  differences.”  “Even  in  the  so- 
cialized British  medical  system,”  he  concludes,  “the 
upper  and  middle  classes  live  longer  and  their 
infant  children  die  less  frequently  than  the  poorest 
groups  in  the  population.” 

In  Sweden,  which  is  often  pointed  to  as  a shin- 
ing example,  the  medical  system  is  overloaded, 
with  waits  of  up  to  two  years  for  nonemergency  op- 
erations, long  waits  in  clinics,  and  refusal  to  hos- 
pitalize in  some  cases  even  very  sick  patients.  A 
Stockholm  newspaper  speaks  of  the  “health  care 
crisis”  in  Sweden!  The  author  recalls  that  he  could 
not  believe  his  ears  when  one  informant  said, 


“Don’t  get  sick  in  Sweden!”  Why  then  does 
Sweden  rank  so  high  in  international  health  com- 
parisons? Sweden  is  a small,  prosperous,  homo- 
geneous society  without  the  depths  of  poverty 
found  in  American  ghettos.  The  harsh  climate  has 
produced  a genetically  strong  ethnic  strain.  The 
drunken  driving  laws  are  among  the  most  stringent 
in  the  world.  There  is  much  out-of-doors  living 
and  exercise.  These  are  but  some  of  the  more  ob- 
vious differences  from  the  American  experience. 

The  author  generally  takes  a dim  view  of  the 
Kennedy-Griffiths  bill  and  other  crash  programs. 
(Continued  on  next  page) 
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“One  would  suppose,”  he  states,  “that  legislators 
would  have  learned  from  the  unsatisfactory  results 
of  so  many  recent  past  disappointments.” 

He  concludes  his  well  documented  discourse  with 
this  cogent  statement: 

“If  the  reader  had  hoped  to  find  here  simple, 
easy  answers  for  a medical  utopia,  he  will  be  dis- 
appointed. There  are  no  utopias  in  real  life  and 
the  improvements  we  make  are  soon  devalued  by 
rising  expectations  and  new  demands.  Yet  the 
American  medical  system  — pluralistic,  complex, 
and  everchanging  — - has  served  the  -American  peo- 
ple well.  It  can  continue  to  do  so  if  the  aim  of 
change  is  to  increase  the  choices  of  both  health 
care  providers  and  those  who  need  their  help. 
Those  who  would  collectivize  American  medicine 
to  satisfy  their  ideological  preferences  would  have 
cause  to  regret  the  result  wrhen  they  themselves 
required  medical  care  for  serious  illness.” 

This  excellent  book  can  be  recommended  with- 
out reservation. 

Seebert  J.  Goldowsky,  m.d. 

* * * 

THE  PARENTS’  GUIDE  TO  DRUGS  by  Mat- 
thew Andrews.  Dolphin  Books,  Doubleday  & 
Company,  Inc.,  Garden  City,  N.Y.,  1972.  $2.50 
The  author  is  a journalist  and  ex  drug  addict. 
He  divides  his  book  into  four  parts:  Part  I,  Drugs 
and  Your  Child;  Part  II,  The  Environment;  Part 
III,  Therapy;  Part  IV,  The  Parent. 

The  drugs  discussed  are  marijuana,  ampheta- 
mines and  stimulants,  barbiturates  and  other  de- 
pressants, heroin,  the  hallucinogenic  drugs  (LSD, 
mescaline,  psilocybin),  and  last,  glue  and  the  in- 
dustrial chemicals.  Each  of  the  drugs  is  discussed 
under  headings  of  history;  packaging,  preparation 
and  price;  use;  ambience;  and  symptoms.  The 
book  is  straightforward  with  a minimum  of  irrele- 
vant padding,  particularly  in  the  treatment  of  the 
drugs  themselves.  This  is  in  line  with  current 
thinking  of  getting  away  from  the  concept  of 
“good”  drugs  and  “bad”  drugs  and  thinking  of 
them  in  terms  of  their  societal  determinance  and 
problems. 

In  the  Environment  section  the  author  discusses 
the  importance  of  the  school,  the  influence  of  the 
street,  and  the  effect  of  laws  in  shaping  attitudes 
toward  the  drugs.  Two  points  that  the  author 
makes  regarding  the  home  should  be  stressed.  He 
states  “that  to  believe  that  enforced  police  action 
and  rigid  legal  restrictions  will  eradicate  the  prob- 
lem is  simply  wishful  thinking  ’ and  “to  expect  the 
schools  to  educate  your  youngster  in  such  a way 
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that  he  or  she  will  never  be  tempted  to  turn  to 
the  use  of  drugs  is  really  unreasonable.”  In  the 
section  on  School,  he  considers  what  goes  on  in 
the  colleges,  high  schools,  and  grade  schools,  but 
it  is  more  a recital  of  programs  than  any  sug- 
gestions toward  content  or  evaluation  of  their  effi- 
ciency. There  is  a growing  feeling,  as  pointed  out 
in  the  Shafer  Report,  that  drug  education  pro- 
grams may,  in  effect,  be  counter-productive.  As 
this  reviewer  once  wrote,  the  lecturer  on  marijuana 
is  faced  with  a difficult  decision,  for,  if  he  out- 
lines the  medical  and  psychological  proven  facts 
as  we  know  them,  he  is  likely  to  lose  his  job,  but 
on  the  other  hand  if  he  follows  the  scare  technique 
in  talking  about  it  he  will  undoubtedly  lose  his 
audience.  Section  II  of  the  Ford  Foundation  Re- 
port on  “Drugs  of  Abuse”  speaks  to  the  great 
problem  of  “drug  education”  and  cites  a study 
done  by  Zinberg,  a well  known  figure  in  the  field 
of  drug  education.  He  was  speaking  to  a high 
school  group  in  Massachusetts  in  which  an  atti- 
tude survey  toward  marijuana  was  taken  before 
and  after  his  talk.  Before  his  talk  some  60  per 
cent  felt  that  they  would  never  use  marijuana, 
but  after  his  talk  the  figure  had  fallen  into  the 
30  per  cent  range. 

The  influence  of  the  “street”  is  unfortunately 
very  pervasive  and  all  too  often  is  the  province 
of  societal  dropouts  whose  problems  relating  to 
drugs  are  only  a small  part  of  their  spectrum  of 
difficulties. 

The  law  is  presently  in  such  a state  of  flux,  with 
various  recommendations  and  counter  recommen- 
dations being  made,  that  it  is  hard  to  assess  it. 

The  section  on  Therapy  discusses  the  role  of  the 
public  hospitals,  the  private  clinic,  psychiatric  in- 
dividual therapy,  and  encounter  or  group  therapy. 
This  is  very  brief  and  well  done. 

The  section  on  the  Parent,  subtitled  “What  To 
Do”,  discusses  the  role  of  the  community,  effective 
research  into  community  planning,  and  community 
response.  The  author  stresses  that  parents  must 
maintain  pressure  on  legislators  to  implement  con- 
clusions of  governmental  studies  and  reports. 

There  is  a compilation  of  terms  which  presum- 
ably may  be  of  value  to  some  people.  A rather 
complete  listing  of  organizations  follows  having 
to  do  with  drug  education  including  national  drug 
education  organizations,  professional  groups,  and 
societies  and  the  federal  agencies.  Also  included  is 
a state -by-state  listing  of  facilities  with  their  ad- 
dresses annd  telephone  numbers,  which  to  Rhode 
(Continued  on  next  page) 
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of  life’s  better  things.  No  physi- 
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Island  residents  is  somewhat  outdated  and  incom- 
plete particularly  in  view  of  the  new  directory- 
published  by  the  Committee  on  Drug  Abuse  of  the 
Rhode  Island  State  Medical  Society. 

Regrettably,  Mr.  Andrews  feels  either  that  al- 
cohol is  not  a drug  or  that  it  poses  no  problem 
for  young  people,  since  no  mention  of  it  is  made 
in  the  book. 

The  recently  released  “Shafer  Report”  is  strong- 
ly recommended  to  all  seriously  interested  in  the 
use  of  drugs.  It  is  by  far  the  best  w-ork  published 
to  date  either  by-  government  or  private  sources. 

Roswell  D.  Johnson,  m.d. 

* * * 

THE  NEW  CHASTITY  AND  OTHER  ARGU- 
MENTS AGAINST  WOMEN’S  LIBERATION 
by  Midge  Decter.  New  York,  Coward-McCann 
& Geoghegan,  Inc.,  1972 

Controversy  arises  from  a disagreement  on  prem- 
ises, or  by  faulty  logical  reasoning  to  the  conclu- 
sion based  on  a common  premise.  No  issue  in  mod- 
ern times  is  more  confused  than  the  matter  of 
women’s  liberation  because  of  errors  in  the  se- 
quence of  logical  deductions  and  the  unrecognized 
disagreement  on  premises. 

Before  engaging  in  Mrs.  Decter’s  arguments  it 
is  best  that  this  reviewer  set  forth  his  premises 
and  clearly  state  his  logical  arguments.  In  all  areas 
of  civil  rights,  economic  rights,  and  equal  oppor- 
tunity, the  premise  is  that  sex  should  not  be  dis- 
criminatory; the  logical  conclusion  is  that  in  all 
areas  where  there  is  inequity  of  opportunity  or  in- 
equity- of  reward  for  equal  performance  it  must 
be  corrected.  With  respect  to  equal  opportunity, 
however,  the  premise  must  be  precisely  defined; 
the  lists  must  be  open  to  all  entries  regardless  of 
sex;  however,  it  does  not  say  that  where  because 
of  sex  there  are  differences  in  performance  that 
one  must  guarantee  to  the  loser  the  rewards  usually 
reserved  for  the  winner.  There  are  distinct  bio- 
logical differences  in  behavior  in  the  two  sexes 
which  are  both  neurologically  and  hormonally 
based.  The  following  premises  are  subject  to  de- 
bate since  analogous  arguments  based  on  unsound 
phy-siological  reasoning  have  led  to  similar  conclu- 
sions in  the  past.  In  the  19th  century  because  of 
the  mere  act  of  menstruation  a woman  was  con- 
sidered to  be  weak  during  her  menstrual  cycle, 
and  incapable  of  holding  certain  jobs  because  of 
this  “cyclic  weakness”.  This  obviously  is  a phy-sio- 
logical error  since  bleeding  every  four  weeks  has 
not  been  shown  really  to  affect  woman's  physical 
performance.  My  own  premise  from  behavioral 


studies  is  that  there  is  much  more  variability  in 
the  affective  side  of  a woman’s  behavior;  this  af- 
fects interpersonal  relationships.  Imprinting  of 
clearcut  2 1 day  cycling  is  totally-  abolished  by  the 
presence  of  testosterone  in  the  neonatal  period,  and 
hence  males  do  not  possess  the  feature.  Psycho- 
logical and  physiological  studies  correlate  well  in 
indicating  that  there  are  deeper  sw-ings  in  the 
affective  states;  the  prerogative  of  the  woman  to 
cry,  to  be  depressed,  and  to  require  tenderness 
is  more  an  historical  fact  than  fictional  invention. 
Similarly,  aggression,  dominance,  and  fighting  be- 
havior in  primates  have  a high  degree  of  correla- 
tion with  the  male  endocrine  system  and  its  im- 
printing. 

There  are  competitive  advantages  to  both  the 
female  and  the  male  patterns  of  emotional  be- 
havior. The  only  logical  conclusion  to  be  drawn 
from  these  observed  physiological  findings  is  that, 
given  equal  opportunities,  one  cannot  legis- 
late equal  achievements;  in  the  gray  areas  where 
hormonal  and  behavioral  imprinting  is  not  marked, 
there  can  be  great  overlapping.  It  is  in  this  gray 
area  where  the  typical  male  behavior  pattern  is 
not  clearcut,  nor  is  the  female  behavior  pattern 
clearcut  where  the  differences  in  biological  be- 
havior patterns  are  not  clearly  seen,  and  where  dif- 
ferences may  be  said  not  to  exist.  Thus  is  some 
instances  some  women  clearly  can  perform  in  the 
male  behavior  pattern  in  a competitive  manner, 
and  the  male  may  be  adaptive  to  female  behavior 
in  a realistic  way.  But  as  in  all  arguments,  con- 
clusions based  on  exceptions  and  atypicality  should 
not  be  used  to  generalize  on  the  properties  of  the 
generic  entities  being  considered. 

There  are  two  other  premises  in  this  reviewer’s 
arguments  which  must  be  accepted  before  his  con- 
clusions are  deemed  valid.  The  first  is  that  both 
the  male  and  female  have  been  endowed  bio- 
logically with  a drive  to  perpetuate  the  species.  In 
the  human  species,  as  in  all  primates  and  in  most 
sub-primates,  the  nature  of  the  act  of  procreation 
assumes  an  aggressive  role  on  the  part  of  the  male, 
and  a passive  role  on  the  part  of  the  female.  The 
aggressive  force  in  the  male,  which  incidentally 
is  suggested  but  not  proven  in  individuals  possess- 
ing an  extra  Y chromosome,  leads  to  insemination, 
even  by  force.  No  amount  of  aggression  on  the 
part  of  the  female,  without  passivity  in  accepting 
penetration,  can  lead  to  the  sex  act.  It  is  a simple 
statement  of  fact  that  an  aggressive  female  can- 
not rape  a passive  male.  If  without  further  dalli- 
( Continued  on  page  337) 
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Physicians  Interested  In 
Locating  In  Rhode  Island 

Ashwin  I.  Mehta,  M.D. 

Department  of  Surgery 
Church  Home  and  Hospital 
100  N.  Broadway 
Baltimore,  Maryland  21231 
General  Surgery 

* * * 

Jehangir  Durrani,  M.D. 

275  Hollister  Drive 

E.  Hartford,  Connecticut  06118 

Ophthalmology 

* * * 

Jin  D.  Kim,  M.D. 

74  Stewart  Avenue 
Jamestown,  New  York  14701 
Obstetrics  and  Gynecology 

* * * 

David  W.  Shave,  M.D. 

708  East  College  Avenue 
Salisbury,  Maryland  21801 
Psychiatry 

* * * 

Kyae  Won  Pang,  M.D. 

527  Avenue  X 

Brooklyn,  New  York  11235 
Pediatrics 

* * * 

Shamsuddin  Rana,  M.D. 

Alleghany  General  Hospital 
Pittsburg,  Pennsylvania  15212 
Internal  Medicine 

* * * 

Daniel  Miller,  M.D. 

47  Delafield  Drive 
Albany,  New  York  12205 
Cardiology 

* * * 

Richard  N.  Filinson,  M.D. 

125  Kingsley  Court 
Pleasant  Hill,  California  94523 
General  Medicine 

* * * 

Robert  D.  Patched,  M.D. 

Dept,  of  Obstetrics  and  Gyneoology 
Harlem  Hospital  Center 
1)3  5 th  St.  and  Lenox  Ave. 

New  York,  New  York  10037 
Obstetrics  and  Gynecology 

(Concluded  on  page  339) 
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Peripatetics 

The  staff  of  the  Rhode  Island  Medical  Society 
greeted  with  delight  RAUL  XODARSE  and  Mrs. 
Nodarse  at  their  recent  visit  to  the  Library.  Doc- 
tor Xodarse  expressed  his  great  pleasure  in  his 
visit  and  said  that  he  had  made  an  excellent  re- 
covery from  recent  injuries  sustained  in  an  acci- 
dent, in  Xew  York  City.  WELCOME  BACK, 
DOCTOR  XODARSE! 

^ ;$c 

JOSEPH  M.  ZUCKER  has  been  appointed  a 
Life  Fellow  of  the  American  Psychiatric  Associa- 
tion. Doctor  Zucker  is  a member  of  the  Mental 
Health  Committee  of  the  Medical  Society. 

* * * 

ROBERT  D.  COLI  of  Warwick  and  JAXIS 
GAILITIS  of  Xewport  have  been  made  Fellows 
of  The  American  College  of  Physicians  (ACP). 

* 

The  following  slate  of  officers  for  1973-74  has 
been  nominated  for  the  Rhode  Island  Chapter  of 
the  American  College  of  Surgeons:  President, 
DAVID  M.  BARRY;  Vice  President,  HENRY  T. 
RANDALL;  Secretary-Treasurer,  PAUL  J.  M. 
HEALEY.  Councilors  for  three  year  terms,  MAR- 
TIN E.  FELDER,  J.  DOUGLAS  NISBET,  WIL- 
LIAM KLUTZ. 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 
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Councilors  for  two  year  terms,  WILLIAM  F. 
GARRAHAN,  FIORINDO  A.  SIMEONE,  WIL- 
LIAM R.  THOMPSON. 

Councilors  for  one  year,  JACK  SAVRAN, 
THOMAS  F.  HEAD,  LEONARD  S.  STAUDIN- 
GER,  JR. 

The  nominating  committee  consisted  of  CARL 
V.  ANDERSON,  MARTIN  E.  FELDER  and 
JACK  SAVRAN. 

* * 

RHODE  ISLAND  medicine  was  well  represented 
at  the  Regional  Conference  on  the  Professional 
Standards  Review  Organization  (PSRO),  sponsored 
by  the  AMA  recently  in  Boston.  In  attendence 
were:  ROBERT  V.  LEWIS,  immediate  past  presi- 
dent of  the  Society  and  an  incorporator  of  R.  I. 
PSRO,  Inc.,  SEEBERT  J.  GOLDOWSKY,  editor 
of  this  Journal,  and  medical  director  of  Blue  Cross- 
Blue  Shield,  HERBERT  P.  CONSTANTINE,  di- 
rector of  Ambulatory  medicine  at  Rhode  Island 
Hospital,  TIM  XORBECK,  executive  secretary  of 
the  Society  and  his  assistant.  TED  LYNCH. 

% * 

EDWIN  X.  FORMAN  has  been  appointed  to 
the  committee  on  neoplastic  diseases  of  the  Amer- 
ican Academy  of  Pediatrics.  The  committee  re- 
views studies  of  malignant  diseases  in  childhood 
and  plans  to  prepare  an  authoritative  reference 
manual  on  the  subject. 

* * 

A.  A.  SAVASTANO  was  the  subject  of  a Frank 
Lanning  sketch  in  the  July  31st  Providence  Even- 
ing Bulletin  in  which  Doctor  Savastano  was  lauded 
for  his  initiation  of  the  Post  Graduate  Conference 
on  the  Medical  Aspects  of  Sports  sponsored  by  the 
University  of  Rhode  Island  and  the  Medical  So- 
ciety. Referring  to  the  Conference,  the  sketch  said, 
‘‘It  was  not  only  the  brainchild  of  Doctor  Sava- 
stano but  at  the  outset  he  carried  it  singlehandly, 
financially,  administratively  and  otherwise  . . . and 
he  has  developed  it  into  what  is  acknowledged  to 
be  the  best  symposium  of  its  kind  in  the  United 
States.” 

The  newspaper  also  stated  that  '“he  has  re- 
ceived many  citations  and  each  honor  intensifies  his 
his  gratitude  to  America,  but  many  of  the  honors 
came  because  he  has  so  freely  dispensed  his  time, 
ability,  and  affluence  for  the  benefit  of  others.” 

* * * 

MARIO  G.  BALDIXI  has  been  appointed  Chief 
of  the  Department  of  Medicine  at  the  Memorial 
Hospital,  Pawtucket.  He  succeeds  MYRON  STEIN 
Rhode  Island  Medical  Journal 


who  has  accepted  the  position  of  chief  of  pulmon- 
ary division  at  the  Cedar-Sinai  Hospital  and  pro- 
fessor of  medicine  at  the  University  of  California 
in  Los  Angeles. 

* * * 

DANIEL  S.  LIANG,  Division  of  Urology  of  St. 
Joseph’s  Medical  Staff,  has  authored  a book  on 
“Facts  About  Aging”. 

* * * 

SIDNEY  COBB  has  been  named  head  of  the 
psychiatric  epidemiology  research  unit  at  Butler 
Hospital.  He  has  also  been  named  professor  of 
psychiatry  (Research)  for  the  Brown  University 
Division  of  Biological  and  Medical  Sciences,  human 
behaviour  section. 

* * * 

ROBERT  J.  WESTLAKE  has  been  appointed 
Butler  Hospital's  director  of  outpatient  care,  and 
associate  professor  of  psychiatry  (clinical)  at 
Brown. 

* * * 

GEORGE  W.  KRIEBEL,  JR.  has  been  appointed 
instructor  in  psychiatry  (clinical)  at  Brown  Uni- 
versity and  has  joined  Butler’s  staff  as  intensive 
treatment  chief. 

* * * 

JAMES  McGUIRE  has  joined  Butler  Hospi- 
tal’s psychiatric  staff  as  a new  full  time  member. 

* * * 

MICHAEL  E.  SGALA  will  spend  three  months 
in  Indonesia  at  the  request  of  Care-Medico.  He 
will  teach  and  demonstrate  procedures  in  ortho- 
pedic surgery.  He  will  also  teach  at  the  Medical 
School  of  Maylasia.  Mrs.  Scala  will  accompany 
her  husband  and  will  teach  Occupational  Therapy. 

* * * 

DANIEL  HARROP,  Kent  County  Medical  Ex- 
aminer for  more  than  10  years,  has  resigned. 
FRANK  J.  JEHLE,  JR.  is  the  new  Medical  Ex- 
aminer for  that  county. 

* * * 

ARVIN  S.  GLICKSMAN,  professor  of  radio- 
therapy  at  the  Mount  Sinai  School  of  Medicine 
in  New  York,  has  been  appointed  physician-in- 
chief in  the  Department  of  Radiation  Therapy  at 
Rhode  Island  Hospital.  Doctor  Glicksman  has  also 
been  named  a Professor  of  Medical  Science  at  the 
Brown  University  Medical  School. 

* * * 

ELLIOT  B.  BARRON  has  been  appointed  by 
Governor  Noel  to  serve  on  the  State  Parole  Board. 
Doctor  Barron  succeeded  THOMAS  L.  G REASON 
who  resigned. 

* * * 


STANLEV  M.  ARONSON,  Pathologist-in-Chief 
and  Director  of  Laboratory  Medicine  at  The  Miri- 
am Hospital,  and  Dean  of  Medical  Affairs  at  Brown 
University  Medical  School,  was  invited  by  H.E.W. 
Secretary  Elliot  L.  Richardson  to  serve  on  the  Na- 
tional Advisory  Commission  for  Multiple  Sclerosis. 

* * * 

ROBERT  P.  DAVIS,  Physician-in-Chief  of  The 
Miriam  Hospital,  was  Chairman  of  the  Intersociety 
Session  on  “Membranes  and  Transport”  at  the 
57th  Annual  Meeting  of  the  Federation  of  Amer- 
ican Societies  for  Experimental  Biology. 

4=  * * 

CAROL  SILVER  was  the  guest  speaker  for 
the  Fall  River  Medical  Society  recently.  He  spoke 
on  “Medical  and  Surgical  Treatment  of  the  Tem- 
poromandibular Joint  Dysfunction’’. 

* Jjs  * 

MELVIN  HOFFMAN  was  re-elected  to  serve 
as  President  of  The  Miriam  Hospital  Medical  Staff 
Association  at  the  Association's  annual  meeting 
held  recently.  Also  re-elected  to  serve  for  a period 
of  one  year  were  MARTIN  E.  FELDER,  Vice 
President,  and  HENRY  M.  LITCHMAN,  Secre- 
tary. HENRY  F.  IZEMAN  was  elected  to  serve  as 
Treasurer. 

(Concluded  on  page  340) 
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Exquisite  Interaction  Of  Genetic  And 
Environmental  Factors  Suggests  Role 
For  Identification  Of  Genetic  Predispo- 
sition In  Amelioration  Of  All  Disease 


By  Alfred  G.  Knudson,  Jr.,  M.D.,  Ph.D. 


Progress  in  the  control  of  disease  has  tapered 
off  following  many  successes  in  the  conquest  of 
infectious  and  nutritional  diseases.  Present  prob- 
lems may  be  placed  into  three  broad  groups:  (1) 
residual  problems  in  areas  of  previous  success,  ( 2 ) 
new  environmental  hazards  such  as  cigarette  smok- 
ing and  air  , pollution,  and  (3)  constitutional  dis- 
orders, many  of  genetic  origin.  The  last  of  these 
poses  a serious  challenge  to  scientific  medicine  and 
is  the  subject  I shall  discuss  with  you  now. 

What  are  these  problems  of  constitutional  ori- 
gin? A list  includes  such  common  entities  as  dia- 
betes mellitus,  schizophrenia,  essential  hyperten- 
sion, and  allergy,  and  such  rare  ones  as  galacto- 
semia, phenylketonuria  and  hemophilia.  For  a 
medical  geneticist  a more  meaningful  classification 
is  one  based  on  genetic  mechanism,  as  shown  in 
Table  1.  The  first  genetic  class,  chromosomal  ab- 
normalities, is  exemplified  by  the  Down  syndrome. 
The  second,  Mendelian  conditions,  includes  all  of 
the  inborn  errors  of  metabolism.  Polygenic  dis- 
orders such  as  diabetes  mellitus,  schizophrenia,  and 
essential  hypertension  comprise  the  third.  Finally, 
there  is  a group  of  genetic  disorders  of  somatic 

ALFRED  G.  KNUDSON,  JR.,  M.D.,  Ph.D.,  of 
Houston,  Texas,  Dean,  The  University  of  Texas; 
Graduate  School  of  Biomedical  Sciences  at  Hous- 
ton. 

Delivered  at  The  Miriam  Hospital,  Providence,  Rhode 
Island,  January  15,  1973. 


cells  which  includes  cancer  and,  possibly,  auto- 
immune disorders. 

MECHANISMS  OF  CONTROL 
Assessment  of  prospects  for  control  of  these 
hereditary  conditions  begins  with  a summary  of 
available  means  for  dealing  with  them  (Table  2). 
A simple  example  of  definitive  correction  is  that  of 
surgery  for  cleft  palate  or  pyloric  stenosis.  Circum- 
vention of  metabolic  defects  is  accomplished  by 
elimination  of  specific  metabolites  from  the  diet  in 
galactosemia  and  phenylketonuria  and  by  addi- 
tion of  a crucial  product  in  adrenal  hyperplasia 


TABLE  1 

Genetic  Classification  of  Disease 


Class 

Chromosomal 
Mendelian 
Polygenic 
Somatic  genetic 


Example 

Down’s  Syndrome 
Inborn  errors  of  metabolism 
Hypertension,  schizophrenia 
Cancer 


TABLE  2 


Classes  of  Treatment  of  Hereditary  Diseasae 


Class 

Surgery 

Circumvention 

Drug  administration 
Restoration 
Induction 
Replacement 

Modification 

Transplantation 


Example 

Cleft  palate,  pyloric  stenosis 
Galactosemia,  adrenal  hyper- 
plasia 

Wilson’s  disease 
Methylmalonic  acidemia 
Bilirubin  conjugation  defect 
Hemophilia,  agammaglobulin- 
emia 

Allergy,  autoimmune  disease 
Sickle  cell  anemia,  polycystic 
disease 


(Continued  on  next  page) 
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and  inborn  errors  of  thyroxine  synthesis.  Penicilla- 
mine treatment  of  Wilson’s  disease  is  an  example 
of  drug  administration.  Partial  restoration  of  en- 
zyme activity  is  possible  in  a few  instances  by 
means  of  cofactor  supplementation,  e.g.,  with  pyri- 
doxine  in  some  cases  of  homocystinuria  and  with 
vitamin  B12  in  some  cases  of  methylmalonic  acide- 
mia. Yet  another  approach  is  induction  of  enzyme. 
An  example  of  this  is  provided  by  bilirubin  conju- 
gation defect,  in  which  jaundice  results  from  fail- 
ure to  eliminate  bilirubin.  The  enzyme  is  evidently 
present  in  a defective  form  and  activity  is  not 
completely  lost.  Stimulation  of  enzyme  synthesis 
by  phenobarbital  causes  a substantial  increase  in 
the  defective  enzyme,  to  the  point  where  enough 
activity  accumulates  to  reduce  jaundice  clinically. 
Replacement  of  defective  protein  has  been  prac- 
ticed for  many  years  in  hemophilia  and  more  re- 
cently in  certain  immune  deficiency  diseases.  Ad- 
ministration of  purified  enzyme  has  been  attempted 
in  Fabry’s  disease  and  Tay-Sachs  disease,  but  with 
disappointing  results.  Plasma  and  leukocyte  infu- 
sions have  been  reported  to  cause  improvement  in 
some  patients  with  mucopolysaccharidoses,  but 
these  results  are  very  preliminary.  Modification  of 
protein  synthesis  is  illustrated  by  desensitization 
of  allergic  individuals.  A final  kind  of  treatment 
is  cell,  tissue,  or  organ  transplantation.  This  is  ac- 
complished when  blood  transfusion  is  given  for 
sickle  cell  anemia  and  when  kidney  transplantation 
is  utilized  for  polycystic  disease  of  the  kidneys. 

Despite  some  successes  treatment  of  inborn  er- 
rors is  on  the  whole  still  very  limited.  It  is  under- 
standable then  that  much  attention  has  been  de- 
voted to  the  prevention  of  hereditary  disease.  The 
most  direct  prevention  is  provided  by  genetic 
counseling  and  voluntary  infertility.  For  domi- 
nantly inherited  disorders  this  is  particularly  use- 
ful, since  nearly  all  gene  carriers  are  affected, 
although  the  issue  is  complicated  by  the  fact  that 
a significant  fraction  of  affected  persons  results 
from  new  mutation.  For  recessive  conditions  most 
of  the  mutant  genes  are  present  in  unaffected 
heterozygous  individuals  who  must  be  identified 
before  any  really  significant  diminution  in  homo- 
zygotes  can  occur. 

A different  approach  to  prevention  is  that  of 
amniocentesis  and  induced  abortion.  It  has  now 
been  amply  demonstrated  that  diagnosis  of  many 
chromosomal  abnormalities  and  inborn  errors  of 
metabolism  can  be  accomplished  by  amniocentesis. 
So  far  the  risks  of  the  procedure  to  mother  and 
Jfild  appear  to  be  small  and  it  becomes  conceiv- 


able that  all  pregnancies  could  be  monitored  for 
chromosome  abnormality.  Since  nearly  three  mil- 
lion babies  are  born  each  year  in  the  United  States, 
considerable  facilities  and  technical  help  would  be 
required.  The  extensive  efforts  being  expended  on 
automating  karyotype  analysis  may  facilitate  at- 
tainment of  this  goal. 

Xo  approach  to  treatment  or  prevention  men- 
tioned so  far  involves  change  in  an  existing  gene. 
But  there  are  some  discoveries  in  lower  organisms 
which  suggest  that  this  may  some  day  be  possible. 
One  of  these  is  transformation  (Figure  1).  This 
process  was  originally  described  by  Griffith  in 
Pneumococcus.  Organisms  of  one  capsular  specifi- 
city could  be  stably  transformed  into  those  of  a 
second  specificity  by  a principle  extracted  from 
the  latter.  This  transforming  principle  was  shown 
by  Avery  and  coworkers  to  be  DXA,  and  in  fact 
this  discovery  provided  the  first  evidence  that 
DXA  is  genetic  material.  Transformation  has  been 
attempted  in  mammalian  cells  but  is  not  yet  a 
feasible  procedure.  In  order  for  transformation  to 
be  clinically  useful,  even  if  it  could  be  accom- 
plished in  mammalian  cells,  it  would  be  desirable 
to  administer  only  the  DXA  which  specifies  the 
desired  genetic  function.  The  extracted  DXA  in 
the  original  experiments  presumably  represented 
all  of  the  bacterial  DXA  and  was  therefore  not 
confined  to  that  which  constituted  the  gene  in 
question.  X”ow  there  is  a new  approach  to  this 
aspect  of  the  problem,  utilizing  the  reverse  trans- 
criptase discovered  by  Temin  and  Baltimore.  This 
enzyme  catalyzes  the  synthesis  of  homologous 
DXA  from  an  RXA  template.  If  the  messenger 
RXA  from  which  a specific  protein  is  translated 
can  be  isolated  even  in  small  amounts,  large 
amounts  of  the  homologous  DXA  could  be  syn- 
thesized in  vitro.  Then  there  would  be  the  prob- 
lem of  getting  the  DXA  into  the  appropriate  target 
cell  without  its  destruction.  A possible  approach 
to  this  has  been  provided  by  Aposhian’s  finding 
that  the  coat  of  an  animal  tumor  virus,  polyoma, 
can  be  made  to  enclose  DXA  from  mouse  em- 
brvoma  cells  and  deliver  this  DXA  to  human  cells. 
It  remains  to  be  demonstrated  whether  this  DXA 
can  be  integrated  into  the  host’s  chromosome  and 
made  to  function. 

TRANSDUCTION 

Another  example  of  induced  gene  change  is  the 
process  of  transduction  (Figure  2),  first  discovered 
by  Zinder  and  Lederberg  in  Salmonella.  Transduc- 
tion involves  the  transport  of  a gene  from  one 
cell  to  another  by  a virus,  a bacteriophage  in  the 
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Figure  1 


Transformation 


Normal  cell  Mutant  cell 


Figure  2 


Transduction 


Figure  3 


A made-to-order  virus 


case  of  bacteria.  In  some  instances  numerous  genes 
are  transferred  and  the  process  is  relatively  non- 
specific; in  others,  as  with  the  transduction  of 
galactose  genes  of  E.  coli  by  the  bacteriophage 
lambda,  it  is  specific.  Transduction  has  not  been 
demonstrated  in  animal  cells,  but  the  crucial  prop- 
erty of  integration  of  viral  DNA  into  host  cell 
DNA  is  a property  of  tumor  viruses.  A completely 
unexpected  result  has  been  reported  by  Merril, 
who  found  that  human  galactosemic  cells  acquired 
the  missing  enzymatic  activity  following  infection 
with  lambda  bacteriophage  carrying  the  corre- 
sponding E.  coli  galactose  gene.  Another  report 
which  suggests  transduction  might  be  attainable 
is  that  of  Rogers  concerning  a sibship  of  three  chil- 
dren lacking  the  enzyme  arginase.  Observing  that 
the  rabbit  papilloma  tumor  virus  has  an  associated 
arginase  activity  and  causes  reduction  of  blood 
arginine  levels  in  man,  Rogers  provided  the  Ger- 
man physicians  of  the  children  with  the  virus.  Pre- 
liminary data  show  a marked  lowering  of  blood 
ammonia  levels.  Whether  this  experiment,  which 
is  still  in  progress,  represents  truie  transduction 
has  not  been  demonstrated. 

There  are  other  problems  posed  by  transduction. 
One  of  these  is  the  requirement  for  combining  the 
appropriate  gene  with  a useful  virus.  A recent  re- 
port by  Berg  and  coworkers  offers  a potentially 
powerful  tool  (Figure  3).  These  investigators  have 
utilized  a series  of  enzymes  to  modify  DNA  from 
two  different  sources,  lambda  and  the  animal  tumor 
virus  SV-40,  and  to  join  them  artificially  into  a 
single  circular  DNA  duplex.  This  paves  the  way 
for  the  artificial  union  of  DNA  from  an  appro- 
priate gene  with  DNA  from  an  appropriate  car- 
rier virus. 

A more  serious  problem  posed  by  transduction 
is  that  it  involves  integration  of  viral  DNA  into 
host  cell  DNA  and  that  all  animal  viruses  which 
integrate  in  this  way  are  able  to  produce  tumors. 
Optimistically  we  may  hope  that  the  viral  activity 
which  accounts  for  oncogenesis  can  be  separated 
from  the  activities  associated  with  integration  and 
transduction.  Pessimistically  it  may  develop  that 
a gene  for  one  of  the  latter  processes  is  a gene 
.for  tumor  formation. 

CELL  HYBRIDIZATION 

So  much  for  transformation  and  transduction. 
A rather  different  approach  to  induced  genetic 
change  is  that  of  cell  hybridization  (Figure  4). 
Harris’  discovery  that  irradiated  Sendai  virus  in- 
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Figure  A 


Cell  hybridization 


duces  fusion  of  animal  cells  has  stimulated  exten- 
sive investigations.  The  fused  cells  can  segregate 
into  cells  with  new  combinations  of  the  chromo- 
somes of  the  two  parental  cells  or  the  fused  cell 
may  progressively  eliminate  chromosomes.  Utiliz- 
ing mouse-human  hybrid  cells,  Mary  Weiss  has 
held  investigations  which  have  revolutionized  the 
mapping  of  genes  on  specific  human  chromosomes. 
Harris  and  Klein  have  shown  that  hybrids  of 
tumor  and  nontumor  cells  behave  like  non-tumor 
cells,  but,  as  these  hybrids  progressively  eliminate 
chromosomes,  they  become  tumor  cells.  Harris's 
group  has  al90  been  able  to  insert  genes  from 
chicken  cells  into  mouse  cells,  a procedure  which 
comes  closer  to  genetic  engineering.  Whether  this 
technology  of  cell  hybridization  can  ever  be  used 
therapeutically  will  depend  on  whether  the  process 
can  be  controlled  so  malignant  cells  do  not  emerge, 
whether  rejection  of  introduced  material  can  be 
avoided,  and  whether  selection  of  desirable  hybrids 
can  be  accomplished. 

Transformation,  transduction,  cell  hybridization 
— these  are  three  presently  conceivable  ways  to 
achieve  gene  change  which  might  be  therapeuti- 
cally useful.  But  even  if  they  can  be  made  to  work 
they  present  problems.  First,  there  is  the  matter 
of  time  of  administration.  If  a hereditary  disease 
is  already  irreversibly  present  at  birth,  it  is  ob- 
vious that  any  therapy  would  have  to  be  prenatal. 
This  is  probably  the  case  for  most  chromosomal 
abnormalities  and  for  some  Mendelian  disorders. 
For  conditions  like  galactosemia,  treatment  must 
be  started  early  in  life  but  can  be  instituted  post- 
natally.  Then  there  is  the  matter  of  tissue  specifi- 
city. It  must  be  ascertained  that  the  particular 
treatment  visualized  would  have  an  effect  in  the 
tissue  which  manifests  the  disease.  In  many  dis- 


eases, such  as  lipid  and  mucopolysaccharide  stor- 
age diseases,  several  systems  of  the  body,  includ- 
ing the  nervous  system,  are  affected  even  clini- 
cally; for  them  the  target  of  gene  therapy  would 
be  very  large.  In  others,  such  as  some  glycogen 
storage  diseases,  several  defects  in  amino  acid 
metabolism,  and  the  glycolytic  defects  of  erythro- 
cytes, only  one  or  two  tissues  are  affected. 

Assuming  that  time  of  treatment  and  tissue  spe- 
cificity are  not  insurmountable,  there  still  remains 
the  problem  of  quantitative  requirement  upon  gene 
therapy.  'What  level  of  enzyme  activity  would  be 
necessary  to  correct  an  inborn  error?  The  fact 
that  heterozygotes  with  50  per  cent  of  normal  ac- 
tivity are  clinically  normal  places  an  immediate 
upper  limit.  For  almost  all  known  human  enzymo- 
pathies the  homozygote's  level  is  below  15  per  cent. 
For  several  inborn  errors  there  is  evidence  that 
quantitative  differences  of  enzyrne  levels  are  re- 
lated to  the  spectrum  of  clinical  findings.  It  is 
quite  possible  that  an  increase  to  110  per  cent  of 
normal  would  result  in  improvement  while  an  in- 
crease of  10-20  per  cent  might  be  curative  for 
most  inborn  errors. 

Finally,  I want  to  reiterate  the  possible  hazards 
of  gene  therapy.  Transduction  and  integration  of 
viral  genome  may  lead  to  cancer.  Even  the  re- 
cipient might  not  be  the  only  person  to  be  con- 
sidered, since  he  could  serve  as  a focus  of  infec- 
tion of  others.  For  transformation  a similar  cir- 
cumstance could  ensue.  Cell  hybridization  may  not 
be  without  hazard  too  if  karyotypic  instability 
turns  out  to  be  a feature  of  the  process. 

All  of  these  procedures  could  lead  to  gene  ther- 
apy. I emphasize  that  they  are  mentioned  as  ap- 
proaches to  treatment  of  serious  disease.  I do  not 
advocate  extension  of  possible  successes  to  meas- 
ures for  “improving”  mankind;  I do  not  advocate 
employing  these  strategies  to  introduce  “desirable” 
characters  into  healthy  persons.  I should  mention 
two  procedures  which  have  received  wide  notice 
and  wrhich  by  their  nature  would  not  only  be  use- 
ful to  prevent  hereditary  disease  but  would  invite 
use  for  production  of  people  according  to  formula. 
One  of  these  is  cloning,  which  has  been  made  con- 
ceivable by  Gurdon’s  demonstration  that  nuclei 
of  adult  frog  cells  can  replace  nuclei  of  fertilized 
eggs  and  promote  normal  embryogenesis.  If  this 
were  to  be  demonstrable  with  human  cells  we  could 
imagine  a series  of  genetically  identical  individuals 
all  derived  from  eggs  with  nuclei  from  one  adult 
individual  selected  for  some  set  of  desirable  traits. 
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Another  approach  to  regulation  of  embryogenesis 
would  be  the  control  of  fertilization,  especially  if 
done  in  vitro,  as  accomplished  by  Edwards  for 
mouse  embryos.  Here  one  could  presumably  con- 
trol the  choice  of  germ  cells  to  be  used  and  addi- 
tionally monitor  the  results  for  aberration.  I do 
not  intend  to  dwell  upon  these  approaches  to  gene- 
tic control  because  it  is  immediately  apparent  that 
choice  of  “good-’  and  “bad”  genes  presents  prob- 
lems of  another  magnitude  compared  with  those 
involved  in  disease-producing  genes.  Even  in  the 
latter  instances  there  are  problems.  For  example, 
is  the  hemoglobin  S gene  “good”  or  “bad”  in  areas 
afflicted  with  falciparum  malaria?  Or,  as  Neel 
has  suggested,  the  genes  for  diabetes  mellitus  might 
protect  against  starvation. 

PROSPECTS  FOR  PREVENTION  AND  TREATMENT 

Now  that  we  have  looked  at  general  technical 
prospects  for  prevention  and  treatment  of  heredi- 
tary disease,  I would  like  to  return  to  a review 
of  the  genetic  categories  presented  earlier,  weigh- 
ing the  promise  of  various  technical  approaches  to 
each.  Conservation  of  the  chromosomal  abnormali- 
ties leads  immediately  to  the  conclusion  that  the 
demands  upon  any  form  of  therapy  are  severe  — 
treatment  would  need  to  be  instituted  prenatally, 
it  would  need  to  affect  many  tissues,  and  it  would 
need  to  be  quantitatively  efficient.  On  the  other 
hand  prenatal  diagnosis  and  abortion  are  at  least 
in  the  realm  of  possibility  as  presently  understood, 
even  granting  the  technical  problems  of  monitor- 
ing a large  population  of  pregnant  women,  the 
needed  assurance  of  safety,  and  the  ethics  of  ter- 
minating fetal  life.  At  stake,  however,  is  the  total 
elimination  of  one  disease,  Down’s  syndrome,  that 
affects  about  4,000  new  babies  each  year  in  the 
United  States. 

I stress  amniocentesis  and  abortion  because  no 
means  for  preventing  births  of  children  with  chro- 
mosomal abnormality  has  been  proposed.  There  is 
little  or  no  understanding  of  the  primary  cause  of 
the  disorders.  The  subjects  born  with  them  cer- 
tainly represent  only  a small  fraction  of  the  total 
abnormal  conceptuses,  since  30-40  per  cent  of  all 
spontaneous  abortuses  are  chromosomally  abnor- 
mal; this  represents  about  S per  cent  of  all  preg- 
nancies, and  the  figure  may  be  much  higher.  So 
it  appears  that  chromosomally  abnormal  births 
may  be  a residual  effect  of  some  basic  biological 
processes  with  high  inherent  failure  rates  about 
which  we  may  never  be  able  to  do  much. 

Mendelian  disorders  are  much  more  heterogene- 
ous than  chromosomal  abnormalities.  Severe  domi- 


nant conditions  are  very  rare  because  so  few  in- 
dividuals survive  to  reproduce.  Specific  mutations 
remain  in  a population  because  of  recurrent  muta- 
tion. For  achondroplasia  and  osteogenesis  imper- 
fecta approximately  75  per  cent  of  all  cases  have 
normal  parents  and  are  attributable  to  new  muta- 
tion; genetic  counseling  and  voluntary  infertility 
would  reduce  these  diseases  to  75  per  cent  of  their 
present  incidences.  In  order  to  eliminate  this  ma- 
jority of  cases  prenatal  diagnosis  and  abortion 
could  be  considered.  Unfortunately  at  present  there 
is  no  means  for  diagnosing  such  subjects  prenatally. 

Many  Mendelian  recessive  conditions  are  meta- 
bolic errors  which  do  not  become  irreversible  until 
after  birth.  These  have  been  the  main  targets  of 
treatment  to  date  and  of  discussion  of  possible 
future  gene  therapy,  as  outlined  above.  Most  of 
these  conditions  are  also  probably  rare  because 
they  are  held  in  populations  by  recurrent  muta- 
tion. But  here  most  of  the  mutant  genes  are  in  un- 
affected heterozygous  carriers,  and  only  a tiny 
fraction  of  the  genes  in  a population  represents 
new  mutations.  This  means  that  nearly  all  cases 
will  be  the  offspring  of  two  carriers.  Therefore 
any  means  for  carrier  identification  could  permit 
disease  prevention,  either  by  voluntary  infertility 
or  by  abortion  of  prenatally  diagnosed  fetuses. 

X-linked  recessive  disorders  such  as  hemophilia 
are  more  of  a problem  since  only  two-thirds  of  the 
abnormal  X-chromosomes  are  in  unaffected  carrier 
females.  New  mutations  therefore  play  a major 
role,  and  it  has  been  estimated  that  as  many  as 
20  per  cent  of  affected  males  have  non-carrier 
mothers.  There  would  be  no  way  to  anticipate 
these  cases  except  by  prenatal  diagnosis.  This  can 
be  accomplished  for  the  important  and  very  severe 
Lesch-Nyhan  syndrome. 

A few  hereditary  diseases,  such  as  cystic  fibrosis 
and  sickle  cell  anemia,  are  much  more  common 
because  they  are  maintained  not  by  recurrent 
mutation  but  rather  by  selective  advantage  of  the 
heterozygous  carrier.  These  diseases  could  be  re- 
duced in  frequency  if  the  advantage  were  no 
longer  operating.  This  is  certainly  the  case  for 
sickle  cell  anemia,  since  the  advantage  of  the  car- 
rier against  falciparum  malaria  does  not  operate 
in  the  United  States.  But  the  time  scale  is  large; 
for  sickle  cell  anemia  the  disease  incidence  would 
become  one-half  its  present  value  in  about  200 
years  if  no  case  reproduced  and  if  carriers  repro- 
duced normally.  On  the  other  hand  the  disease 
could  be  eliminated  in  50  years  if  no  carrier  repro- 
( Continued  on  next  page) 
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duced  at  all.  a course  which  is  certainly  not  ac- 
ceptable at  present.  More  acceptable  perhaps  would 
-be  a program  of  voluntary  infertility  of  matings 
of  two  carriers,  or,  if  prenatal  diagnosis  can  be 
developed,  of  induced  abortion  of  affected  fetuses. 

POLYGENIC  DISORDERS 

By  far  the  most  numerous  hereditary  diseases 
are  those  which  involve  causation  by  interaction 
of  two  or  more  genes,  the  polygenic  disorders.  Al- 
together the  disorders  discussed  so  far  affect  some- 
thing like  one  per  cent  of  individuals  born  in  the 
United  States.  In  contrast  each  of  diabetes  mellitus, 
schizophrenia,  and  essential  hypertension  affects 
more  than  that  number. 

Genetic  analyses  of  these  common  diseases  have 
been  conducted  for  many  years,  and  major  con- 
troversy has  raged  over  monogenic  versus  poly- 
genic inheritance.  The  prevalent  current  opinion 
is  that  all  three  are  polygenically  determined.  In  a 
way  this  is  a disappointment;  we  can  no  longer 
expect  to  find  a single  molecular  defect  where  cir- 
cumvention would  be  curative.  On  the  other  hand 
the  number  of  genetic  loci  might  be  relatively 
small,  say  three  or  four,  and  affecting  even  one  of 
them  might  be  beneficial.  If  that  were  so,  we 
should  not  abandon  the  direct  approaches  consid- 
ered for  Mendelian  disorders. 

Certainly  the  significance  and  scope  of  polygenic 
disorders  is  great,  but  measures  for  their  preven- 
tion are  not  available.  In  fact,  the  concept  of  pre- 
vention is  very  limited  for  most  common  diseases, 
perhaps  because  too  much  attention  has  been  paid 
to  the  ubiquitous  environment  and  not  enough  to 
genetic  individuality.  We  also  have  no  satisfactory 
means  for  identifying  the  susceptible  individual 
until  he  has  preclinical  manifestations,  such  as 
prediabetic  or  labile  hypertensive  state. 

Treatment  on  the  other  hand  has  fared  much 
better.  Some  measures  are  available  for  most  of 
these  diseases  although  they  are  often  life-long,  as 
yvith  diabetes  mellitus,  and  not  curative.  Treat- 
ment of  diabetes  has  combined  attempts  to  modify 
an  environmental  factor  — the  diet  — - as  well  as 
the  individual’s  physiology.  A similar  example  is 
offered  by  the  combination  of  eny-ironmental  ayroid- 
ance  and  desensitization  procedures  recommended 
for  allergic  persons.  Still  there  is  nothing  like  a 
specific  genetic  therapy  so  far.  That  type  of  ther- 
apy depends  not  only  upon  a neyv  methodology  as 
required  for  monogenic  disorders  but  also  upon 
identification  of  the  specific  gene  functions  which 
are  abnormal  in  the  common  diseases. 

Some  hope  for  progress  on  this  latter  point  stems 


from  the  fact  that  for  some  common  disorders  there 
are  uncommon  monogenic  variants  which  may  be 
related  to  the  mysterious  polygenes.  For  example, 
a rare  monogenic  form  of  atherosclerosis  is  familial 
hypercholesteremia,  a dominant  disorder  with  a 
characteristic  lipoprotein  anomaly  and  high  blood 
cholesterol.  This  one  form,  even  though  uncom- 
mon, may  shed  light  on  the  common  forms  of 
atherosclerosis.  Another  example  is  gout.  For  years 
it  has  been  thought  that  at  least  many  cases  of 
gout  result  from  overproduction  of  uric  acid,  but 
there  had  been  no  knoyvn  mechanism.  A neyv  in- 
sight was  provided  by  the  X-linked  Lesch-Nyhan 
syndrome  in  which  deficiency  of  salvage  enzyme 
leads  to  failure  of  appropriate  negative  feedback 
at  the  controlling  step  in  purine  synthesis. 

If  then  some  individual  polygenes  oould  be  iden- 
tofied,  gene  theiapy  could  be  considered.  The  prob- 
lems of  tissue  specificity  and  efficiency  would  prob- 
ably be  similar  to  those  encountered  yvith  inborn 
errors  of  metabolism.  However,  since  some  means 
of  treatment  are  available  and  since  the  disorders 
in  general  are  not  so  life-threatening  as  are  the  in- 
born metabolic  errors,  evaluation  of  the  advisabil- 
ity of  such  therapy  requires  careful  consideration. 
Particular  attention  should  be  paid  to  the  hazards 
of  such  therapy,  both  to  the  individual  and  to  those 
around  him.  It  would  hardly  be,  for  example,  a 
reasonable  trade-off  to  substitute  transducing  virus- 
induced  cancer  for  treatable  gout. 

SOMATIC  GENETIC  DISEASE 

Finally  there  is  the  category  of  somatic  genetic 
disease.  The  most  likely  example  of  this  phenome- 
non is  cancer,  although  the  autoimmune  disorders 
may  constitute  another  example.  The  evidence  that 
somatic  mutation  plays  a role  in  oncogenesis  will 
not  be  discussed  here.  Suffice  it  to  say  that  recent 
studies  on  . physical,  chemical,  and  viral  carcinogens 
increasingly  point  to  mediation  of  their  oncogenic 
effects  via  change  in  the  host's  genome.  Further 
support  comes  from  the  study  of  dominantly  in- 
herited tumors  and  tumor  syndromes  as  special 
cases  in  which  change  in  the  host  cell  genome  is 
inherited  via  germinal  cells  rather  than  by  somatic 
mutation. 

These  examples  of  dominantly  inherited  suscep- 
tibility to  cancer  may  be  combined  with  some  re- 
cessive syndromes  (xeroderma  pigmentosum,  Fan- 
coni  and  Bloom  syndromes,  immune  deficiency 
states)  to  constitute  a class  of  genetically  predis- 
posed individuals.  Many  of  these  individuals  de- 
y^elop  cancer  even  in  childhood,  and  when  they 
(Concluded  on  page  340) 
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Vibrio  Parahemolyticus  In  Narragansett  Bay 


Rhode  Island  Waters  Harbor  Potentially 
Pathogenic  Organism  Transmitted  By 
Sea-foods 


By  Fredy  P.  Roland,  M.D. 

The  role  of  the  sea  as  a source  of  foodstuffs  and 
recreational  areas  is  increasing  in  importance. 

The  sea  and  the  foodstuff  from  the  sea  are 
usually  thought  of  as  being  polluted  by  man. 
Wastes  and  oil  are  willfully  or  accidentally  spilled 
into  the  sea.  Considerable  amounts  of  research 
have  been  done  on  the  estuarine  waters.  The  sur- 
vival of  pathogenic  bacteria  and  viruses  of  human 
origin  in  salt  water  has  been  investigated  in  depth. 
Always  forgotten  are  the  pathogenic  microorgan- 
isms of  sea-water  origin  and  the  diseases  they  cause 
in  marine  animals  that  are  themselves  transmissible 
to  man. 

Among  the  microbial  diseases  having  a marine 
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origin,  only  one  is  capable  of  being  transmitted  to 
human  subjects.1  Vibrio  parahemolyticus,  a strict 
halophilic  vibrio,  has  recently  increased  in  impor- 
tance as  a pathogen  in  the  United  States,  causing 
gastroenteritis  and  skin  infections.  This  vibrio  is 
part  of  the  marine  environment,  and  its  recovery 
from  practically  all  estuarine  waters  in  the  United 
States  is  now  a recognized  fact.  It  differs  from 
other  microorganisms  responsible  for  gastroenteri- 
tis in  that  they  are  merely  passively  transmitted 
by  shellfish. 

LITERATURE 

Smith  remarked  that  in  three  books  of  clinical 
microbiology  published  in  1970  Vibrio  parahemo- 
lyticus is  referred  to  only  by  a cursory  remark 
or  a chart  entry.  The  same  author  puts  forward 
the  concept  that  V.  parahemolyticus  is  perhaps 
the  major  cause  of  diarrhea  and  gastroenteritis  in 
many  countries.  It  is  not  a “new  organism”,  but 
is  little  known  despite  its  considerable  importance.2 
Knowledge  of  this  organism  has  not  been  widely 
disseminated  among  clinical  microbiologists.3  It  is 
believed  that  the  majority  of  clinicians  are  not 
aware  of  the  possible  pathogenicity  of  this  vibrio. 

CASE 

The  isolation  of  V.  parahemolyticus  from  the 
(Continued  on  next  page) 
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TABLE  I 

Vibrio  parahemolyticus 

Gram  negative  rods,  polarly  monotrichous;  lactose, 
negative;  oxidase  and  starch  positive. 

Tvpe  I Tvpe  II 

V.  V. 

parahemolyticus  alginolyticus 


Voges-Proskauer 

— 

+ 

NaCl  10  per  cent 

— 

+ 

Sucrose 

— 

+ 

TABLE  II 

Vibrio  parahemolyticus 

in  Sea-food 

Clams 

Oysters 

Crabs 

Shrimp  Swordfish 

VP  per 

Gram  of 

Sea-food  500-71,000 

7-1,500 

700-3,000  400-1,200 

Sea-water 
(liters)  20 

Filtered 

100 

(hours)  24 

24 

— 18°  C.  8 days 

1,000/shrimp 

Survival 


0°  C.  15  days 
22°  C.  30  days 

Heat 

60-80°  C.  15  minutes 

pH  pH  6 

skin  of  the  leg  of  a patient  who  developed  endo- 
toxin shock,  intravascular  coagulation,  and  gan- 
grene resulting  in  above-the-knee  amputation  of 
one  leg4' 5 prompted  us  to  review  the  literature 
dealing  with  the  pathogenicity  of  the  vibrio  and 
its  importance  in  the  seafood  industry  in  the 
United  States,  and  also  to  investigate  its  incidence 
in  Xarragansett  Bay  (Rhode  Island). 

THE  ORGANISM 

Vibrio  parahemolyticus  (VP)  is  a group  of  en- 
teropathogenic,  salt-dependent  bacteria.8  The  group 
has  been  divided  into  two  species,  VP  type  I and  a 
sucrose-positive  variant  VP  type  II  or  Vibrio  al- 
ginolyticus. They  are  gram-negative,  rod  shaped, 
pleomorphic  bacilli.  They  do  not  ferment  lactose, 
but  do  hydrolyze  starch  and  are  oxidase  positive. 
The  two  species  are  separated  by  their  ability  to 
grow  in  10  per  cent  N'aCl,  by  their  fermentation 
of  sucrose,  and  by'  the  Voges-Proskauer  test 
(Table  I). 

They  are  closely'  related  to  Vibrio  comma,  the 
organism  responsible  for  cholera. 

VP  is  responsible  for  cases  of  gastroenteritis  and 
skin  infection.  The  enteritis  resembles  shigellosis 
with  watery  stools  containing  blood  and  mucus.2 
Usually'  the  stools  do  not  harbor  the  normal  E. 
coli  and  associated  flora.  Localized  skin  and  tissue 


infections  may  follow  marine  bathing.5  The  patho- 
genicity of  the  two  species  is  not  clear-cut.  They 
may  be  enteropathogens  with  an  altered  route  of 
entry  or  nonpathogenic  vibrios  with  a previously 
nonsuspected  virulence.7 

Because  of  their  isolation  in  coastal  waters  and 
the  occurrence  of  epidemics  in  the  United  States, 
an  evaluation  of  their  potentiality  as  pathogens  in 
association  with  sea-foods  is  useful.  The  unex- 
plained cases  of  gastroenteritis  and  skin  lesions 
occurring  on  the  litoral  during  the  summer  months 
must  be  brought  to  the  attention  of  physicians. 

VP  is  present  in  sea-foods.  In  Japan,  where  the 
organisms  have  been  studied  for  20  yrears,  gastro- 
enteritis following  the  ingestion  of  raw,  dried, 
salted  fishes  is  frequent.2  In  the  United  States 
they  have  been  isolated  from  sea-water,  sediment, 
crabs,  oysters,  shrimp,  and  clams,3- 8-  9-13  (Table 
II).  Their  survival  is  dependent  upon  numerous 
factors,  including  temperature,  refrigeration,  freez- 
ing, acidity  of  the  environment  (pH),  and  con- 
centration of  NaCl.n- 14>  15  .Another  important  fac- 
tor as  far  as  food  contamination  is  concerned  is 
that,  given  the  proper  environment  (salinity,  al- 
kalinity') , VP  has  probably  the  shortest  generation 
time  of  all  bacteria,  nine  to  11  minutes  (this  com- 
pared to  a generation  time  of  20  minutes  for  E. 
Coli2).  Counting  of  VP  organisms16  is  important 
because  the  severity'  of  the  symptoms  appears  to 
be  related  to  the  number  of  \T  organisms  in- 
gested.18 

In  Japan  in  1951,  272  patients  had  VP  gastro- 
enteritis with  20  deaths.  In  1963  there  were  524 
isolated  outbreaks  resulting  in  12.000  infections; 
in  1964,  558  outbreaks  with  more  than  14,000  in- 
fections with  a death  incidence  of  about  10  in 
each  y'ear.  They'  caused  60  to  70  per  cent  of  the 
summer  diarrheas.2 

It  was  stated  in  1970  that  VP  “may  account 
for  many'  cases  of  gastroenteritis  of  undetermined 
etiology'  in  this  country.4”  Since  then  three  major 
epidemics  have  been  reported  in  the  L’nited  States 
(Table  III)  — in  Washington  State  in  1969  due 
to  clams,8  in  Maryland  in  1871  due  to  crabs,1, 
and  in  Louisiana  in  1972  due  to  shrimp.18  A small 
epidemic  in  1972  in  New  Jersey  was  traced  to 
shrimp  and  crabs.19 

RHODE  ISLAND  WATERS 

Because  of  the  extensive  use  of  Xarragansett 
Bay  as  a source  of  sea-food  and  bathing,  the  in- 
cidence of  VP  was  determined.  Isolation  of  VP 
was  undertaken  during  the  months  of  June  and 
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July  1972.  A total  of  75  samples  were  taken,  con- 
centrating on  swimming  beaches  and  areas  where 
there  is  clamming.  Sea-water  and  sediment  for 
transportation  were  incorporated  in  a trypticase- 
salted,  soy  broth  to  give  a final  concentration  of 
7 per  cent  NaCl.  As  no  counting  was  done,  re- 
frigeration was  not  strict  during  transportation  to 
the  laboratory.  The  mixture  was  plated  on  solid 
media  containing  trypticase  soy  agar,  XaCl  3 per 
cent,  and  potato  starch  0.5  per  cent.  All  organisms 
that  hydrolyzed  starch  and  were  oxidase  positive 
were  further  identified.  Of  75  samples,  48  were 
positive  for  VP  type  II.  Type  I was  found  in  two 
places:  at  Oakland  Beach  and  in  the  Barrington 
River  (map). 

VP  is  found  with  high  frequency  during  the 
summer,  but  not  in  the  winter  months.20  The  most 
important  ecological  factor  is  temperature.  VP 
cannot  grow  at  temperatures  below  5°  C.  It  has 
been  postulated  that  VP  survives  the  winter  months 
in  the  plankton.  They  can  be  located  on  the  plank- 
ton organisms  or  within  the  organisms  comprising 
the  plankton.  The  other  ecological  factors,  pH, 
salinity,  and  light,  are  much  less  important  than 


TABLE  III 

Vibrio  parahemolyticus  Gastroenteritis  in  the  Unit  ed  States 


1969 

Washington 

1971 

Maryland 

1972 

Louisiana 

1972 

New  Jersey 

Persons 

? 

320 

600 

15 

Food 

Clams 

Crabs 

Shrimp 

Shrimp 

Crabs 

Preparation 

Raw 

Steamed 

Transported 

under 

uncooked  crabs 

Boiled 

5-6  hours  prior 
Ambient 
temperature 

Cooked  ? 
Then  put  in 
raw  crabs 
container 

Incubation 

16-8  hours 

8-22  hours 

5-92  hours 

12-15  hours 

Illness 

1-5  days 

1-8  days 

14  hours-3  days 

Medical 

Attention 

60% 

50% 

80% 

Diarrhea  98% 

Cramps  78% 

Nausea  76% 

Vomiting  74% 

Fever  26% 

Chills  10% 

Menu 

Shrimp 

Crackers 

Ketchup 

Hot  Sauce 

Beer 

Soda  Drinks 

Shrimp  Attack 

Eaten  Rate 

<10  27.3% 

10  to  20  66.7% 

>20  73.0% 

INCIDENCE  OF  VIBRIO  PARAHEMOLYTICUS 
IN  NARRAGANSETT  BAY 
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waters,  in  inshore  sediments,  and  in  molluscan 
shellfish.2- 10>  12  High  organic  nutrient  content  is 
favorable  to  the  growth  of  XT.12 

CONCLUSIONS 

The  knowledge  that  sea-food  can  be  contami- 
nated with  VP  should  be  disseminated  throughout 
the  United  States.  VP  is  distinguished  from  all 
other  pathogenic  bacteria  by  its  ability  to  grow 
and  survive  in  the  sea.  Because  it  invades  marine 
animals,  it  constitutes  a potential  human  health 
problem.9  This  potential  exists  in  the  United  States 
as  proven  by  the  outbreaks  reported  in  the  last 
four  years.14  The  more  important  problems  in  food 
safety  relate  to  bacteria.23  We  still  do  not  know 
what  constitutes  an  acceptable  level  of  VP  or- 
ganisms in  sea-foods.  Many  of  the  cases  of  food 
poisoning  in  the  United  States  and  other  countries 
are  of  unknown  etiology.24  A broader  awareness  in 
this  country  of  the  enteropathogenic  potential  of 
marine  vibrios  should  prompt  investigators  to  look 
for  these  organisms.8 

Specific  tests  in  suspected  outbreaks  of  shellfish- 
related  gastroenteritis  for  the  detection  of  VP  in 
stools,  sea-food,  sea-water,  and  skin  lesions  should 
be  included  in  addition  to  the  routine  bacteriologi- 
cal procedures.2, 12,  24  The  real  extent  of  the  haz- 
ards of  VP  infections  can  be  evaluated  only  when 
public  health  officials  recognize  that  the  organisms 
exist  as  a potential  health  problem,  increase  sur- 
veillance for  the  organism,  and  devise  methods  to 
eliminate  them  if  required.13 

'Narragansett  Bay  isolation  of  Vibrio  parahemo- 
lyticus should  stimulate  more  studies  of  these  or- 
ganisms. The  extensive  use  of  our  beaches  and  the 
eating  of  raw  shellfish  warrant  a closer  investiga- 
tion of  cases  of  gastroenteritis  and  skin  infection 
of  doubtful  etiology  and  a more  systematic  search 
for  the  salt-dependent  vibrios  in  our  coastal  waters.5 
Only  the  microbiologist  can  furnish  the  answers 
and  only  he  can  identify  the  potential  pathogenic 
problems  and  insure  that  adequate  steps  are  taken 
to  prevent  occurrences. 
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New  Concepts  Of  Pathogenic  Mechanisms  In  Allergy 


Major  Abnormality  In  Atopy  Possibly 
Genetic  Related  To  Defect  In  Adrener- 
gic Beta  Receptor 


By  Guy  A.  Settipane,  M.D. 

Since  Von  Pirguet  coined1  the  term  allergy  in 
1906,  a great  deal  of  progress  has  been  made.  At 
that  time  Von  Pirguet  was  doing  research  on  serum 
sickness  disease  which  occurred  in  some  individuals 
who  received  horse  antipneumoccal  polysaccha- 
ride serum.  Von  Pirguet  is  also  credited  with  dis- 
covering the  tuberculin  test.  Perhaps  for  this  rea- 
son the  term  allergy  encompasses  both  the  delayed 
and  the  more  immediate  type  of  allergic  reactions. 
Allergy  may  be  defined  today  as  an  altered  immuno- 
logic state  induced  by  an  antigen  in  which  patho- 
logical reactions  are  subsequently  elicited  by  that 
antigen,  or  by  a structurally  similar  substance. 

HISTORICAL  BACKGROUND 
The  immediate  type  of  allergic  reaction  is  divided 
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into  two  groups:  anaphylaxis  and  atopy.  The  term 
anaphylaxis  is  derived  from  the  Greek  phylaxis, 
meaning  protection  and  ana  against.  In  1902  Por- 
tier  and  Richet2  observed  that  injections  of  an  ex- 
tract of  sea  anemone  caused  rapid  death  in  dogs 
previously  injected  with  that  extract  and  desig- 
nated this  type  of  immediate  reaction  anaphylaxis. 
There  is  no  heredity  factor  in  anaphylaxis,  and 
it  may  be  readily  induced  artificially  by  injection 
of  foreign  proteins  and  certain  haptenes.  A classic 
example  of  anaphylaxis  as  seen  in  medical  practice 
is  the  severe  immediate  reaction,  which  sometimes 
results  in  death,  following  injections  of  penicillin 
or  after  a bee  sting.3 

Atopy,  a term  introduced  by  Coca  and  Cooke  in 
192(3, 4 is  of  major  interest  to  allergists  and  prac- 
ticing physicians.  It  includes  the  following  disease 
states:  asthma,  allergic  rhinitis,  and  atopic  eczema, 
as  contrasted  with  anaphylaxis,  hereditary  is  a 
major  factor  in  atopy  in  which  spontaneous  sensi- 
tization to  naturally  occuring  antigens,  such  as 
pollens,  may  be  present.5- 6- 7 The  'typical  anti- 
body involved  is  that  of  reagin  or  skin  sensitizing 
antibody,  which  is  found  in  the  Immunoglobulin  E 
class8-12  of  serum  proteins.  The  major  part  of  this 
report  will  deal  with  pathogenic  mechanisms  of 
(Continued  on  next  page) 
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asthma  and  indirectly  with  allergic  rhinitis  and 
atopic  eczema. 

In  the  past,  theories  of  the  pathogenesis  of  as- 
thma were  generally  unsatisfactory.  While  some 
types  of  asthma  were  undoubtedly  related  to  an 
antigen-antibody  reaction,  in  others  no  evidence 
of  an  antibody-antigen  reaction  was  apparent.  In 
addition,  nonspecific  aggrevating  factors  of  asthma, 
such  as  upper  respiratory  infections,  annd  anxiety, 
as  well  as  the  apparent  relationship  of  asthma, 
allergic  rhinitis,  and  atopic  eczema,  made  a unified 
concept  of  asthma  difficult  to  develop,  until  the 
recent  introduction  of  the  Beta  Adrenergic  Block- 
ade Theory  of  asthma. 

BETA  ADRENERGIC  THEORY 

In  October,  1968  Andor  Szentivanyi13  published 
in  the  Journal  of  Allergy  ‘'The  Beta  Adrenergic 
Theory  of  the  Atopic  Abnormality  in  Bronchial 
Asthma”.  Szentivany's  theory  relied  heavily  on 
Sutherland's14  concept  of  the  ‘‘second  messenger” 
mediating  many  of  the  effects  of  a variety  of  hor- 
mones. This  second  messenger  is  an  intracellular 
cyclic  nucleotide  called  adenosine  3 ’5 '-monophos- 
phate or  cyclic  AMP,  or  more  recently  cAMP. 
Adenyl  cyclase  in  the  cell  wall  stimulates  the  pro- 
duction of  cyclic  AMP.  which  is  found  intracellu- 
larly  and  which  is  related  to  the  initiation  of  many 
peripheral  functions  of  the  cell.  The  relationship 
of  receptors,  adenyl  cyclase,  cAMP,  and  9ome  of 
the  latter's  peripheral  response  is  illustrated  in 
Figure  1.  The  interaction  of  the  adrenergic  system 
with  end  organ  cellular  receptors  affects  the  intra- 
cellular concentration  of  cAMP,  which  in  turn 
mediates  many  functional  responses.  We  are  thus 
presented  with  a possible  basic  mechanism  in  the 
causation  of  atopy,  especially  of  asthma. 

Sventivanyi  theorized  that  a defect  in  the  beta2 
receptor  would  so  alter  the  delicate  intracellular 
mechanism  of  metabolism  as  to  be  able  to  account, 
as  an  end  result,  for  the  signs  and  symptoms  of 
asthma.  The  adrenergic  system  has  two  major 
types  of  receptors,  alpha  and  beta,  and  stimulation 
of  these  receptors  may  have  antagonistic  responses. 
For  example  stimulation  of  the  alpha  receptor  to 
the  lungs  produces  bronchiolar  constriction,  while 
stimulation  of  the  betas  receptor  produces  bron- 
chiolar relaxation.  The  betai  receptor  does  not 
cause  smooth  muscle  relaxation  in  the  lung  and 
is  not  thought  to  be  impaired  in  asthmatics.  Drugs 
that  block  beta  receptors,  such  as  propranolol,  ag- 
gravate asthmatic  conditions,  because  alpha  stimu- 
lation, which  inhibits  intracellular  cAMP  predomi- 
nates. This  decrease  in  cAMP  level  causes  indi- 


rectly an  increased  release  of  allergy  mediators, 
such  as  histamine  and  Slow-Reacting-Substance  of 
.Anaphylaxis,  (SRS-A)15  and  as  an  end  stage  causes 
further  constriction  of  bronchiolar  smooth  muscle 
(Figure  1). 


Figure  1 


BIOCHEMICAL  MECHANISM  OF  ASTHMA 


In  bronchial  asthma,  a possible  mechanism  Is  that  of  a defective  beta2 
receptor  (adenyl  cyclase),  resulting  in  decreased  levels  of  intracellular 
CAMP,  and  Increased  release  of  allergic  mediators. 


As  a test  of  one  component  of  this  theory,  it 
was  found  that  asthmatics  and  some  individuals 
with  atopic  eczema  do  not  produce  as  high  a level 
of  blood  glucose  as  normal  individuals  following 
administration  of  epinephrine.16- 17  In  addition, 
nocturnal  urinary  levels  of  cAMP  in  asthmatics 
demonstrated  significantly  lower  levels  of  urinary 
cAMP  than  in  normal  individuals.18  Both  asthma 
and  atopic  eczema  can  be  explained  on  the  basis 
of  an  abnormal  beta  receptor  (Figure  1).  The  lipo- 
lytic effect  of  epinephrine  in  asthmatics  is  unclear 
and  may  not  be  impaired. 

ACTION  OF  DRUGS 

This  type  of  biochemical  mechanism  in  the 
causation  of  asthma  may  also  explain  why  certain 
drugs  are  helpful  in  asthmatics.  Aminophyllin  com- 
pounds inhibit  the  enzyme  phosphodiesterase  which 
breaks  down  cAMP  into  an  inactive  form  of  5’ 
AMP.  This  inhibition  enables  intracellular  cAMP 
to  increase  and  inhibit  the  allergic  mediators.  Other 
inhibitors  of  phosphodiesterase  are  puromycin, 
benzothiadiazides,  reserpine  derivatives,  and  papa- 
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verine.19  Epinephrine  and  isoproterenol  are  pre- 
dominately stimulators  of  beta  receptors,  which 
are  thought  to  be  on  the  cell  membrane  and  which 
may  be  identical  to  one  site  on  the  adenyl  cyclase. 
Stimulation  of  the  beta  receptor  will  increase  the 
production  of  cAMP  from  ATP,  and,  again,  this 
will  relax  bronchiolar  smooth  muscle  and  indirectly 
inhibit  the  release  of  allergic  mediators. 

Other  stimulators  of  adenyl  cyclase  are  thyroid 
stimulating  hormone,  growth  hormone,  posterior 
pituitary  hormone,  leutenizing  and  follicle  stimu- 
lating gonadotrophins  (LH,  FSH),  melanin  stimu- 
lating hormone,  parathyroid  hormone,  glucagon, 
ACTH  and  prostaglandins.20  Corticosteroids  and 
thyroxin  may  actually  work  by  rendering  the  beta 
receptor  more  receptive  to  stimulation,  and  corti- 
costeroids also  are  thought  to  exert  some  phospho- 
diesterase inhibition . Thyroxin  has  a paradoxical 
role  in  that  it  would  appear  that  this  hormone 
should  make  asthmatics  better  by  indirectly  in- 
creasing intracellular  cAMP.  However,  in  hyper- 
thyroidism there  is  also  a decreased  level  of  ATP, 
the  precursor  of  cAMP.21-23  Although  thyroxin  may 
initially  help  to  stimulate  adenyl  cyclase  into  pro- 
ducing more  cAMP  from  ATP,  it  is  possible  that 
this  already  low  level  ATP  is  further  exhausted 
and  the  overall  result  is  a decrease  in  cAMP  and 
worsening  of  the  asthma.  In  fact,  five  such  cases 
of  hyperthyroidism  aggravating  an  existing  asthma 
have  been  reported.24  In  short,  there  probably  are 
separate  receptors  on  adenyl  cyclase  for  each  hor- 
mone. For  example,  blocking  the  beta  receptor  will 
not  affect  the  ACTH  receptor  site  on  adenyl  cy- 
clase. 

Cyclic  guanosine  3 ’5  ’-monophosphate  (cyclic 
GMP)  is  the  only  cyclic  nucleotide  other  than 
cAMP  which  occurs  naturally,  but  its  role  at  this 
time  is  uncertain.  Both  of  these  cyclic  nucleotides 
have  a widespread  distribution  throughout  the  ani- 
mal kingdom.25  Cyclic  GMP  is  less  potent  in  me- 
diating cellular  physiology  than  cyclic  AMP.  Tis- 
sue levels  are  generally  about  10  per  cent  of  those 
of  cAMP,  and  high  concentrations  of  exogenous 
cyclic  GMP  can  lead  to  elevation  of  cyclic  AMP 
in  some  tissues,  probably  by  inhibiting  phospho- 
diesterase. Cyclic  GMP  is  metabolized  by  one  or 
more  phosphodiesterases  which  also  will  metabo- 
lize cAMP.26 

OTHER  SYNDROMES 

The  relationship  of  beta  receptors  and  cAMP 
may  also  help  to  explain  the  pathogenic  mechanism 
of  the  Locked  Lung  Syndrome  resulting  from  the 
overuse  of  aerosolized  isoproterenol  medication. 


Isoproterenol  is  metabolized  to  3 -methoxy isopro- 
terenol, which  has  a beta-adrenergic  blocking  ac- 
tion. This  compound  accumulates  after  overuse 
of  aerosolized  isoproterenol  and  thus  may  aggre- 
vate  already  malfunctioning  beta  receptors  in  lung 
tissues  of  asthmatics. 

In  hay  fever  one  may  postulate  that  the  shock 
organ  is  the  nasal  mucosal  membranes  and  a de- 
crease in  intracellular  cAMP  in  these  cells  may 
increase  the  release  of  histamine.  However,  to  date 
no  beta  receptors  have  been  identified  in  the  nasal 
mucosal  membranes. 

Lowell27-28’ 29  and  his  group  have  postulated  a 
nasal  mucosal  membrane  defect  which  may  result 
in  increased  permeability  in  atopic  individuals  with 
hay  fever.  Changes  in  membrane  permeability  have 
been  reported  to  be  related  to  intracellular  cAMP 
levels  in  lower  animals.30  If  this  finding  is  found 
to  apply  to  human  mucosal  membranes,  beta  re- 
ceptors may  play  an  important  role.  A beta  recep- 
tor defect  in  the  nasal  mucous  membranes  may 
be  the  cause  of  the  increased  permeability  found 
in  nasal  membranes  of  atopic  individuals.  Lowell 
and  his  group  feel  that  this  increased  permeability 
may  allow  pollens  to  enter  the  mucosal  membranes 
and  stimulate  the  immunologic  system  to  produce 
reagin  or  skin  sensitizing  antibody.  Reagin  has 
been  found  in  secretions  surrounding  conjunctival 
and  nasal  mucosal  membranes.31’ 32>  33 

Skin  sensitizing  antibody  is  not  limited  only  to 
atopic  individuals,  since  normal  subjects  may  be 
stimulated  to  produce  reagin.  Fisherman34  induced 
immediate  cutaneous  reactivity  to  Ascaris  antigen 
in  normal  subjects  by  parenteral  injections  of  an 
Ascaris  extract.  Fisher  and  Connell35  induced  an 
immediate  type  of  reactivity  to  ragweed  pollen  in 
a normal  subject  with  a previous  negative  reactivity 
by  injecting  ragweed  extract  emulsified  in  mineral 
oil  adjuvant.  It  is  possible  that  a defect  in  the 
mucous  membrane  barrier  may  allow  inhaled  pollen 
to  stimulate  the  immunological  system  into  pro- 
ducing significant  quantities  of  reagin  or  skin 
sensitizing  antibody.  A defective  beta  receptor  in 
nasal  membranes  may  also  aggrevate  hay  fever  by 
reducing  local  intracellular  cAMP  and  increasing 
the  release  of  allergic  mediators  such  as  histamine. 

OTHER  STUDIES 

Our  recent  studies  on  bee  sting  allergy  in  boy 
scouts  is  consistent  with  this  theory  of  a defective 
mucosal  membrane.36  The  frequency  of  bee  sting 
allergy  was  found  to  be  about  the  same  in  atopic 
and  normal  segments  of  the  same  population  of 
(Continued  on  next  page) 
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boy  scouts.  In  bee  sting  allergy  the  antigen  is  in- 
jected subcutaneously,  thus  circumventing  the  de- 
fective nasal  mucosal  membranes.  Since  the  rest 
of  the  immunological  system  is  thought  to  be  the 
same  in  atopic  and  normal  individuals,  there  is 
no  reason  why  bee  sting  allergy  should  localize  in 
atopic  individuals,  especially  if  the  main  pathology 
lies  in  mucosal  membranes. 

Postulating  of  a defective  beta2  receptor  mech- 
anism in  the  skin  of  atopic  eczema  patients  is 
mostly  theoretical  at  this  point  except  for  indirect 
evidence  that  DNA  synthesis  in  the  epidermis  is 
inhibited  by  the  addition  to  skin  tissue  cultures 
of  drugs  that  are  primarily  beta2  receptor  stimu- 
lators, such  as  isoproterenol.37  In  atopic  eczema, 
there  is  a thickened  skin  layer  with  an  increased 
cellular  mitosis,  a finding  consistent  with  a defec- 
tive beta2  receptor. 

In  addition,  Parker  and  Eisen38  have  recently 
reported  that  there  was  a decrease  in  cAMP  re- 
sponse in  leukocytes  of  atopic  eczema  patients 
after  in  vitro  stimulation  with  isoproterenol  as 
compared  to  leukocytes  from  normal  individuals. 
This  finding  may  explain  the  relative  decrease  in 
hyperglycemia  found  after  epinephrine  injections 
in  asthmatics  and  atopic  eczema  subjects.  They 
concluded  that  the  similarity  in  the  leukocyte 
cAMP  responses  in  bronchial  asthma  and  atopic 
eczema  provide  a further  link  between  the  two 
conditions. 

Kelly  and  White39  have  uncovered  an  important 
inhibitory  feedback  mechanism  involving  hista- 
mine. Their  studies  showed  that  exogenous  hista- 
mine increases  intracellular  cAMP  and  markedly 
inhibits  endogenous  histamine  release.  It  is  not 
known  whether  exogenous  histamine  accomplishes 
this  increase  in  cAMP  through  stimulation  of  beta 
receptors.  This  inhibitory  feedback  mechanism  of 
histamine  controls  the  intensity  of  the  inflamma- 
tory response  and  may  explain  why  the  w’heal  and 
flare  reactions,  which  are  in  part  due  to  histamine 
release,  usually  do  not  cascade  throughout  the 
body  but  remain  localized  at  the  point  of  contact 
with  the  antigen,  such  as  is  found  in  the  imme- 
diate type  of  allergy  skin  tests. 

Austin’s  group40  have  found  that  the  cholinergic 
nervous  system  is  also  involved  indirectly  in  the 
pathogenises  of  bronchospasm  in  asthmatics  as 
shown  by  atropine  reversal  of  bronchospasm  in- 
duced by  propranolol41  or  by  the  atropine  reversal 
of  bronchospasm  induced  by  inhalation  of  specific 
pollens  in  sensitized  individuals.  In  addition,  aero- 
solized Mecholyl,®  a cholinergic  drug,  produces 


bronchospasm  in  asthmatics  even  in  those  indi- 
viduals who  have  been  symptom  free  for  several 
years.42  Austin’s  group  has  also  shown  that  the 
combination  of  cholinergic  and  alpha  adrenergic 
stimulants  has  resulted  in  additive  enhancement 
of  release  of  allergic  mediators  such  as  SRS-A  and 
histamine.  Atropine  selectively  prevented  this  cho- 
linergic enhancement.  However,  cholinergic  drugs 
alone  did  not  change  cAMP  levels  and  appeared 
to  work  indirectly  through  pharmacological  stimu- 
lators of  the  alpha  receptors. 

PROSTAGLANDINS 

One  of  the  substances  released  during  experi- 
mental anaphylaxis  has  been  found  to  be  prostag- 
landins (PG),  mainly  PGE2,  but  with  some 
PGF2.43  Prostaglandins  are  cyclic  oxygenated  C20 
fatty  acids  and  are  grouped  according  to  the  type 
of  chemical  function  and  by  the  degree  of  un- 
saturation. They  are  divided  into  the  F,  E,  A and 
B type.44  Biosynthesis  of  prostaglandins  occurs 
very  rapidly.  PGE  and  PGE2  biological  activity  is 
rapidly  lost  after  a single  passage  through  lung 
tissue.45-  46  The  role  of  prostaglandin  in  allergy  is 
not  totally  defined  as  yet,  but  certain  principles 
appear  clear.  It  has  been  known  that  aspirin,  which 
has  a blocking  property  for  prostaglandin  synthe- 
sis, may  ameliorate  asthma  episodes. 

Prostaglandin  F2  (PGF2)  is  a bronchooonstric- 
ter,  while  prostaglandin  E2  (PGE2)  is  a broncho- 
dilator.  The  beneficial  effect  of  aspirin  on  asthma 
may  be  a blocking  of  the  synthesis  of  PGF2.  Epine- 
phrine, bradykinin,  SRS-A,  and  even  mechanical 
stimulation  may  lead  to  release  of  prostaglandin 
from  tissues.  Intradermal  injection  of  either  PGEi 
or  PGE2  produces  a wheal  or  flare  response  simi- 
lar to  that  of  histamine  43  Lichtenstein,  et  al  47  re- 
ported that  PGEi  or  PGE2  cause  increased  cAMP 
levels  in  leukocytes  and  lymphocytes  independent 
of  the  beta  receptor,  and  this  increased  cAMP 
levels  may  in  turn  inhibit  allergic  mediators.  How- 
ever, in  some  tissues  prostaglandins  may  actually 
decrease  cAMP  levels.48 

Lichtenstein’s  findings  that  prostaglandin  in- 
creases intracellular  cAMP,  which  further  inhibits 
the  release  of  histamine,  SRS-A,  and  prostaglan- 
dins, suggest  an  inhibitory  feedback  mechanism  of 
prostaglandin  similar  to  that  described  for  hista- 
mine. 

CONCLUSION 

It  appears  that  the  major  defect  in  atopic  dis- 
eases may  be  a defective  beta2  receptor,  which 
may  be  caused  by  at  least  one  gene  action,  pos- 
( Concluded  on  page  339) 
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The  Evolving  Role  Of  The  American  College  Of 
Surgeons  In  Peer  Review  And  The  PSRO 
Legislation 


College  Must  Be  Protector  Of  The  Pa- 
tient And  Coordination  For  The  Mass 
Of  Data  That  Will  Be  Accumulated 


By  George  R.  Dunlop,  M.D.,  F.A.C.S. 

Although  there  are  some  60  Health  Maintenance 
Organizations  (HMOs)  in  the  country  covering 
about  eight  million  people  and  Foundations  in  at 
least  40  states,  most  of  us  are  solo  practitioners 
or  practicing  in  small  groups  on  a feenfor-servioe 
basis.  Our  track  record  is  good.  All  surveys  show 
that  the  public  like  us  as  individuals  if  not  in  or- 
agnized  groups.  Through  continuing  education 
most  of  us  are  giving  our  patients  good  medical 
care.  Since  1950  infant  mortality  has  dropped 
from  29  to  18  per  cent.  In  the  same  period  the  life 
expectancy  of  the  population  has  risen  from  68 
to  71  years.  We  have  built  more  medical  schools 
and  trained  more  doctors.  So  much  new  informa- 
tion has  been  generated  in  the  laboratories  that 
our  fund  of  knowledge  can  become  obsolete  in  a 
very  few  years.  We  have  accepted  more  self- 
imposed  controls  than  any  other  profession  in  the 
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nation.  We  set  up  Blue  Shield  Plans  all  over  the 
country  initially  to  finance  only  low  income  groups 
and  now  to  cover  new  and  growing  health  needs 
of  the  nation,  and,  finally,  as  a profession  we  are 
well  paid. 

In  spite  of  this  record  we  find  ourselves  under 
constant  attack  by  the  media,  government,  labor, 
and  the  public  generally.  Public  polls  show  that 
as  a group  we  are  felt  to  be  indifferent  to  the  pub- 
lic need.  Malpractice  suits  are  increasing  in  num- 
ber. As  bills  are  drawn  up  and  legislation  passed 
we  see  more  and  more  of  our  prerogatives  being 
taken  away  from  us.  We  are  inundated  by  red 
tape  and  paperwork.  The  time  has  now  arrived 
when  we  must  have  our  every  professional  act  re- 
viewed by  our  peers,  and  under  the  Professional 
Standards  Review  Organization  (PSRO)  legisla- 
tion the  peers  will  be  reviewed  by  government 
agencies.  We  feel  pressured  and  set  upon.  In  des- 
peration a few  of  our  profession  have  joined 
unions,  thereby  surrendering  more  of  their  free- 
doms, feeling  that  their  only  recourse  is  to  fight 
back  through  the  mechanism  of  a strike. 

Now  let  us  attempt  to  identify  the  source  and 
cause  of  some  of  these  pressures  that  have  led  us 
into  this  situation.  Some  of  you  may  say  that  it 
(Continued  on  next  page) 
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is  because  the  government  wants  to  take  over  or 
that  the  Blues  and  the  insurance  companies  have 
assumed  too  much  responsibility.  The  list  of  scape- 
goats is  a long  one.  I need  not  remind  this  audi- 
ence that  without  a dictatorship  no  government 
can  take  over  medicine  without  public  support.  In 
the  long  haul  it  is  always  the  public  that  calls 
the  tune.  Our  trouble  is  that  the  public  is  talking 
to  us,  but  some  of  our  profession  are  either  not 
listening  or  are  a little  deaf. 

MEDICAL  COSTS 

In  the  first  place  the  public  is  saying  that  today 
medical  costs  are  so  high  that  a major  illness  would 
bankrupt  95  per  cent  of  the  population  and  that 
this  fact  scares  the  head  of  any  family  household. 
It  is  telling  us  that  with  taxes,  high  living  costs, 
and  inflation  it  must  carefully  budget  its  expenses 
at  the  beginning  of  each  year.  It  needs  to  know 
what  its  medical  costs  will  be  and  as  the  polls 
have  shown  is  willing  to  pay  an  ever  bigger  pre- 
mium for  paid-in-full  programs.  It  would  like  to 
have  the  program  as  comprehensive  as  possible 
even  if  it  costs  more  money. 

This  is  understandable  and  simple  enough,  but 
the  picture  has  become  far  more  complicated.  To 
pay  for  all  or  part  of  these  premiums  a company 
must  take  the  cash  out  of  the  pay  envelope  and 
attach  the  cost  of  medical  care  to  the  product  it 
manufactures.  Because  of  this  mechanism  the  cost 
of  health  care  of  the  employee  and  his  family  be- 
oomss  a production  cost.  The  union  on  the  other 
hand  sees  mounting  health  care  costs  as  reducing 
the  residual  pot  for  which  they  can  negotiate.  Fur- 
ther, these  costs  cut  down  the  employee’s  visible 
take-home  pay. 

If  the  worker  pays  no  part  of  the  premium  di- 
rectly, he  feels  no  restrictions  in  using  his  cover- 
age as  freely  as  he  feels  necessary.  Government 
as  an  employer  pays  the  premiums  for  the  largest 
single  group  of  employees  in  the  world  numbering 
some  eight  million  and  at  the  same  time  is  respon- 
sible for  the  cost  of  an  increasing  number  of  health 
programs  provided  under  the  law.  Because  of  this 
relationship  of  production  costs  and  taxes  to  medi- 
cal care  the  public  has  become  increasingly  sensi- 
tive to  their  escalation  and  is  demanding  an  in- 
creased accountability  from  the  profession. 

This  then  identifies  the  source  of  some  of  the 
powerful  pressures  that  have  been  brought  to  bear 
on  our  profession;  but  what  about  quality  control? 
we  may  ask.  These  pressure  groups  previously  de- 
scribed assume  quality  control  but  are  demanding 
better  cost  control.  The  profession  on  the  other 


hand  assumes  cost  control  and  concerns  itself 
chiefly  with  quality  control.  If  our  voices  are  to  be 
heard  at  all,  cost  control  must  be  given  the  high- 
est priority. 

Now  as  government  and  business  look  at  our 
system,  what  do  they  see?  They  recognize  that  it 
is  more  convenient  and  remunerative  for  physicians 
to  care  for  their  patients  in  a hospital.  They  see 
for  the  most  part  that  our  services  do  not  have  to 
compete  in  the  open  market.  They  see  that  physi- 
cians are  reluctant  to  exert  controls  on  their  own 
hospital  colleagues.  In  fact,  they  suspect  that  the 
more  services  are  rendered  in  a hospital  setting 
the  better  for  the  doctor.  They  conclude  that  the 
system  has  poor  cost  control  mechanisms.  The  buy- 
ers of  medical  care  on  the  other  hand  are  told  by 
their  consultants  that  there  are  health  care  delivery 
systems  where  the  physicians  share  the  risk  or 
underwrite  the  program.  This  they  say  is  a finan- 
cial cost  control  mechanism.  Figures  are  produced 
which  show  that  in  actual  practice  utilization  of 
services  is  down  in  the  HMO  environment. 

The  American  people  have  always  preferred  in- 
centives to  controls,  and  the  government  has  ac- 
cepted the  development  of  the  HMOs  as  their 
strategy  for  two  reasons.  First,  it  offers  a financial 
incentive  to  physicians  to  keep  costs  down,  and 
second,  such  a system  may  provide  competition 
in  the  open  market. 

Unfortunately,  there  is  not  time  this  afternoon 
to  address  ourselves  to  some  of  the  legitimate 
questions  concerning  the  future  of  HMOs.  Harry 
Schwartz  in  his  book  ‘‘The  Case  for  American 
Medicine”  has  a good  chapter  entitled  the  HMO 
Illusion. 

Let  us  simply  accept  the  fact  that  government 
in  going  the  demonstration  route  hopes  to  make 
a prepaid  comprehensive  health  care  system  avail- 
able on  an  optional  basis  in  another  five  years. 

ROLE  OF  THE  PSRO 

In  the  meantime  through  the  PSROs  an  elab- 
orate data  bank  will  have  to  be  developed.  It  is 
quite  possible  that  figures  will  be  developed  and 
made  available  to  the  public  at  no  cost  showing 
how  one  hospital  or  area  compares  with  another; 
summaries  of  length  of  stay;  information  by  diag- 
nosis, sex,  age.  and  recipient  category;  an  analysis 
of  the  number  of  certifications,  requests  for  ex- 
tensions, details  of  certification,  emergency  re- 
quests, justification  for  approvals,  and  denials;  and 
finally  the  actual  length  of  hospital  stay  as  com- 
pared to  the  certified  stay.  It  would  appear  that 
the  physician's  success  with  the  PSRO  will  rise 
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or  fall  depending  on  the  capacity  for  data  process- 
ing. 

The  question  naturally  arises  as  to  whether  the 
peer  review  offered  by  the  growing  number  of 
Foundations  for  Medical  Care  and  the  PSROs  will 
furnish  the  necessary  cost  controls  so  that  the 
fee-for-service  system  can  compete  in  the  open 
market  with  the  HMOs.  Can  it  stand  up  under 
the  critical  scrutiny  of  the  public  and  ward  off 
the  threat  of  a complete  government  take  over? 

Earlier  in  my  remarks  I identified  the  source 
of  some  of  the  pressures  on  medicine  today  and  im- 
plied that  they  will  decrease  only  as  our  medical 
care  system  can  meet  the  public  need.  Whereas 
cost  controls  have  top  priority  in  the  public  view, 
the  quality  of  the  product  they  are  buying  is  of 
equal  importance.  I refer  now  to  paid-in-full  pro- 
grams. Government,  business,  labor  are  all  demand- 
ing this.  The  bills  in  the  legislative  hopper  guar- 
antee it.  Although  no  one  doubts  the  federal  gov- 
ernment’s involvement  in  financing  medical  care 
will  continue  to  increase,  there  is  no  doubt  that 
the  private  sector  will  continue  to  bear  the  burden 
of  most  of  the  financing  and  most  of  the  admin- 
istration of  delivering  health  care. 

On  what  will  our  success  depend  if  the  profes- 
sion is  to  avoid  total  bureaucratic  control?  In  the 
first  place  we  must  support  paid-in-full  programs. 
The  public  cannot  be  expected  to  pay  increasingly 
high  premiums  with  the  fear  that  they  are  not 
adequately  covered  and  that  they  may  receive  sup- 
plementary bills  for  unpredictable  amounts  from 
the  profession.  Indemnity  programs  in  their  view 
are  evidence  of  the  lack  of  commitment  to  meet- 
ing their  needs.  If  we  cannot  give  them  this  they 
will  turn  to  the  government,  which  will  guaran- 
tee it. 

Next  we  must  make  the  peer  review  system  work. 
Senator  Wallace  Bennett  has  told  us  that  HEW 
will  conduct  its  own  parallel  review  while  the 
PSROs  are  demonstrating  their  potential  capa- 
bility. 

Finally,  we  should  consider  ways  and  means  of 
introducing  a financial  incentive  into  our  conven- 
tional fee-for-service  system  if  we  are  to  compete 
successfully  with  the  HMOs.  Our  greatest  weak- 
ness as  a profession  arises  from  our  fragmented 
system  and  our  spotty  performance  as  well  as  our 
helplessness  without  experts  in  the  field  of  mar- 
keting, underwriting  and  electronic  data  process- 
ing so  necessary  for  claims  review. 

ROLE  OF  HHE  COLLEGE 

Now  what  is  the  role  of  the  College  in  such  an 


environment.  Traditionally  the  American  College 
of  Surgeons  has  been  concerned  with  elevating  the 
standards  of  surgical  training  and  in  producing 
some  of  the  finest  graduate  surgical  training  pro- 
grams in  the  world.  Over  the  years  the  College 
has  grown  in  stature  and  in  numbers  until  half 
its  membership  is  composed  of  members  of  the 
surgical  specialties.  While  the  College  growth  and 
development  have  been  most  satisfactory,  most 
of  the  Fellows  feel  that  the  College  has  a new 
role  to  play.  The  health  care  field  is  undergoing 
tremendous  economic,  political,  and  technological 
change,  and  this  change  is  accelerating.  These 
changes  have  had  a profound  effect  on  the  Col- 
lege and  have  resultted  in  the  awakening  of  a new 
social  consciousness. 

There  is  no  question  but  what  greater  govern- 
ment involvement  in  medicine  is  coming.  The  only 
question  is  What  direction  will  it  take?  At  one 
end  of  the  spectrum  we  have  the  administration’s 
suggestion  of  mandating  the  coverage  for  health 
insurance  on  the  employers  and  employees,  keeping 
the  cost  from  showing  up  as  a federal  tax.  On 
the  other  end  of  the  spectrum  there  is  the  Kennedy- 
Griffith  bill  which  would  finance  the  program  under 
the  existing  social  security  mechanism.  The  Nixon 
plan  would  use  the  existing  system  of  Blue  Cross- 
Blue  Shield  and  the  commercial  insurance  plans  as 
insurers  of  the  risk.  Under  the  Kennedy-Griffith 
plan  existing  agencies  might  be  used  only  as  agents 
of  the  government  in  carrying  out  the  program. 
Finally,  the  President’s  plan  is  not  primarily  based 
on  making  any  major  changes  in  the  delivery  sys- 
tem except  with  respect  to  encouraging  HMOs. 

STANDARDIZATION  OF  SURGICAL  PRACTICE 

Among  medicine’s  responsibilities  is  now  included 
an  increased  accountability  for  the  expenditure  of 
the  funds  for  medical  care.  This  shift  has  required 
the  designing  of  sophisticated  computer  systems 
which  in  the  long  run  will  force  the  practice  of 
surgery  into  more  standardized  patterns.  Without 
such  systems  utilization  review,  cost  and  quality 
controls  would  be  impossible  because  of  the  sheer 
volume  of  claims.  Not  only  are  the  big  buyers  led 
by  government  demanding  this  increased  account- 
ability, but  they  may  require  certification  for  the 
continuing  education  of  the  surgeon  as  well  as  the 
(possibility  that  they  will  pay  lesser  fees  to  non- 
Board  qualified  surgeons. 

It  would  appear  that  the  College  might  play  one 
of  several  roles:  first,  that  of  expectant  waiting 
to  see  what  is  being  filed  or  planned  for  American 
(Continued  on  next  page) 
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surgery  as  legislation  is  being  drawn  up  and  rules 
and  regulations  are  printed  in  the  Federal  reg- 
istry; second,  that  of  financing  a powerful  lobby 
as  the  A.M.A.  has  done  in  its  efforts  to  obstruct 
legislation  felt  not  to  be  in  the  best  interests  of 
medicine  or  the  public;  and  third,  to  maintain  and 
further  enhance  the  position  of  respect  in  the  eyes 
of  the  public  as  we  serve  in  a consulting  role  in  the 
drawing  up  of  legislation,  rules,  and  regulations 
having  an  impact  on  the  health  care  delivery. 

WORKING  RELATIONSHIPS  NECESSARY 

In  order  to  maintain  our  credibility  and  to  play 
an  effective  and  respected  role  the  College  must 
develop  a close  working  relationship  with  govern- 
ment agencies,  Blue  Cross-Blue  Shield,  and  the  in- 
surance industry,  which  will  administer  the  pro- 
grams. Further,  if  the  College  is  to  be  involved  in 
meetings  and  negotiations  with  the  administrators 
of  these  programs  they  must  have  access  to  an  up- 
dated and  comprehensive  data  bank.  The  input  for 
such  sources  will  come  from  utilization  and  peer 
review  committees  and  from  PSROs,  Foundations, 
and  HMOs.  It  is  from  the  collection  of  such  data 
that  our  future  information  on  our  health  care 
delivery  system  must  eventually  come.  These  are 
the  computers  of  the  intermediates  and  the  inter- 
mediaries will  need  and  welcome  the  help  of  the 
College. 

One  current  system  in  California  can  subject  a 
claim  to  11,500  edits  and  audits  but  to  be  effec- 
tive they  need  to  have  acceptable  norms  and  guide- 
lines. They  need  to  know  when  a claim  should  be 


kicked  out  for  lay  scrutiny  and  medical  review. 
These  decisions  in  surgery  can  properly  be  made 
by  the  American  College  of  Surgeons.  Such  a com- 
puter system  can  tell  a committee  who  is  ordering 
duplicate  laboratory  tests  and  x-rays,  who  is  or- 
dering incompatible  drugs,  wrho  is  over-utilizing 
hospital  beds,  and  finally  how  our  efforts  compare 
one  with  another.  Such  information  can  only  re- 
sult in  a higher  quality  of  medical  care.  No  prob- 
lem can  be  solved  until  it  is  identified.  As  I see  it, 
the  role  of  the  College  as  implemented  through 
its  Chapters  in  the  immediate  future  must  be  that 
of  the  protector  of  the  best  interests  of  the  patient 
— - the  wise,  impartial  counselor  and  advisor  — 
and  coordinator  for  the  mass  of  data  that  wrill 
eventually  be  spread  across  the  public  record. 

Finally,  and  of  equal  importance,  the  College 
must  carry  on  a continuing  program  directed  to- 
ward the  enlightenment  not  only  of  the  public  but 
of  those  financing  medical  care  as  to  the  environ- 
ment so  necessary  for  the  attraction  of  young  men 
into  the  surgical  specialties  and  for  their  continued 
growth  and  development. 

In  closing  I would  like  to  commend  the  Rhode 
Island  surgeons  for  re-activating  this  Chapter  and 
I know  that  they  will  play  an  important  role  in 
the  immediate  years  ahead  in  maintaining  the  high 
standards  of  American  surgery  and  those  of  the 
College  of  Surgeons. 

George  R.  Dunlop,  m.d.,  f.a.c.s. 

65  Elm  Street 
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Dr.  Ephraim  Luzzatto,  Physician  And  Poet  1729-1792 


Writer  In  Hebretv  Takes  His  Rightful 
Place  In  A Long  Line  Of  Physician-Poets 


By  Harry  A.  Savitz,  M.D. 

Ephraim  Luzzatto  was  born  in  1729  in  San 
Daniele  in  Northern  Italy.  The  son  of  a prom- 
inent Jewish  Italian  family,  he  was  also  known 
by  his  Italian  name  of  Angelo.  Jews  have  the  fine 
art  of  adapting  to  the  culture  of  the  land  in  which 
they  reside,  and  so  Angelo,  born  and  educated  in 
Italy,  where  the  air  is  filled  with  song,  sang  and 
composed  songs.  But  the  Jew,  though  toiling  in 
other  gardens,  seldom  forgets  his  own  vineyard, 
and  Ephraim  the  Jew  studied  the  Bible  and  the 
Hebrew  language,  and  acquired  a rich  and  sensi- 
tive Hebrew  vocabulary. 

Medicine  seems  to  have  been  the  intellectual 
outlet  of  his  family.  His  grandfather,  Isaac  Luz- 
zatto, received  his  medical  degree  on  February 
20,  1687,  and  Isaac’s  son,  Raphael,  was  gradu- 
ated on  May  4,  1717.  Raphael  had  three  sons  — 
all  were  physicians  and  graduates  of  the  Univer- 
sity of  Padua.  Ephraim’s  brother  Isaac,  also  a 
famous  poet,  received  his  degree  on  July  29,  1747. 
So  it  was  natural  that  Ephraim  at  the  early  age 
of  13  matriculated  at  the  University  in  1742.  He 
received  his  M.D.  degree  in  May,  1751. 

He  practiced  for  some  years  in  Padua,  in  Liv- 
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orno,  and  in  Trieste,  as  well  as  in  other  Italian 
cities.  There  were  large  Jewish  communities  in  each 
of  these  cities  and  he  became  their  beloved  phy- 
sician. On  various  auspicious  occasions  he  dedi- 
cated poems  in  their  honor,  often  written  on  pre- 
scription blanks.  The  chief  characteristic  of  his 
poetry  was  its  light  and  natural  tone. 

He  wrote  poems  commemorating  events  in  the 
life  of  the  community,  sometimes  even  trivial 
events,  such  as  the  birth  of  a son  in  a family  of 
a friend  who  had  three  daughters.  In  general,  Luz- 
zatto viewed  life  in  a playful  mood.  But  as  is  char- 
acteristic of  Hebrew  writers  and  poets  nurtured 
on  the  Bible,  he  developed  a deep  urge  for  per- 
fection and  aimed  his  sarcastic  arrows  at  physi- 
cians whom  he  felt  had  undignified  bedside  man- 
ners. The  following  is  a free  translation  of  a stanza 
of  one  of  his  poems: 

If  the  patient  was  a beautiful  dame 
To  sooth  her  pain  hours  took 
But  if  she  were  old  and  lame 
Sufficient  was  one  minute  to  look. 

He  also  produced  a simple  guide  to  good  living: 

Enjoy  wealth,  its  loss  do  not  despair 
Be  ever  wise,  do  not  abuse  the  uncouth 
To  everyone  be  pleasant  and  fair 
Adore  the  aged  and  love  youth. 

(Continued  on  next  page) 
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In  a more  serious  mood,  he  composed  a stormy 
poem,  “Kez  Kol  Busar”,  in  which  he  bewailed 
the  vanity  and  brevity  of  human  life.  He  advised 
against  pursuing  worldly  pleasure  for  tomorrow 
for  one  does  not  know  what  today  will  bring. 

Like  the  physician,  poet  and  philosopher,  Judah- 
ha-Levi  (1085-1142),  whose  best  known  and  most 
beloved  poems  were  inspired  by  a yearning  for 
Zion,  Luzzatto  wrote  three  poems  in  which  he 
poured  out  his  heart,  bewailing  the  desolation  of 
Zion  and  praying  for  its  restoration.  In  a poem 
entitled  “Lemaan  Zion  Lo  Echshi”  (“For  the  Sake 
of  Zion  I shall  not  keep  silent’’)  he  wrote: 

A jackal  am  I for  wailing  Zion’s  desolation 

No  rest  for  me  until  its  restoration. 

Doctor  Luzzatto  was  a restless  person  in  his 
youth,  he  married  young  and  his  wife  died  shortly 
thereafter.  This  was  perhaps  one  of  the  reasons 
that  he  moved  to  London  in  1763,  where  he  was 
an  attending  physician  at  the  Hospital  of  the 
Portuguese  Jewish  community  for  30  years.  But 
even  though  he  was  fully  occupied  with  his  work, 
he  managed  to  continue  his  writing  of  Hebrew 
poetry.  He  was  married  to  medicine,  but  poetry 
was  his  mistress. 

In  1768  he  published  his  collection  of  poems 
titled  “Ele  Bene  ha-Neharim”  (“These  are  the 
children  of  youth”).  The  title  implies  that  these 
poems  are  the  children  of  the  poet.  Only  100  copies 
were  printed,  for  distribution  among  his  friends 
rather  than  to  the  reading  public.  He  left  many 
more  poems  in  manuscript,  a box  full  it  is  claimed ; 
but  the  person  who  came  into  their  possession  did 
not  understand  their  value,  and  they  were  burned. 

In  1792  Luzzatto  decided  to  leave  London  and 
return  to  Italy,  his  native  land.  He  was  old  and 
sick  and  probably  felt  that  his  days  were  num- 
bered. Since  he  was  a widower,  he  lived  alone  and 
longed  to  return  to  his  home  and  die  among  his 
friends.  He  went  home  by  way  of  Lausanne,  Swit- 
zerland, so  that  he  could  consult  with  the  then 
world  famous  practitioner,  Andre  Tissot  (1728- 
1797).  But  his  condition  worsened,  and  death  met 
him  on  the  way.  Luzzzatto  died  in  Lausanne  in 
1792  at  the  age  of  63.  Luzzatto  left  a will,  which 
according  to  historian  Cecil  Roth  he  wrote  just 
before  he  left  London  for  his  return  to  Italy.  In 
it  ht  disposed  of  his  small  property.  He  had  a de- 
voted housekeeper,  who  took  care  of  him  faith- 
fully, and  in  his  will  he  remembered  her  and  others 
who  had  befriended  him.*  The  following  passages 
from  his  will  are  of  interest: 


London  17th  April  1792 

I Angelo  Luzzatto,  upon  the  point  of  setting 
off  for  Italy  seriously  reflecting  that  Death  bears 
universal  sway  and  seizes  the  poor  victims 
everywhere  judged  it  expedient  to  dispose  of 
what  little  property  I leave  behind  as  follows: 

To  my  dearly  beloved  housekeeper,  Miss  Ann 
Davis  £300,  as  an  acknowledgement  for  her  kind 
assiduities  and  constant  attachment  to  my  per- 
son. 

To  Kempe  Brydgges,  Esqr.  formerly  a lace- 
man  in  Bedford  Street  and  in  case  of  his  decease, 
to  his  son,  Kempe  Brydges,  Junr.  Esqr.,  £200, 
as  a grateful  sense  of  the  unparallelled  kindness 
and  unbounded  assistance  I have  received  from 
the  old  gentleman  in  all  the  troubles  and  diffi- 
culties I met  with  during  a long  period  of  time 
after  my  arrival  in  England. 

To  my  brother  Dr.  Isaac  Luzzatto  of  St. 
Daniel  in  Trinlia  (Friuli)  £150,  and  to  the  heirs 
of  my  late  brother  Menosta  (Menasseh?)  Luz( 
zatto,  £100.  After  these  legacies  are  paid,  it  is 
my  wish  that  my  friends,  Mr.  N.  Modigliani  and 
Mr.  P(eter)  Burcan  will  accept  £25  each,  and 
kindly  undertake  the  trust  of  executing  this  my 
last  will.  To  the  present  Recorder  of  London, 
to  Capt.  Churchill,  to  Mr.  Prince,  to  John  Brad- 
burne  Esqr.,  to  Mr.  Sciaccalaza,  and  to  my  ser- 
vant, Elizabeth  Brewer,  £10  each. 

To  Mr.  P.  Molini,  of  Woodstock  Street,  and 
to  Judith  Sympson  of  No.  8 Hemmings  Row, 
£5  each. 

Mr.  Hughes,  Mr.  Foy  and  Mr.  Levy,  my  good 
Executors  clerks,  and  to  Mrs.  Mansell  and  T. 
Hall  £5  each. 

I leave  the  necessary  sum  for  the  payment 
of  my  arrears  to  the  Portuguese  Synagogue,  and 
what  might  be  left  of  money  together  with  my 
household  furniture,  apparel,  plate,  linen  and 
every  article  in  my  possession  I leave  to  my  be- 
loved friend  Miss  Ann  Davis  to  whom,  as  indeed 
all  mankind  perfectly  resigned  to  my  fate,  I wish 
peace  and  happiness. 

Luzzatto’s  entire  contribution  was  that  he  left 
also  a tiny  volume  of  Hebrew  verse  to  make  its 
niche  in  the  temple  of  modern  Hebrew  literature. 

(Concluded  on  page  339) 

*In  a codicil  to  the  will  Luzzatto  also  left  “to  Miss 
Marianne  Perrouet  du  Chateaux  d’Oix  dwelling  at 
Lausanne  a la  rue  Pallud,  five  Louis  d’or  or  85  Francs 
. . . , each  payable  and  deliverable  by  Miss  Ann 
Davis,  living  with  said  testator”.  Luzzatto  had  the 
reputation  of  being  somewhat  of  a roue. — ED. 
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COMPARABILITY  OF  DATA 


Published  elsewhere  in  this  issue  is  a paper  by 
Doctor  George  R.  Dunlop  concerning  the  role  of 
the  American  College  of  Surgeons  in  furthering 
quality  assurance  in  medical  care.  He  discusses 
the  need  for  an  updated  and  comprehensive  nation- 
wide data  bank.  In  addressing  this  goal  the  Amer- 
ican Medical  Association  House  of  Delegates  at  its 
recent  Annual  Meeting  passed  a resolution  pre- 
sented by  the  Rhode  Island  Delegation  and  aimed 
at  the  objective:  “That  the  American  Medical 
Association  assume  an  active  role  in  the  establish- 
ment of  compatibiliity  of  diagnostic  codes  for  hos- 
pital discharge  data.” 

Agencies  routinely  involved  in  the  collection  of 
discharge  data  include  the  individual  hospitals,  the 
discharge  abstract  data  systems,  state  and  local 
health  departments,  areawide  health  planning  agen- 
cies, health  service  research  agencies,  regional  medi- 
cal programs,  Blue  Cross  plans,  Blue  Shield  plans, 
commercial  insurance  companies,  insurance  com- 
missions, hospital  associations,  hospital  cost  analy- 
sis commissions,  hospital  licensure  agencies,  health 
departments,  the  medical  community,  and  medical 
education  institutions. 

Among  the  discharge  data  abstract  systems  cur- 
rently in  operation  are  the  following:  The  Com- 
mission on  Professional  and  Hospital  Activities 
(CPHA)  of  Ann  Arbor,  Michigan  with  its  Pro- 
fessional Activity  Study  and  Medical  Audit  Pro- 
gram (PAS-MAP) ; the  Hospital  Utilization  Proj- 
ect (HUP)  of  Western  Pennsylvania;  the  Quality 
Utilization  Effectiveness  Statistically  Tabulated 
(QUEST)  system  of  Northeastern  Ohio;  the  Blue 
Cross  Data  System  (BCD'S)  of  the  State  of 
Maine;  the  Experimental  Medicare  Review  Or- 
ganization (EMCRO)  of  the  Mississippi  Quality 
Care  Review  Project;  the  California  Health  Data 
Corporation  (CHDC);  the  Certified  Hospital  Ad- 
missions Program  (CHAP)  of  the  Sacramento 
Foundation  for  Medical  Care,  the  Hospital  Admis- 
sion and  Surveillance  Program  (HASP)  of  Illinois; 
the  Hospital  Admission  Program  (HAP)  of  New 
Mexico;  Utilization  Review  Program  (BURP)  of 
Connecticut;  also  from  Connecticut,  the  Connecti- 
cut Utilization  and  Patient  Information  Service 
(CUPIS)  of  which  BURP  is  a part;  the  Health 
Data  Service  (HDS)  of  Maryland;  the  Health 
Service  Data  (HSD)  of  Wisconsin;  the  Health 
Services  Data  System  (HSDS)  of  Iowa;  the  sev- 


eral Foundations  for  Medical  Care  not  listed  here; 
and  undoubtedly  others.  The  late  A1  Smith  would 
have  called  this  alphabet  soup.  Several  diagnostic 
codes  are  in  use  by  these  services,  some  unique, 
others  used  by  several  systems. 

PAS-MAP  accounts  for  some  38  per  cent  of  all 
discharges  in  the  United  States.  All  other  systems 
combined,  it  is  stated,  account  for  some  10  per 
cent.  Compatible  systems  thus  may  account  for  in 
excess  of  40  per  cent  of  all  discharges. 

According  to  the  recently  published  Summary 
Report  on  The  Uniform  Hospital  Discharge  Data 
Demonstration:  “A  national  uniform  reporting  of 
data  from  hospital  abstracts  is  feasible  with  a rea- 
sonable degree  of  effort.  Contributing  to  such  a 
system  would  not  seriously  interfere  with  the  opera- 
tion of  specialized  regional  data  systems,  and  an 
acceptable  level  of  accuracy  and  completeness 
could  be  anticipated  if  consistent  communications, 
training,  and  coordination  were  available  over  a 
protracted  period  of  time.” 

With  the  imminent  establishment  of  PSROs,  this 
problem  is  of  immediate  concern  to  organized  medi- 
cine. It  has  been  stated  that  in  the  50  states  there 
could  be  as  many  as  350  PSROs.  Together  with 
the  panoply  of  interested  orgganizations  and  sys- 
tems mentioned  in  the  preceding  paragraphs,  total 
confusion  could  result  if  each  organization  went 
its  own  way.  While  the  AMA  resolution  was  di- 
rected primarily  to  hospital  data,  attention  ulti- 
mately must  be  given  to  related  problems  in  the 
review  of  out  of  hospital  practice  as  well. 

Murnaghan  and  Kerr  White  of  Johns  Hopkins, 
long  interested  in  this  problem,  have  stated:  “With 
the  likelihood  that  there  will  be  a rapid  expansion 
of  hospital  reporting  systems  in  the  years  ahead,  it 
is  essential  that  standard  terminology  and  systems 
of  classification  be  adopted  for  the  basic  items  of 
information,  and  that  the  definitions  be  compatible 
with  those  used  for  the  basic  items  of  information, 
and  that  the  definitions  be  compatible  with  those 
used  for  ambulatory  and  other  types  of  care,  so 
that  hospital  inpatient  care  can  be  studied  in  con- 
junction with  the  other  elements  of  the  health- 
services  system”.  Pointing  out  that  the  data  from 
competing  systems  often  have  to  be  translated  for 
oomparison,  they  continue:  “The  trend  toward  the 
development  of  non-profit,  voluntary  data  systems 
(Continued  on  next  page) 
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and  the  likelihood  that  there  will  continue  to  be  a 
variety  of  hospital  data  systems  rather  than  a 
single  system  raises  the  question  of  how  the  data 
from  multiple  sources  can  be  pooled,  processed  and 
disributed  ...  (In  fact,)  in  many  parts  of  the 
country,  more  than  one  system  is  operating  . . . . 
A comprehensive  information  system  can  become 
one  of  the  important  unifying  forces  in  an  other- 
wise fragmented  system  of  medical  care  and  in- 
troduce some  measure  of  coordination  between  the 
many  competing  and  overlapping  parts  of  the  sys- 


tem, and  this  should  be  the  ultimate  goal  of  those 
seeking  to  improve  hospital  statistics.” 

It  is  important,  therefore,  that  every  effort  be 
made  to  keep  the  dissemination  of  abstract  sys- 
tems orderly  and  compatible  to  the  end  that  chaos 
will  be  avoided  and  valid  interregional  studies  and 
comparisons  can  be  made.  It  would  be  ideal  if 
computer  could  talk  to  computer  without  inter- 
minable reabstracting.  Otherwise  we  shall  have  a 
computerized  Tower  of  Babel. 


PREPARATION  OF  A MANUSCRIPT 


Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 

106  Francis  Street 

Providence,  Rhode  Island  02903 

Manuscripts  should  be  typewritten  on  one  side 
ot  the  paper  only,  double-spaced,  and  with  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  be  listed  according  to  the 
order  in  which  they  are  cited  in  the  text. 

References  should  be  based  on  the  form  used  in 


INDEX  MEDICUS  giving  author  (co-authors  up 
to  three;  et  al.  for  more  than  three)  with  initials, 
title  of  article  omitting  all  but  first  capital,  title 
of  journal,  volume,  first  and  last  pages,  month 
(week),  year  (e.g.,  Doe  J,  Blank  RS:  New  ap- 
proaches to  . . . Rhode  Island  Med  J 92:100-110, 
Feb  80).  Journal  titles  should  be  listed  as  they 
existed  at  the  time  of  publication. 

References  to  books,  monographs,  and  pam- 
phlets should  indicate  the  author (s),  title,  pub- 
lisher’s name,  place  and  date  of  publication,  edi- 
tion, and  page  number  of  the  reference. 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated!  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Brolcer-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


PHYSICIANS  SOUGHT 

The  R.  I.  Department  of  Corrections  is  seek- 
ing physicians  for  the  proper  health  care  of 
those  under  its  care.  There  are  two  half-time 
general  practitioner  and  four  half-time  pedi- 
actric  positions  available.  Maximum  20  hours 
a week  to  start  after  September  1.  Those  inter- 
ested please  contact  the  Director  of  treatment, 
R.  I.  Department  of  Corrections,  ACI,  Box  8273, 
Cranston,  R.  I.  02920,  or  cal1  464-3593. 
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He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUIDMYlAIMTAlABLBrs 

aluminum  and  magnesium  hydroxides  with  simethicone 
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He  has 
Trichomonas 

vaginalis? 


Its  his  infection  but  her  problem... 


Men  with  trichomonal  infection  are 
virtually  always  asymptomatic,  which 
is  why  they  seldom  know  they  have 
the  disease.  But  many  do  have  it, 
nevertheless. 

Trichomonal  infection  is  so  com- 
mon that  estimates1  indicate  one  out 
of  every  four  women  of  reproductive 
age  has  the  disease.  Almost  half  of 
the  husbands  of  women  infected  with 
Trichomonas  vaginalis  have  it,  too ,2'9 


CONCURRENT  THERAPY  WITH  FLAGYL  PROVIDES 

ALMOST  CERTAIN  CURE  FOR  BOTH  OF  THEM. 

• It  is  the  most  effective  drug  available  for  the  treatment  of 
trichomoniasis  in  both  men  and  women. 

• In  men,  it  eliminates  infection  from  the  genitourinary  tract. 

• In  women,  it  eliminates  trichomonal  infection  from  the  va- 
gina, the  paravaginal  crypts,  cavities,  and  glands. 

• Consistent  cure  rates  above  90  percent  are  to  be  expected. 
The  rate  often  approaches  100  percent. 

• Simple,  sure  treatment  for  women:  One  250-mg.  tablet  three 
times  daily  for  ten  days. 

• Simple,  sure  treatment  for  men:  One  250-mg.  tablet  twice 
daily  for  ten  days  concurrent  with  treatment  of  the  female 
partner. 

• Side  effects  are  generally  mild  and  infrequent. 

• Flagyl  is  economical  because  it  is  so  effective. 


Flagyr  can  cure  them  both. 

(metronidazole) 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and  in 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  cul- 
ture. The  oral  tablets  are  indicated  also  for 
acute  intestinal  amebiasis  (amebic  dysentery) 
and  amebic  liver  abscess. 

Contraindications : Evidence  or  history  of 
blood  dyscrasia,  active  organic  disease  of  the 
CNS,  the  first  trimester  of  pregnancy  and  a 
history  of  hypersensitivity  to  metronidazole. 

Warnings : Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and  re- 
strict to  those  pregnant  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is 
secreted  in  the  breast  milk  of  nursing  mothers. 
It  is  not  known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 


tial leukocyte  counts  are  recommended  before 
and  after  treatment  with  the  drug,  especially 
if  a second  course  is  necessary.  Avoid  alcoholic 
beverages  during  Flagyl  therapy  because  ab- 
dominal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  Exacerbation  of 
moniliasis  may  occur.  In  amebic  liver  abscess, 
aspirate  pus  during  metronidazole  therapy. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  incoordination  and  ataxia, 
numbness  or  paresthesia  of  an  extremity,  fleet- 
ing joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions, 
“weakness,”  urticaria,  flushing,  dryness  of  the 


mouth,  vagina  or  vulva,  pruritus,  dysuri, 
cystitis,  a sense  of  pelvic  pressure,  dyspareuni 
fever,  polyuria,  incontinence,  decrease 
libido,  nasal  congestion,  proctitis,  pyuria  an 
darkened  urine  have  occurred  in  patients  r< 
ceiving  the  drug.  Patients  receiving  Flag.' 
may  experience  abdominal  distress,  nausei 
vomiting  or  headache  if  alcoholic  beverage 
are  consumed.  The  taste  of  alcoholic  bevei 
ages  may  also  be  modified.  Flattening  of  th 
T wave  may  be  seen  in  ECG  tracings. 
Dosage  and  Administration:  For  Trichc 
moniasis.  In  the  female:  One  250-mg.  table 
orally  three  times  daily  for  ten  days.  Course 
may  be  repeated  if  required  in  especially  stub 
born  cases;  in  such  patients  an  interval  of  fou 
to  six  weeks  between  courses  and  total  and  dif 
ferential  leukocyte  counts  before,  during,  am 
after  treatment  are  recommended.  Vaginal  in 
serts  of  500  mg.  are  available  for  use,  particu 
larly  in  stubborn  cases.  When  the  vaginal 
serts  are  used, one  500-mg.  insert  is  placed 
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the  vaginal  vault  each  day  for  ten  days  and 
lie  oral  dosage  is  reduced  to  two  250-mg.  tab- 
its  daily  during  the  ten-day  course  of  treat- 
lent.  Do  not  use  the  vaginal  inserts  as  the  sole 
rm  of  therapy.  In  the  male:  Prescribe  Flagyl 
lly  when  trichomonads  are  demonstrated  in 
lie  urogenital  tract,  one  250-mg.  tablet  two 
mes  daily  for  ten  days.  Flagyl  should  be  taken 
both  partners  over  the  same  ten-day  period 
hen  it  is  prescribed  for  the  male  in  conjunc- 
an  with  the  treatment  of  his  female  partner. 

or  Amebiasis.  Adults : For  acute  intestinal 
nebiasis,  750  mg.  orally  three  times  daily 
>r  5 to  10  days.  For  amebic  liver  abscess,  500 
> 750  mg.  orally  three  times  daily  for  5 to  10 
ays.  Children:  35  to  50  mg. /kg.  of  body 
eight/24  hours,  divided  into  three  doses, 
ally  for  ten  days. 

•osage  forms : Oral  tablets  250  mg. 
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BOOK  REVIEWS 

(Continued  from  page  310) 
ance  one  is  willing  to  accept  the  obvious,  then 
one  must  conclude  that  there  are  predominant  ag- 
gressive and  passive  roles  assigned  to  sexual  dif- 
ferences. A corollary  and  an  extension  of  the  argu- 
ment is  that  true  sexual  identity  as  part  of  any 
human  being’s  total  identity  depends  on  an  inte- 
gration of  these  fundamental  attitudes  and  be- 
havior patterns  in  the  social  environment  in  which 
he  operates.  Physical  and  mental  well-being  usually 
follows  when  there  is  a perfect  integration  between 
emotional  and  biological  needs  and  his  social  be- 
havior. 

Social  organizations  primarily  have  evolved  more 
effectively  to  secure  the  non-sexual  needs  of  indi- 
viduals, namely:  the  securing  of  food  and  shelter, 
and  the  elimination  of  noxious  insults  from  the 
environment,  whether  they  be  disease,  famine,  or 
predation  from  other  animals,  including  the  human. 
The  cerebral  cortex  has  permitted  man  to  control 
his  instinctual  sexual  behavior,  whether  it  be  male 
or  female,  to  these  ends.  Hence  in  all  society  the 
codification  and  taboos  about  sexual  behavior  are 
to  permit  the  survival  of  a social  organization.  A 
consequence  of  being  human  and  belonging  to  a 
human  society  is  the  necessity  to  recognize  the 


consequences  of  this  species  adaptation  with  re- 
spect to  reproduction.  In  human  social  behavior 
we  must  accept  as  premises  a gestational  period  of 
close  to  a year  and  morning  sickness  during  the 
first  trimester;  and  we  must  clearly  recognize  the 
total  dependence  of  the  offspring  on  outside  help 
for  a period  of  at  least  three  years,  and  more  prob- 
ably four.  Full  growth  and  maturity  at  the  most 
conservative  estimate  would  be  14  years.  The 
passive  role  of  the  female  and  her  lack  of  aggres- 
sion is  clearly  an  advantage  to  society  in  her  ac- 
ceptance of  the  rearing  of  the  child.  One  might 
even  philosophically  speculate  that  if  there  is  any- 
thing to  survival  of  the  fittest,  homo  sapiens  today 
is  the  result  of  the  offspring  of  those  females  who 
most  highly  typified  the  capabilities  for  this  type 
of  behavior.  It  should  also  be  quite  obvious  that 
the  unencumbered  male  in  the  social  group  is  the 
logical  provider  of  protection  of  the  female  both 
during  the  period  of  her  child  bearing  and  child 
rearing  age.  Human  social  organizations  regardless 
of  where  they  are  found  generally  recognize  this 
principle  and  its  taboos;  the  same  behavior  is 
seen  certainly  in  most  primates,  and  generally  in 
most  mammals.  To  argue  on  teleological  bases  and 
by  analogy  is  always  fraught  with  danger,  but 
(Continued  on  next  page) 
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there  is  little  else  on  which  to  argue.  Certainly 
the  opponents  of  these  hypotheses  and  premises 
can  argue  on  less  solid  ground. 

Marriage  is  not  a biological,  but  a legal  insti- 
tution. The  arguments  of  the  Women's  Liberation 
movement  that  it  is  female  enslavement  is  ridicu- 
lous at  the  outset.  Marriage  certainly  in  the  Judeo- 
Christian  philosophy  is  a recognition  of  the  con- 
cept that  woman  in  return  for  her  enslavement  to 
herself  through  the  biological  nature  of  gestation 
and  child  rearing  should  have  some  guarantee  from 
society  that  in  perpetuating  the  species  her  needs 
are  cared  for.  Marriage  merely  recognizes  the 
passivity  of  the  female,  and  the  wandering,  pro- 
miscuous, aggressive  nature  of  the  male. 

Since  marriage  is  a legal  contract  primarily  de- 
signed to  protect  the  female,  it  is  quite  possible 
that  our  marriage  institutions  and  divorce  laws 
may  be  questioned  in  an  affluent  society  where 
such  protection  and  guarantees  may  not  be  re- 
quired. The  welfare  rolls  and  Aid  to  Families  of 
Dependent  Children  are  clear  enough  evidence 
that  the  males  of  the  human  species,  far  from 
enslaving  women,  are  much  more  wont  to  be  free 
of  them  after  sexual  gratification.  Marriage  con- 
tracts enslave  only  the  male  to  provide  economic 
support.  Whatever  evolves  with  our  affluence,  it 
is  clear  that  the  female  of  the  species  must  be 
given  the  time  for  rearing  the  children,  and  free- 
dom from  economic  responsibility  while  perform- 
ing her  primary  chore.  What  form  marriage,  or  the 
lack  of  it,  takes  in  the  future  will  be  dependent 
entirely  on  social  and  economic  conditions.  This, 
by  the  most  casual  review  of  the  history  of  mar- 
riage customs,  is  clear. 

Mrs.  Decter  in  her  own  way  has  intuitively  and 
thoughtfully  understood  most  of  the  arguments 
which  this  reviewer  has  put  forth.  Her  book  is 
divided  into  four  parts,  the  first  titled  “Shitwork". 
It  deals  essentially  with  the  argument  about 
woman's  opportunity  to  compete  in  the  market 
places  on  an  equal  basis  with  men.  She  begins  by 
calling  attention  to  Betty  Friedan’s  The  Feminine 
Mystique  and  discusses  the  arguments  that  woman 
is  primarily  unhappy  because  of  her  lack  of  entry 
into  the  professions  on  an  equal  footing. 

In  her  second  section,  “The  Beast  With  Two 
Backs”,  Mrs.  Decter  has  been  most  eloquent.  The 
new  sexual  freedom  has  compounded  problems 
rather  than  simplified  them.  She  argues  strongly 
for  the  positive  values  of  chastity  as  contributing 
to  woman's  freedom  to  choose  and  to  choose  wisely, 


to  behave  in  the  real  world  towards  the  opposite 
sex  without  schizoid  reactions.  Without  the  pre- 
rogative of  social  acceptance  of  chastity  in  inter- 
personal relations,  she  is  faced  with  two  alterna- 
tives: one,  of  rejecting  every  passing  man's  at- 
tention and  thereby  rejecting  him  personally,  thus 
destroying  a pleasant  relationship;  or  to  obligate 
herself  to  take  on  any  and  all  comers.  She  then 
faces  the  problem  of  getting  straight  A's  for  her 
performance.  Mrs.  Decter  realizes  feminine  psy- 
chology in  stating  that  the  human  female  does  not 
respond  to  casualness  in  the  same  manner  as  the 
promiscuous  male.  It  is  simply  biologically  impos- 
sible for  a woman  to  find  identity,  or  be  in  tune 
with  her  biological  self  in  so  doing;  chastity  is 
the  more  normal  prime  attitude  of  the  female,  this 
to  be  overcome  by  a truly  dominant  male.  Mrs. 
Decter  sees  no  liberation,  but  rather  enslavement 
to  herself,  in  assuming  a false  role. 

In  her  final  sections  on  “Wiving”  and  “Breed- 
ing”, Mrs.  Decter  again  shows  that  she  under- 
stands both  the  biological  background  of  the  human 
race  and  the  sociological  implications  of  the  civi- 
lizing process.  In  a word,  biologically  women  are 
essentially  monogamous,  and  still  and  probably 
will  covet  the  phenomenon  of  being  “chosen-'. 
There  are  overwhelming  examples  by  analogy 
throughout  the  animal  kingdom  of  the  selection 
of  females  and  the  mating  process;  this  is  more 
than  an  intuitive  feeling  on  Mrs.  Decter 's  part, 
but  rather  an  innate  and  subconscious  realization 
of  the  way  things  are.  In  her  last  section  on 
“Breeding”  she  discusses  the  desire  to  create, 
which  is  woman's  sole  prerogative.  This  is  innate, 
biologically  and  psychologically.  To  deny  this  urge 
and  impulse  really  is  to  interfere  with  a woman's 
personal  and  biological  identity. 

In  summation,  Mrs.  Decter  has  recognized  in- 
equities on  social,  political,  and  economic  fronts 
with  respect  to  women's  rights.  We  disagree  with 
Women's  Liberation  in  those  areas  where  it  would 
appear  that  its  advocates  are  asking  for  a libera- 
tion from  the  fact  that  they  are  biologically,  phy- 
siologically, and  ethnologically  women.  In  asking 
for  freedom  by  society  from  something  which  is 
biological  is  asking  the  impossible.  The  only  happy 
person  is  one  who  realizes  and  expresses  to  the 
fullest  his  or  her  individual,  personal  identity; 
being  a man , or  a woman,  is  the  important  thing. 

Robert  V.  Lewis,  m.d. 
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(Concluded  from  page  328) 
sibly  accounting  for  the  hereditability  of  atopy. 
If  the  shock  organ  is  the  lung,  asthma  may  result. 
If  the  shock  organ  is  the  nasal  mucosal  membranes, 
hay  fever  may  occur;  and  if  the  shock  organ  is  the 
skin,  the  end  result  may  be  atopic  eczema.  The 
problem  of  which  shock  organ  is  involved  may  be 
due  to  gene  interaction  with  environmental  fac- 
tors, such  as  a localized  infection  at  some  early 
point  in  life. 

In  addition,  an  attempt  has  been  made  to  in- 
tegrate various  peripheral  immunologic  informa- 
tion into  the  central  concept  of  Sutherland’s  sec- 
ond messenger  theory  involving  alpha  and  beta 
receptor  sites,  adenyl  cyclase,  cAMP,  and  allergy 
mediators.  Szentivanyi’s  Beta  Adrenergic  Theory 
of  atopic  abnormality  in  bronchial  asthma  appears 
thus  far  to  be  an  excellent  working  hypothesis  for 
gathering  and  organizing  further  immunologic  in- 
formation on  allergy. 
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* * * 

John  C.  Wolfe,  M.D. 
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Ft.  Knox,  Kentucky  40121 
Internal  Medicine 

* * * 

Charles  T.  Levitan,  M.D. 

2801  S.  King  Drive 
Apt.  508 

Chicago,  Illinois  60616 
General  Practice 

* * * 

Jerome  M.  Shalf,  M.D. 

410  S.  Atlantic  Avenue 
Pittsburg,  Pennsylvania  15224 
Pediatrics 

* * * 

Satish  Chawla,  M.D. 


61-15  98th  Street 
Rego  Park,  Queens 
New  York,  11374 
Internal  Medicine 

* * * 

Francis  A.  Remillard,  M.D. 

Brownfield  Medical  Clinic 
901  Tahoka  Road 
Brownfield,  Texas  79316 
General  Surgery 

* * * 

Noboru  Murakami,  M.D. 

3 Sanborn  Road 

Hanover,  New  Hampshire  03755 
General  Surgery 

* * * 

Robert  L.  Mohl,  M.D. 

Geisinger  Medical  Center 
Danville,  Pennsylvania  17821 
Internal  Medicine 
Available  in  1974 
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David  A.  Ingis,  M.D. 

2411  Woodmere  Road 
Cleveland  Heights,  Ohio  44118 
Internal  Medicine,  Gastroenterology 
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1Shirei  Ephraim  Luzzatto  (Hebrew)  with  Introduc- 
tion by  Jacob  Fichman,  Tel  Aviv,  1942 
2Myer  Waxman:  A History  of  Hebrew  Literature, 
Vol.  Ill,  P.  134,  Bloch  Publishing  Co.,  1934 
3Sefer  Hayyim  Schirmann,  Introduction  aand  pro- 
file of  Ephraim  Luzzatto  by  C.  Roth,  P.  369,  Jeru- 
salem, 1970 
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PROSPECTS  FOR  HEREDITARY 
DISEASE  CONTROL 

(Concluded  from  page  320) 
develop  adult  cancers  they  do  so  much  earlier 
than  is  generally  observed.  What  is  important 
here  is  that  some  fraction  of  all  cancer  patients 
constitutes  a high  risk  group  which  can  in  some 
cases,  and  perhaps  ultimately  in  all  cases,  be  iden- 
tified. Such  individuals  may  be  considered  along 
with  those  in  the  other  genetic  categories  as  far 
as  prevention  and  treatment  are  concerned.  Most 
cancer,  however,  occurs  in  individuals  who  are  not 
genetically  predisposed.  If  mutation  is  in  fact  a 
necessary  initiating  step,  then  attention  must  be 
paid  to  reducing  the  probability  that  mutation  will 
occur  and  to  correcting  or  destroying  the  cell  which 
has  undergone  such  a change. 

PROSPECTS 

Obviously  then,  the  prospects  for  hereditary  dis- 
ease control  are  strongly  dependent  upon  the  gene- 
tic class  to  which  a disease  belongs.  For  chromo- 
somal disorders  the  prenatal  onset  of  disease  and 
the  high  fraction  of  cases  which  result  from  new 
and  unpredictable  events  argue  strongly  in  favor 
of  fetal  diagnosis  and  induced  abortion  as  a means 
of  control.  For  some  Mendelian  disorders  this  ap- 
proach may  be  used,  but  so  also  may  that  of  pre- 
vention via  identification  and  counseling  of  gene 
carriers.  Treatment  is  a much  more  immediate 
prospect,  and  this  is  the  best  group  for  considera- 
tion of  gene  therapy.  For  polygenic  disorders, 
which  are  often  very  common,  preventive  measures 
of  a genetic  nature  are  most  limited,  while  treat- 
ment is  more  promising.  Finally,  somatic  genetic 
disease  displays  features  of  all  of  these,  but  in 
addition  the  enormous  importance  of  new  muta- 
tions in  somatic  cells  emerges. 

These  prospects  include  measures  still  consid- 
ered fanciful,  but  so  much  that  is  fanciful  has  hap- 
pened in  biology  that  they  and  their  ethical  con- 
sequences must  be  considered  now  before  they  are 
upon  us.  The  genes  that  cause  disease  will  not  go 
away  of  their  own  accord,  because  new  mutations 
will  continue.  In  fact,  they  are  necessary  for  the 
operation  of  adaptation  and  evolution  among  all 
species,  and  the  hereditary  diseases  are  the  price 
we  pay  because  mutation  does  not  distinguish  be- 
tween “good"  genes  and  “bad”  genes. 

The  old  argument  of  nature  versus  nurture  has 
little  meaning  now  for  medicine.  Seeing  the  ex- 
quisite interaction  of  the  two,  we  are  better  ad- 
vised to  consider  both  genetic  and  environmental 
factors  in  all  disease.  We  are  quickly  moving  to- 
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ward  identification  of  genetic  predisposition  to  so- 
called  acquired  diseases  and  to  the  identification 
early  in  life  of  each  person’s  “genetic  weaknesses.” 
The  prospects  for  hereditary  disease  control  are 
therefore  prospects  for  amelioration  of  all  disease. 


PERIPATETICS 

(Concluded  from  page  313) 

M.  HOWARD  TRIED  MAN  was  elected  a mem- 
ber-^!-large  of  the  Executive  Committee  on  recom- 
mendation of  the  Nominating  Committee  which 
was  headed  by  STANLEY  SIMON  and  included 
ALDEN  H.  BLACKMAN,  HENRY  F.  IZEMAN 
and  JAY  M.  ORSON. 

Other  members  of  the  Executive  Committee  in- 
clude STANLEY  M.  ARONSON,  Pathologist-in- 
Chief;  ROBERT  P.  DAVIS,  Physician-in-Chief; 
HARVEY  P.  LESSELBAUM,  Radiologist-in- 
Chief;  FIORINDO  A.  SIMEONE,  Surgeon-in- 
Chief;  STANLEY  SIMON,  Association  past  presi- 
dent and  PHILIP  A.  TORGAN,  member-at-large. 
* * * 

ROBERT  E.  BAUTE  has  accepted  an  invita- 
tion to  membership  on  the  Technical  Advisory 
Committee  on  Air  Pollution  of  the  Rhode  Island 
Tuberculosis  and  Respiratory  Disease  Association. 

* * $ 

New  officers  of  the  Rhode  Island  Thoracic  So- 
ciety, medical  section  of  the  Rhode  Island  Tuber- 
culosis and  Respiratory  Disease  Association,  are: 

JAMES  F.  VALICENTI,  president-elect;  CHA- 
RLES F.  KERSHAW,  D.O.,  vice  president;  OR- 
LANDO M.  ARMADA,  secretary-treasurer; 
JORGE  BENAVIDES  and  ROBERT  E.  BAUTE, 
members-at-large,  executive  committee. 

* * * 

BEN  C.  CLAUNCH,  elected  in  1972  for  a two- 

year  term,  continues  as  president.  HERBERT  F. 

CONSTANTINE  continues  as  liaison  with  the 
American  Thoracic  Society. 


ONE  SENTENCE  ESSAY 
Library  Department 

An  American  traveler  doing  research  in  the 
Vatican  Library  in  Rome  needed  to  consult  a 
work  published  in  1580.  He  filled  out  a request 
slip  which  was  later  returned  to  him  marked 
“Missing  since  1635.” 
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if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  %2  oz.  (approx.)  foil  packets. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ot  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 


anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary7  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. " 


Benefits -to-risks  ratio  !BRARY 
highe 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 

asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


permits 


dosage 


SEP  71973 

YORK  ACADEMY 

OF  MEDICINE 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc 

Nutley  N J 07110 


Before  prescribing,  please  consult  cor 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  ot  anxiety  and  tensic 
occurring  alone  or  accompanying  various  disea| 
states. 

Contraindications:  Patients  with  knownl 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possit 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caut:| 
patients  against  hazardous  occupations  requirir 
complete  mental  alertness  (e.g.,  operating  mac! 
ery,  driving).  Though  physical  and  psychologic| 
dependence  have  rarely  been  reported  on  recor 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  mighl 
increase  dosage;  withdrawal  symptoms  (includi| 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates) 
have  been  reported.  Use  of  any  drug  in  pregnan 
lactation,  or  in  women  of  childbearing  age  requil 
that  its  potential  benefits  be  weighed  against  its | 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitatej 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradl 
ally  as  needed  and  tolerated.  Not  recommended  f 
in  children  under  six.  Though  generally  not  reel 
ommended,  it  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  conside 
individual  pharmacologic  effects,  particularly  ir 
use  of  potentiating  drugs  such  as  MAO  inhibitc 
and  phenothiazines.  Observe  usual  precautions  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulati J 
and  acute  rage)  have  been  reported  in  psychiatri| 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxie| 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectiv| 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishe 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  an 
confusion  may  occur,  especially  in  the  elderly  anl 
debilitated.  These  are  reversible  in  most  instanctf 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In 
few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruption! 
edema,  minor  menstrual  irregularities,  nausea  aq 
constipation,  extrapyramidal  symptoms,  incre 
and  decreased  libido— all  infrequent  and  general! 
controlled  with  dosage  reduction;  changes  in  EEj 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  ( in- 1 
eluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mal 
ing  periodic  blood  counts  and  liver  function  testij 
advisable  during  protracted  therapy. 

Supplied:  Librium-  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs’5,  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 


BALCONY 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
,an,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
ien.  Along  with  the  medical  and 
;cial  history,  this  information  can 
blp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
ue  ultimate  prospects  of  success 
(failure. 

While  Valium  can  be  a most 

Idpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
; excessive  psychic  tension  per- 
sts  and  should  be  discontinued 
hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
'e  follow  ed,  Valium  is  w ell 
derated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
ad  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
azardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sltin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  ioo  and  500.  All  strengths  also  available  in 
Tel-£-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Bobo’s  back  at  the  big  top 

After  a rheumatoid  arthritic  flare-up. 


V (ant  Note  This  drug  is  not  a simple  analgesic  Do 
>1  minister  casually  Carefully  evaluate  patients  be- 
r arting  treatment  and  keep  them  under  close  su- 
}i  ion.  Obtain  a detailed  history,  and  complete 

v al  and  laboratory  examination  (complete  hemo- 
c urinalysis,  etc  ) before  prescribing  and  at  fre- 
h intervals  thereafter  Carefully  select  patients, 
rc  ig  those  responsive  to  routine  measures,  contra- 
ct ted  patients  or  those  who  cannot  be  observed  fre- 
n y Warn  patients  not  to  exceed  recommended 
>:  e Short-term  relief  of  severe  symptoms  with  the 
n st  possible  dosage  is  the  goal  of  therapy  Dosage 
k I be  taken  with  meals  or  a full  glass  of  milk  Sub- 
it  alka  capsules  for  tablets  if  dyspeptic  symptoms 
:c  Patients  should  discontinue  the  drug  and  report 
>f  liately  any  sign  of:  fever,  sore  throat,  oral  lesions 

V 'toms  of  blood  dyscrasia),  dyspepsia,  epigastric 

a symptoms  of  anemia,  black  or  tarry  stools  or  other 
v ice  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
:"is,  significant  weight  gain  or  edema  A one-week 
u sriod  is  adequate  Discontinue  in  the  absence  of  a 

iv  ible  response  Restrict  treatment  periods  to  one 
€ n patients  over  sixty 

c (ions  Acute  gouty  arthritis,  rheumatoid  arthritis, 

* iatoid  spondylitis 

0 vindications  Children  14  years  or  less,  senile  pa- 

history  or  symptoms  of  G I inflammation  or  ul- 
f Dn  including  severe,  recurrent  or  persistent  dys- 
3|  i,  history  or  presence  of  drug  allergy;  blood 
('  3Sias,  renal,  hepatic  or  cardiac  dysfunction;  hy- 
?'  lsion;  thyroid  disease;  systemic  edema, 
c titis  and  salivary  gland  enlargement  due  to  the 

1 polymyalgia  rheumatica  and  temporal  arteritis, 

*'  ts  receiving  other  potent  chemotherapeutic 

or  long-term  anticoagulant  therapy 
l(  ngs  Age.  weight,  dosage,  duration  of  therapy,  ex- 
e of  concomitant  diseases,  and  concurrent  potent 

v ^therapy  affect  incidence  of  toxic  reactions  Care- 
1,1  istruct  and  observe  the  individual  patient,  espe- 

a he  aging  (forty  years  and  over)  who  have 
c sed  susceptibility  to  the  toxicity  of  the  drug  Use 
v effective  dosage  Weigh  initially  unpredictable 
;r  is  against  potential  risk  of  severe,  even  fatal,  re- 
s The  disease  condition  itself  is  unaltered  by  the 
L Use  with  caution  in  first  trimester  of  pregnancy 


Butazolidirfalka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 

and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 


and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme.  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis). exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage. including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia,  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-146-070-H(10/71 ) 

For  complete  details , including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GE1GY  Corporation 

Ardsley.  New  York  10502 


BU  9337 


More  than  slee 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dai 
I..  r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fui 

relative  SatetV  was  noted  in  patients  administered  recommended  or  higher 

for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldc 
quired  discontinuance  of  therapy.  Morning  ' hang-over"  with  Dalmane  has  been  relatively  infrequent, 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.} 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pc 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r 
dosage  during  the  night. 


Dalmane  has  been  shown  to  be  con- 
sistently effective  even  during  con- 
secutive nights  of  administration, 
with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
FDdiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 

Iite  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ible  hypnotic. 

Vhen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
jication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
turate  agent  proved  effective  and  relatively  safe  for  relief  of 
nnia. 


DALMANE 

' (flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s. —usual  adult  dosage 
( 1 5 mg  may  suffice  i n some  patients) . 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


kep  with 
bnsistency 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage:  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A topical  steroid 

that  has  clinically 
succeeded 

in  study. .. after  study...after  study 


Excellent/good  results 


0/  in  psoriasis 

(150  of  177  patients )l 


0/  in  atopic  € 

(231  of  251  patients)1 
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brand  of  #g  *2g 

betamethasone 
valerate  (o j%) 

Cream/Ointment 


Plus  economy  B.  id.  dosage  often  found  effective } 
Available  in  5, 15,  and  45  Gm.  tubes. 


(81  of  84  patients)1 


COUT) 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate (9-fluoro-iip,  17,21- 
trihydroxy-i6jj  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water, 
mineral  oil,  petrolatum,  polyethylene  glycol  ic 
monocetyl  ether,  cetostearyl  alcohol,  monobasi 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  E; 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenate 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI SONE  Cream  an 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  i 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  I 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treate 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  I j 
the  corticosteroid  and  suitable  precautions  sho 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg 
nancy,  the  safety  of  their  use  in  pregnant  femal 
has  not  been  absolutely  established.  Therefore 
they  should  not  be  used  extensively  in  pregnan 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hvpopigmentation.  T 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Scheri 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojin,  R.  O.:  Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6) Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections-  primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


demonstrated  efficacy  which  is  superior  to  either  suit; 
methoxazole  or  trimethoprim  alone  against  susceptibl 
organisms.  In  addition,  in  vitro * studies  have  shown  tl 
bacterial  resistance  develops  more  slowly  with  Bactrir 
than  with  either  trimethoprim  or  sulfamethoxazole  alo 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 
lated from  in  vitro  studies. 


iterrupts  life  cycle  of  susceptible  bacteria 

j ique  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
n production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
r irruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
; ostrates . By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

“'BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471+  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  suit 
methoxazole.  The  figures  are  particularly  remar 
able  in  cases  with  urinary  obstruction-cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinjal 
results,  it  is  important  to  note  that  the  incidence  if 
clinically  significant  adverse  effects  was  low,  ma  i\ 
nausea  and/or  vomiting,  rash,  leukopenia,  SGOl 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patient 
with  impaired  renal  or  hepatic  function,  possibl  , 
folate  deficiency  and  to  those  with  severe  allergy 
bronchial  asthma.  Adequate  fluid  intake  must  tl  i 
maintained.  Complete  blood  counts,  urinalyses  tt 
careful  microscopic  examination,  and  renal  fun. 
tion  tests  should  be  performed  during  therapy,  j 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatm  it 
of  chronic  and  recurrent  urinary  tract  infections  4 

Usual  adult  dosage:  two  tablets  every  twelve  he  s 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  071 
1 4 patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


jmplete  Product  Information: 

: ascription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
:t,  available  in  scored  light-green  tablets,  each  containing  80  mg 
imethoprim  and  400  mg  sulfamethoxazole, 
imethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine, 
is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ar  weight  of  290.3. 

jlfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
i almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
cular  weight  of  253.28. 

tions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
: imethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
■ drofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
zyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
cutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
sential  to  many  bacteria. 

vitro  studies  have  shown  that  bacterial  resistance  develops  more 
jwly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
one. 

vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
cterial  activity  of  Bactrim  includes  the  common  urinary  tract 
thogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
wing  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
dla-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
■ecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

bacteria 

Trimeth- 

oprim 

alone 

Sulfameth- 

oxazole 

alone 

TMP/SMX  (1:20) 

TMP  SMX 

s cherichia 
oli 

’ roteus  spp. 
ndole  positive 
’roteus 
nirabilis 
[lebsiella- 
i nterobacter 

0.05-1.5 

0.5  -5.0 

0.5  -1.5 

0.15-5.0 

1.0  -245 

7.35  -300 

7.35  - 30 

0.735-245 

0.05-0.5 

0.05-1.5 

0.05-0.15 

0.05-1.5 

0.95-  9.5 

0.95-28.5 

0.95-  2.35 

0.95-28.5 

jman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
Iministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
le  are  similar  to  those  achieved  when  each  component  is  given 
one.  Peak  blood  levels  for  the  individual  components  occur  one 

I four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
azole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
ely  the  same  regardless  of  whether  these  compounds  are  admin- 
ered  as  individual  components  or  as  Bactrim.  Detectable 
lounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
)od  24  hours  after  drug  administration.  Free  sulfamethoxazole 
d trimethoprim  blood  levels  are  proportionately  dose-dependent, 
repeated  administration,  the  steady-state  ratio  of  trimethoprim 
sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

Ifamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
n-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
d metabolized  forms.  The  free  forms  are  considered  to  be  the 
erapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
rim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
Dod.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
creases  the  protein  binding  of  trimethoprim  to  an  insignificant 
tgree;  trimethoprim  does  not  influence  the  protein  binding  of 
Ifamethoxazole. 

cretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
Ifamethoxazole  and  trimethoprim  are  considerably  higher  than 
a the  concentrations  in  the  blood.  When  administered  together 
in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
2 urinary  excretion  pattern  of  the  other. 

dications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
ently,  indole-positive  proteus  species). 

portant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
ms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
I lly  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
ntraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
egnancy  and  during  the  nursing  period  (see  Reproduction 
Jdies) . 

irnings:  Deaths  associated  with  the  administration  of  sulfonamides 
ve  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
nethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
I interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
i tients  concurrently  receiving  certain  diuretics,  primarily  thia- 
Jles,  an  increased  incidence  of  thrombopenia  with  purpura  has 
en  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose@  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  ot  Hoffmann-La  Roche  Inc. 

Nutley  N J 07110 


RHODE  ISLAND  POLICE  CHIEFS  ASSOCIATION 
YEARBOOK  DIVISION 

189  DOUGLAS  AVENUE,  P.  O.  BOX  6845 
PROVIDENCE,  RHODE  ISLAND  02904 

(401)  861-6106  - 861-6107 


Colonel  Walter  -A. 


WcQ, 


ueeneij. 


DEAR  DOCTOR: 

I WISH  TO  TAKE  THIS  OPPORTUNITY  TO  THANK  THE  MEMBERS 
OF  THE  RHODE  ISLAND  MEDICAL  PROFESSION  FOR  THEIR  MANY 
“ANONYMOUS”  AND  “A  FRIEND”  ADVERTISEMENTS  IN  OUR 
YEARBOOK. 


YOURS  IN  THE  SPIRIT  OF  MUTUAL  ASSISTANCE, 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


THURSDAY,  October  18,  1973 


SIXTEENTH  ANNUAL  MURRAY  A.  DANFORTH  ORATION 
Presentation  of  Problem  Cases 


Rhode  Island  Hospital 
George  Auditorium 
9:30  a. m.— 12:30  p.m. 


MURRAY  A.  DANFORTH  ORATION 
Charles  F.  Gregory,  M.D. 
Chief  Pro-Tempore 


George  Auditorium 
8:30  p.m. 


FRIDAY,  October  19,  1973 

SIXTEENTH  ANNUAL  MURRAY  A.  DANFORTH  ORATION  Rhode  Island  Hospital 

Presentation  of  Problem  Cases  George  Auditorium 

9:00  a.m.— 12  noon 


COLLOQUIUM 

Sponsored  by  the  Section  of  Biochemical 
Pharmacology 


Brown  University 

Barus  and  Holley  166 
4:00  p.m. 


SATURDAY,  October  20,  1973 


SIXTEENTH  ANNUAL  MURRAY  A.  DANFORTH  ORATION 
Charles  F.  Gregory,  M.D. 


Rhode  Island  Hospital 
George  Auditorium 
9:00  a.m. 


WEDNESDAY,  October  31,  1973 


THE  TENTH  ANNUAL  MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 
NEW  DEVELOPMENTS  IN  INFECTIOUS  DISEASES 

Dr.  Floyd  Denny,  Dr.  Keth  N.  Drummond,  Dr.  Samuel 
Katz,  Dr.  Saul  Krugman  and  Dr.  Stephen  H.  Zinner 


Roger  Williams  Gen.  Hosp. 
Kay  Auditorium 
10:00  a.m.— 5:00  p.m. 


FRIDAY,  November  2,  1973 


ELEVENTH  ANNUAL  CHARLES  A.  STUART  MEMORIAL  LECTURE  Brown  University 

THE  BIOLOGICAL  ROLE  OF  T-LYMPHOCYTES  Barus  and  Holley  166 

Dr.  Byron  H.  Waksman  4:30  p.m. 

Department  of  Microbiology 
Yale  University 


SATURDAY,  November  17,  1973 

ONCOLOGY:  RECENT  ADVANCES  IN  DIAGNOSIS  AND 
TREATMENT 

Presented  by  the  Rhode  Island  Chapter  of  the  Amer 
ican  College  of  Surgeons 


Rhode  Island  Hospital 
George  Auditorium 
8:30  a. m.— 12:30  p.m. 


8:;30  A.M.  Welcome  by  Henry  T.  Randall,  M.D.,  F.A.C.S.  Section  Leader,  Sec- 
tion of  Surgery 

8:45  A.M.  "The  Case  for  the  Surgical  Staging  of  Hodgkin's  Disease" 

Thomas  S.  Nelsen,  M.D. 

9:20  A.M.  "The  Rationale  for  Combined  and  Sequential  Chemotherapy" 

Emil  T.  Frei,  M.D. 


9:55  A.M.  "Surgery  Through  the  Fiberoptic  Colonoscope" 
Hiromi  Shinya,  M.D. 


10:30  A.M.  INTERMISSION 


10:50  A.M. 


"Newer  Modalities  for  the  Management  of  Rectal  Carcinoma" 
Maus  W.  Stearns,  Jr.,  M.D. 


11:25  A.M.  "The  Prospects  for  the  Practical  Application  of  Tumor  Immunology" 
Chester  M.  Southam,  M.D. 

11:55  A.M.  Panel  Discussion  — Louis  A.  Leone,  M.D.,  Chairman  Director,  De- 
partment of  Oncology,  Rhode  Island  Hospital. 


12:30  P.M.  ADJOURNMENT 


The  Rhode  Island  Chapter  of  the  American  College  of  Surgeons  will  hold  a 
brief  business  meeting  after  the  Symposium. 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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THE  UNAFFILIATED  HOSPITALS  AND  THE  MEDICAL  SCHOOL 


The  Brown  Program  in  Medical  Education  oper- 
ates with  university  campus  resources  serving  as 
the  hub  for  three  concentric  rings  of  clinical  facil- 
ities. The  inner  ring  is  made  of  the  six  original 
members  of  the  educational  consortium  formally 
established  in  1969.  These  are  the  hospitals  which 
for  several  years  have  committed  significant  re- 
sources to  medical  education  and  have  already 
gained  experience  with  the  university  affiliation 
through  their  participation  in  introductory  clinical 
courses  or  clerkships.  The  group  includes  four  gen- 
eral hospitals,  the  Rhode  Island  Hospital  (R.I.H.) 
The  Miriam  Hospital,  the  Roger  Williams  General 
Hospital  (R.W.G.H.),  and  the  Memorial  Hospital 
in  Pawtucket,  and  two  specialty  hospitals,  the 
Providence  Lying-In,  and  Butler.  Taken  together, 
these  six  hospitals  total  1,762  beds  and  include  39 
per  cent  of  the  state  complement  of  beds  for  short- 
term care.  In  1973-74,  the  core  components  of 
clinical  education  have  been  organized  in  these  hos- 
pitals as  follows: 


Hospital: 

Number  of  beds:  685  247  251  806  190  83 

Courses  taught: 

Physical  diagnosis  + + + + 

Behavioral  medicine  + + + + 

Medicine  + + + 

Surgery  + + 

Pediatrics  Obstetrics  + + 

Psychiatry  + 

Community  Health  + + 

The  second  ring  of  affiliated  hospitals  is  made  of 
institutions  which  have  not  yet  contributed  to  med- 


ical school  teaching  in  a major  way,  and  yet  have 
an  educational  tradition  in  a different  context. 
Since  January  1973,  the  Providence  Veterans  Ad- 
ministration Hospital  (332  beds)  has  started  trans- 
ferring its  academic  affiliation  from  Boston  Univer- 
sity to  Brown,  whereas  the  Bradley  Hospital  in 
East  Providence  (70  beds)  is  now  on  the  verge  of 
signing  an  affiliation  agreement  that  will  formally 
recognize  its  participation  in  the  teaching  of  pedi- 
atrics and  psychiatry. 

Taken  together,  the  institutions  in  the  first  two 
rings  represent  close  to  one  half  of  the  short-term 
care  beds  in  the  state.  The  natural  question  is  what 
will  be  the  relationship  of  the  Brown  Program  to 
the  other  half? 

In  view  of  the  informal  contacts  developed  with 
many  of  the  non-affiliated  institutions,  it  is  very 
possible  that  before  the  end  of  this  decade,  all 
hospitals  in  the  state  will  participate  in  our  edu- 
cational system,  to  the  extent  that  their  trustees 
and  medical  staff  find  appropriate.  Our  educational 
policy  can  be  stated  as  follows.  The  core  compon- 
ents of  the  medical  curriculum,  which  involve  the 
recurrent  participation  of  significant  groups  of  stu- 
dents in  hospital  activities,  must  of  necessity  be 
concentrated  in  a limited  number  of  centrally  lo- 
cated facilities.  However,  we  welcome  the  participa- 
tion of  individual  medical  students  in  elective  edu- 
cational exercises  focused  in  any  health  care  facil- 
ity, be  it  a non-affiliated  hospital,  a state  operated 
facility  or  indeed  an  individual  practitioner’s  office. 
When  it  comes  to  non-affiliated  hospitals,  we  have 
formulated  three  conditions  to  the  development  of 
an  educational  association  involving  medical  stu- 
dents 1)  that  the  hospital  designate,  in  concert 

(Continued  on  next  page) 
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with  the  Dean  of  Medical  Affairs,  a full  time  or 
part  time  member  of  its  professional  staff  who  will 
assume  the  responsibility  for  supervising  the  stu- 
dent activities  and  reporting  their  progress  through 
the  appropriate  medical  school  channels  (in  short, 
carry  the  duties  of  a faculty  member  combined 
with  those  of  a Director  of  Medical  Education).  2) 
That  the  participation  of  Brown  medical  students 
in  hospital  activities  be  formally  approved  by  the 
trustees  of  the  hospital.  3)  That  the  participation 
of  Brown  medical  students  in  hospital  activities  be 
formally  approved  by  the  Executive  Committee  of 
the  medical  staff  of  the  particular  hospital. 

Preliminary  contacts  which  may  lead  to  a mem- 
orandum of  association  of  the  kind  outlined  above 
have  already  been  conducted  with  a number  of 
hospitals.  Typically,  they  focus  on  specific  educa- 
tional opportunities  which  students  will  elect  on  an 
individual  basis  under  the  supervision  of  a hospital 
staff  member  with  an  active  interest  in  medical 


education.  These  elective  clerkships  will  not  start 
until  the  latter  part  of  1973-74,  once  the  third 
year  class  has  completed  the  core  clerkships  in 
medicine,  surgery,  pediatrics,  obstetrics,  psychi- 
atry and  community  health. 

From  the  beginning  our  goal  has  been  to  avoid 
polarization  of  our  state  health  system  between 
teaching  hospitals  and  community  hospitals.  Now 
we  must  also  avoid  polarization  between  the  hospi- 
tal setting  and  the  ambulatory  setting.  Clearly  some 
aspects  of  medical  education  require  the  special- 
ized facilities  of  referral  centers.  However,  we  hope 
that  our  students  will  not  be  limited  to  this  per- 
spective, and  we  welcome  any  opportunity  to 
broaden  their  education  experience.  All  hospitals 
in  the  Rhode  Island  Area  may  help  us  to  achieve 
that  goal. 

Pierre  M.  Galletti,  M.D.,  Ph.D. 

Vice  President 

(Biology  and  Medicine) 


PHASE  IV  AND  PHYSICIANS 

Relative  to  the  Phase  IV  Price  Regulations,  physicians  may  raise  their  fees 
a maximum  of  2.5%  per  year,  provided  the  raise  does  not  increase  their  profit 
margin.  If  a physician  has  not  raised  his  fees  since  the  institution  of  wage  and 
price  controls  in  1971,  the  physician  may  raise  his  fees  a cumulative  total  of 
5%,  provided  he  does  not  violate  the  profit  margin  test  in  doing  so.  Physicians 
are  no  longer  required  to  post  signs  under  the  Phase  IV  regulations.  The  AMA 
has  protested  to  President  Nixon  and  the  Cost  of  Living  Council  that  the  controls 
imposed  on  physicians  are  discriminatory. 
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Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you’ve  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there's  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 


medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician's  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you're  a resident  winding  up 
your  training,  there’s  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


"Too  many  doctors  are  indi  r- 
ent  to  the  economic  consequenc  ,o>' 
their  decisions.”  So  stated  a recei  >■ 
issue  of  Medical  News  Report  (D 
cember  4,  1972),  an  independer  8 
weekly  newsletter  published  by  fcp# 
AMA  Chief  Executive  F.  J.  L.  Bias  1 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated 
crease  in  Blue  Shield  rates,  Dr.  B 
ingame’s  newsletter  had  this  to  s;  J 

"In  general,  it  can  be  said,  N,’s 
have  given  the  impression  they  arl 
not  particularly  concerned  with  tl  ji 
increase  in  cost  of  health  care  to  # 
patients... 

“True,  an  MD’s  training  is  pi  1 
marily  scientific,  but  in  the  real  w 1 
of  practice,  all  of  his  scientific  deil 
sions  have  a price  tag,  or  an  econil 
impact.  The  economics  of  health  t 
beckon  the  practitioner’s  attentio  I 
Concern  for  economics  of  mediciii 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


vvrieri  me  priarmauisi  reeuin 
mends  that  a drug  product  other  t n 
the  one  ordered  be  dispensed,  the  \ 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inttl 
ests  of  the  patient  will  be  served.  4 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  ne  r 
sary  for  the  prescriber  to  know  tha  1 
the  change  is  being  contemplated 
and  to  be  in  a position  to  consent  c I 
demur.  Without  that  opportunity,  1 1! 
unilateral  decision  of  the  pharmacf 
made  in  the  absence  of  clinical  kn  • 
edge  of  the  patient,  could  expose  tl 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth’), 
in  the  pro-substitution  argument  tn 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowlec 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degr 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne 
expert  knowledge  of  no  more  than  I 


Advertisement 


jiuld  be  an  obligation  of  medical 
;ctice... 

‘‘Medical  societies  ought  to  con- 
j;t  continuing  campaigns  to  point 
j the  substantial  savings  that  could 
crealizedthru  deductible  insurance 
3 J protection  for  catastrophic  ill- 
ri;s.  At  the  very  least,  they  should,  in 
;i  patients’  interest,  question  the 
r. tics  of  any  insurance  organization 
1 1 raises  health  care  costs  by  forc- 
M policyholders  to  buy  insurance 
tl  y may  not  need  or  want  and  prob- 
ay won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
e to  the  economic  consequences  of 
tl  ir  decisions.  Too  many,  for  ex- 
a pie,  habitually  hospitalize  patients 
f.  the  convenience  of  the  MD.  It’s 
r lsense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
cdes,  have  unhesitatingly  appealed 
ti  heir  patients  for  support  in  the 
{jit  against  government  interference 
ijh  the  private  practice  of  medicine. 

f the  public  in  the  past  has  re- 
sided. It’s  time  the  American  Med- 
ic I Association  and  state  and  local 
r dical  societies  paid  off  the  debt  by 
c:isive  action  to  hold  down  the  cost 
cnedical  care.” 

Cst  of  Drugs 

Insurance  rates  and  hospital 
c arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “ White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


c 30  drugs  that  he  selects  to  treat  the 
r jority  of  conditions  encountered  in 
f practice.  Moreover,  the  physi- 
c n’s  choice  of  a specific  brand  is 
;ed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
c ndition,  and  his  experiences  with 
1 1 particular  manufacturer’s 
tpduct. 

Some  substitution  proponents 
H/e  argued  that  the  dispensing  of  a 
f ;scription  is  a simple  two-party 
t nsaction  between  the  pharmacist 
c f the  patient,  and  that  a substitut- 
i , pharmacist  may  avoid  even  a 
t hnical  breach  of  contract  by  simply 
r ifying  the  patient  that  he  is  making 
t ! substitution.  I would  judge  that 
f / courts  would  be  sympathetic 
t /ard  a pharmacist  who  substituted 
1/  hout  physician  approval  and  who 
L dertook  a legal  defense  that  seeks 
t make  the  patient  responsible  for 
t ■ pharmacist’s  actions. 

Riuced  Prescription  Prices? 

Substitution  advocates  are 
s ggesting  to  the  consumer,  and  par- 
t Jlarly  the  consumer  activist,  that 
luced  prescription  prices  could 
ow  legalization  of  substitution. 

It  have  seen  absolutely  no  evidence 
t ustify  this  claim.  To  the  contrary, 
herience  in  Alberta,  Canada,  where 
S ostitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
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House  Of  Delegates  Of  The  Rhode  Island 
Medical  Society 


Report  of  the  Meeting  of  Wednesday , 
March  7,  1973 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Society  Library  on  Wednesday,  March  7, 
1973.  The  meeting  was  called  to  order  by  the  Vice 
Speaker  of  the  House,  Dr.  Thomas  F.  Head,  at 
2:10  p.m. 

Members  in  attendance  were:  Drs.  Thomas  F. 
Head,  Carl  V.  Anderson.  Robert  E.  Baute,  J.  Doug- 
las Xisbet,  Joseph  E.  Wittig,  Charles  S.  Dotterer, 
Frederick  Pierce,  Jr.,  David  R.  Hallmann,  Paul 
J.  M.  Healey,  Thomas  J.  Martin,  Erwin  Siegmund, 
Leonard  S.  Staudinger,  Robert  V.  Lewis,  Edmund 
T.  Hackman,  Stephen  J.  Hove,  John  P.  Grady,  D. 
Richard  Baronian,  Bertram  H.  Buxton,  Jr.,  Joseph 
Caruolo,  Nathan  Chaset.  Joseph  D.  DiMase,  Joseph 
L.  Dowling,  Jr.,  Herbert  Ebner.  Martin  E.  Felder, 
Donald  P.  Fitzpatrick,  Constantine  S.  Georas, 
Frank  Giunta,  Herbert  F.  Hager,  Charles  L.  Hill, 
Henry  M.  Litchman,  Vincent  I.  MacAndrew',  Peter 
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Mathieu,  Samir  G.  Moubayed,  P.  Joseph  Pesare, 
Ralph  F.  Pike,  Robert  P.  Sami,  Guy  A.  Settipane, 
Richard  P.  Sexton,  George  H.  Taft,  Wilson  F. 
Utter,  Elihu  S.  Wing,  Jr.,  Seebert  J.  Goldowsky, 
and  Arnold  Porter. 

Also  present  were  Drs.  Earl  J.  Mara,  Andrew 
Blazar,  and  legal  counsel,  Charles  Clapp  and  John 
Reid,  John  E.  Farrell,  executive  secretary,  Edward 
J.  Lynch,  assistant  executive  secretary,  and  J. 
Brendan  Wynne,  D.O. 

Members  absent  were:  Drs.  John  C.  Ham,  David 
Xewhall,  William  J.  O'Rourke,  Charles  B.  Round, 
Richard  G.  Bertini,  Philip  J.  Lappin,  A.  John  Elli- 
ot, James  A.  McGrath, Joseph  L.  C.  Ruisi,  Francis 
L.  Scarpaci,  J.  Gerald  Lamoureux,  John  A.  Dillon, 
William  J.  MacDonald,  (Illness),  George  V.  Cole- 
man, Dominic  L.  Coppolino  (Illness).  Martin  Feld- 
man, David  Freedman,  Edward  J.  Gauthier,  Milton 
W.  Hamolsky,  John  B.  Lawlor,  Raul  Nodarse  (Ill- 
ness), James  A.  Reeves,  William  R.  Thompson, 
Armand  D.  Versaci,  Joseph  E.  Cannon,  and  John 
J.  Cunningham. 

INTRODUCTION  OF  GUEST 
Doctor  Lewis  stated  that  the  incorporators  of  the 
R.  I.  Professional  Services  Review  Organization, 
Inc.  had  met  prior  to  the  House  meeting,  and  in- 
cluded in  the  six  incorporators  was  Dr.  J.  Brendan 
Wynne,  a former  president  of  the  Rhode  Island 
Society  of  Osteopathic  Physicians  and  Surgeons. 
He  introduced  Doctor  Wynne  to  the  House,  and 
invited  him  to  remain  for  the  meeting. 

MINUTES  OF  PREVIOUS  MEETING 
The  Vice  Speaker  noted  that  the  minutes  of  the 
previous  meeting  of  the  House  had  been  prepared 
by  the  Secretary  and  distributed  to  the  members. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  January  24,  1973  meeting, 
as  submitted,  be  approved  and  placed  on  record. 
REPORT  OF  SECRETARY 
Doctor  Hove  noted  that  his  report  w'as  included 
in  the  handbook  and  he  offered  to  answer  questions 
regarding  any  items  listed. 

Doctor  Lewis  reported  on  the  review  of  the  legis- 
lation by  the  Committee  on  Public  Law's,  and  sub- 
( Continued  on  page  349) 
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ALLBEE  wBfcC  SCRAPBOOK 

I of  Vitamin  Facts  & Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
AND  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B ANP  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


Available  on  your 
prescription  or 
recommendation 

AIINEiliC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 

MULTIVITAMINS 


Each  capsule  contains  ^_M0* 

Thiamine  mononitrate  (B.)  15  mg  1500* 
Riboflavin  <B.)  10  mg  S3*' 

Ryndoime  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  500* 

Calcium  pantothenate  10  mg  " 
Ascorbic  acid  (Vitamin  C)  300  mg  100CN 


A.H.  Robins  Company.  Richmond,  Va.  23220 


/PH' 


ROBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohol) No  2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1 037  mg  0 31 11  mg 

atropine  sulfate  0 0194  mg  0 0194  mg  0 0582  mg 

hyoscine  hydrobromide  0 0065  mg  0 0065  mg  0 0195  mg 

phenobarbital  (Kgr)16  2mg  (J4  gr.)  32  4 mg  (%gr)48  6mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision  dry  mouth 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications 
Glaucoma  renal  or  hepatic  disease,  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy]  or 
hypersensitivity  to  any  of  the  ingredients. 

/l-HDOBINS  A H Robins  Company  Richmond  Virginia  23220 
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(Continued  from  page  348) 
aequently  by  the  Council  of  the  Society  which  had 
voted  that  the  President  inform  the  Governor  and 
the  Chairman  of  the  House  Judiciary  Committee 
of  the  most  recent  action,  taken  in  1970,  of  the 
House  of  Delegates  on  the  subject  of  legislation  re- 
lating to  abortion. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted  in 
the  handbook,  be  approved  and  placed  on  record. 
REPORT  OF  TREASURER 
Dr.  John  P.  Grady,  Treasurer,  noted  that  his 
report  was  included  in  the  handbook  for  the  meet- 
ing, and  he  offered  to  answer  any  questions  regard- 
ing it. 

Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted,  be 
approved  and  placed  on  record. 

RECOMMENDATIONS  OF  THE  COUNCIL 
The  Secretary  submitted  the  recommendations 
from  the  Council,  as  published  in  the  handbook  for 
the  meeting.  Action  was  taken  as  follows. 

1.  Authorization  for  the  Employment  of  an  Exec- 
tive  Secretary 

Action : A motion  was  made,  seconded  and  voted 
that  the  House  authorize  the  Council  to  employ 
an  Executive  Secretary  to  succeed  Mr.  John  E. 

| Farrell. 

2.  Public  Notices  by  Physicians 

I Action:  A motion  was  made,  seconded  and  voted 
that  the  regulations,  (Appendix  B),  relating  to 
Public  Notices  by  Physicians  be  adopted;  and 
further,  that  the  Council  promulgate  further  regu- 
[ lations  covering  radio  and  television  advertising  as 
| well  as  proper  listing  in  telephone  and  other  di- 
rectories; and  further,  that  all  these  regulations 
apply  equally  to  physicians  whether  they  are  pract- 
icing as  solo  physicians,  or  incorporated  physicians, 
or  as  physician  members  of  partnerships,  associa- 
tions, foundations,  or  as  employees  of  them  or  any 
incorporated  or  unincorporated  group. 

3.  Blue  Cross  Board  Members 
Action : A motion  was  made,  seconded  and  voted 
that  Drs.  Earl  J.  Mara  and  Arnold  Porter  be  nom- 
inated as  the  Society’s  official  representatives  on 
the  Blue  Cross  Board  of  Directors. 

4.  Listing  of  Specialty  Groups 

Action : A motion  was  made,  seconded  and  voted 
that  the  specialty  groups  recognized  at  this  time 
by  the  House  of  Delegates  to  be  eligible  to  have  a 
representative  in  the  House  of  Delegates,  in  accord- 
ance with  the  provision  in  the  amended  by-laws 
to  be  voted  upon  at  the  Annual  Meeting  on  March 
14,  1973,  be  the  following: 

(Continued  on  page  353) 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee  on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 


^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept. 
Merck  Sharp  & Dohme, 
West  Point,  Pa.  19486. 


\ 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

•Trademark  of  Merck  & Co..  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  ( 101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions. children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6—46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDjo  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDgo  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5/a"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult you r MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  Er  Dohme,  Division  of  Merck 
8r  Co.,  INC.,  West  Point,  Pa.  19486 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  349) 

1.  R.  I.  Society  of  Internal  Medicine 

(To  include  also  the  R.  I.  Gastroenterological 
Society) 

2.  Rhode  Island  Chapter,  American  College  of 
Surgeons 

3.  Rhode  Island  Section,  American  College  of 
Obstetricians  and  Gynecologists 

4.  Rhode  Island  Orthopaedic  Society 

5.  Rhode  Island  Radiological  Society 

6.  Rhode  Island  Chapter,  American  Academy  of 
Pediatrics 

7.  Rhode  Island  Chapter,  American  Academy  of 
Family  Practice 

8.  Rhode  Island  Society  of  Pathologists,  Inc. 

9.  Rhode  Island  District  Branch,  American  Psy- 
chiatric Assoc. 

10.  Rhode  Island  Society  of  Anesthesiologists 

11.  Rhode  Island  Association  of  Emergency  Room 
Physicians 

12.  Rhode  Island  Dermatological  Society 

13.  Rhode  Island  Society  of  Allergy 

14.  Rhode  Island  Ophthalmological  Society 

15.  Rhode  Island  Otolaryngological  Society 

16.  Providence  Surgical  Society 

5.  New  AM  A Medicredit  Bill 

Action:  The  House  voted  to  endorse  and  support 
the  new  Medicredit  legislation  of  the  American 
Medical  Association  which  has  been  submitted  to 
the  Congress. 

6.  Cancer  Detection  Program 

Action:  A motion  was  made,  seconded  and  voted 
that  the  proposed  demonstration  project  for  the 
earlier  detection  of  breast  cancer,  which  would  be 
funded  by  the  American  Cancer  Society  and  the 
Xational  Cancer  Institute,  be  approved. 

7.  Slate  of  Officers  and  Standing  Committees 
Xo  counter  nominations  were  offered  to  the  slate 

(Continued  on  next  page) 


ERRATUM 

George  R.  Dunlop,  M.D.,  of  Worcester,  Mass- 
achusetts, is  the  current  Chairman  of  the 
Beard  of  Directors  of  the  National  Association 
of  Blue  Shield  Plans  and  the  Vice  Chairman 
of  the  Board  of  Regents  of  the  American  Col- 
lege of  Surgeons.  Doctor  Dunlop  was  listed 
erroneously  in  the  August,  1973  issue  of  the 
Journal  as  the  Chairman  of  the  Board  of  the 
American  College  of  Surgeons  and  Vice  Chair- 
man of  the  Board  of  Directors  of  the  National 
Association  of  Blue  Shield  Plans.  The  Editors 
regret  this  error. 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 
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Profile  "20" 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  ( ASCP) 


of  Officers  and  Standing  Committees  proposed  by 
the  Council. 

Action : A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  for  Officers  and  Standing 
Committees,  as  submitted,  be  elected. 

BI-CENTENNIAL  COMMITTEE 
Doctor  Goldowsky  reported  on  meetings  he  had 
attended  of  the  Rhode  Island  Committee  to  plan 
the  Nation’s  bi-centennial  in  1976.  He  stated  the 
Commission  has  funds  available,  and  possibly  the 
Society  mught  be  interested  in  seeking  an  appro- 
priation for  a health  project,  such  as  a public 
Health  Fair  as  was  held  by  the  Society  in  1962. 
He  also  suggested  that  the  Committee  be  expanded 
and  that  a new  Chairman  be  named. 

U.  S.  PHARMACOPEIAL  CONVENTION 
Doctor  Lewis  reported  that  the  Society  had  been 
asked  to  name  a delegate  to  the  U.S.  Pharmaco- 
peial  Convention  which  meets  every  five  years,  un- 
less for  special  sessions  in  the  interim  years.  He 
recommended  Dr.  Richard  K.  Mead  as  delegate, 
and  Dr.  Edward  A.  Iannuccilli  as  alternate  dele- 
gate. 

Action:  A motion  was  made,  seconded  and  voted 
that  Dr.  Richard  K.  Mead  be  named  delegate,  and 
Dr.  Edward  A.  Iannuccilli  as  alternate  delegate 
from  the  Society  to  the  United  States  Pharmaco- 
peial  Convention. 

GREETINGS  TO  DR.  RAUL  NODARSE 

Doctor  Lewis  noted  that  Dr.  Raul  Nodarse,  long 
a member  of  the  House,  was  still  confined  to  a 
New  York  hospital  where  he  is  convalescing  from 
an  injury  sustained  in  December. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  House  extend  its  best  wishes  to  Doctor 
Nodarse,  and  its  hope  that  he  will  attend  the 
September  meeting  of  the  House. 

COMMENDATION  OF  DR.  LEWIS 
Dr.  Stephen  Hoye  paid  tribute  to  Dr.  Robert 
V.  Lewis  for  his  outstanding  leadership  of  the  So- 
ciety, and  he  moved  for  House  action. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  House  of  Delegates  record  its  commenda- 
tion of  Dr.  Robert  V.  Lewis  for  his  outstanding 
leadership  of  the  Society  during  1972-73. 

AMA  DRUG  COMMITTEE 
Dr.  Henry  Lichtman  commented  on  the  action 
of  the  American  Medical  Association  in  eliminating 
its  drug  committee,  and  he  questioned  whether  the 
House  should  take  action  on  the  matter. 

Doctor  Goldowsky  reported  that  the  AMA  plans 
to  continue  its  department  on  drugs,  and  issue  its 
(Continued  on  page  356) 
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Halotestin‘5  mg  tablets 

fluoxymesterone/  Upjohn  oral  hormone  replacement 


"When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma."* 

Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 

idrogen  deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 
ment. 2.  Palliation  of  androgen-responsive 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 
sive sexual  stimulation,  oligospermia,  reduced 


ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  j-3262-4  med  b-6-s  (mah> 

*Cecil-Loeb.  Textbook  of  Medicine,  Vol.  II,  ed.  13. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Philadelphia, 
W.  B.  Saunders  Co.,  1971,  p.  1816. 

973  by  The  Upjohn  Company 
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The  Upjohn  Company,  Kalamazoo,  Mich,  49001 


APPOINTMENT  OF  COMMISSIONERS 

Dr.  Edmund  T.  Hackman,  President-Elect  stated 
that  if  the  membership  approves  the  bylaw  re- 
visions at  the  Annual  Meeting  on  March  14  he 
would  be  authorized  to  name  five  Commissioners 
under  the  reorganization  plan.  He  asked  the  House 
for  approval  of  the  following  physicians  to  serve 
as  Commissioners:  Commission  on  Community  Re- 
lations; Richard  P.  Sexton,  M.D.;  Commission  on 
Health  Programs;  Thomas  F.  Head,  M.D.;  Com- 
mission on  Professional  Relations;  Leonard  S. 
Staudinger,  M.D.;  Commission  on  Socio-Econom- 
ics; Kenneth  Liffman,  M.D.;  Commission  on  Pub- 
lic Health;  Frank  W.  Sullivan,  M.D. 

Action : A motion  was  made,  seconded  and  voted 
that  the  nominees  submitted  by  Doctor  Hackman 
be  approved,  contingent  upon  favorable  action  by 
the  membership  on  the  revised  by-laws  on  March 
14,  1973. 

REPORT  OF  THE  TRUSTEES  OF  THE 
MEDICAL  SOCIETY 

The  Vice  Speaker  noted  that  the  report  of  the 
Trustees  of  the  Medical  Library  was  included  in 
the  handbook  for  the  meeting. 

(Continued  on  page  375) 


PEDIATRIC  SYMPOSIUM  ON  INFECTIOUS  DISEASES 

The  Tenth  Annual  Maurice  N.  Kay  Pediatric  Symposium,  entitled 
"NEW  DEVELOPMENTS  IN  INFECTIOUS  DISEASES,"  will  be  presented 
at  the  Roger  Williams  General  Hospital,  Providence,  Rhode  Island  by 
the  Department  of  Pediatrics  on  Wednesday,  October  31,  1973  from 
10:00  a.m.  to  5:00  p.m.  Moderator  of  the  program  will  be  Dr.  Georges 
Peter,  Brown  University,  Providence.  Guest  Speakers  will  include:  Drs. 
Floyd  Deiny,  University  of  North  Carolina  School  of  Medicine,  Chapel 
Hill;  Keith  Drummond,  McGill  University,  Montreal;  Samuel  Katz,  Duke 
University  Medical  School,  Durham;  Saul  Krugman,  New  York  Univers- 
ity School  of  Medicine,  New  York;  and  Stephen  Zinner,  Brown  Univers- 
ity, Providence. 

For  further  information,  write  Mary  B.  Arnold,  M.D.,  Acting  Chair- 
man, Department  of  Pediatrics,  Roger  Williams  General  Hospital,  825 
Chalkstone  Avenue,  Providence,  Rhode  Island  02908.  No  registration 
fee. 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  354) 
manual  for  physicians,  but  under  a curtailment  of 
committees'  program  it  was  only  dropping  its 
Council  on  Drugs. 

THE  ISSUE  OF  ABORTION 
Doctor  Blazar  reopened  the  issue  of  abortion  leg- 
islation. 

Dr.  Bertram  H.  Buxton  discussed  the  many  is- 
sues involved  in  the  federal  court  decision  and  state 
legislative  proposals.  No  action  was  taken  by  the 
House. 

EYE  CARE  PROGRAM 

Dr.  Joseph  Dowling  discussed  the  matter  of  eye 
care  programs  by  optometrists  under  the  sponsor- 
ship of  thirdd  party  prepayment  organizations,  par- 
ticularly Blue  Cross-Blue  Shield.  He  stated  that 
the  Rhode  Island  Ophthalmological  Society  was 
opposed  to  such  program  that  excludes  services 
by  ophthalmologists. 

Action'.  A motion  was  made,  seconded  and  voted 
that  the  House  record  its  opposition  to  eye  care 
plans  under  the  sponsorship  of  any  prepaid  third 
party  where  the  services  would  be  performed  only 
by  optometrists. 
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TOr  stuffed  and  running  nose- 


Triaminic  Syrup...  the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Remarks  Of  The  President 


The  Medical  Society  For  sees  A Role  In 
The  Accreditation  Of  Continuing  Edu- 
cation Programs 


by  Robert  V.  Lewis,  M.D. 

It  is  most  appropriate  that  we  meet  today  in  the 
library  of  the  Rhode  Island  Medical  Society.  Our 
meeting  here  documents  in  a very  concrete  and  tang- 
ible way  the  fact  that  continuing  medical  education 
and  the  diffusion  of  current  knowledge  are  not 
new,  but  are  in  the  traditional  historical  pattern 
of  organized  medicine.  The  presence  of  our  medical 
librarians  emphasizes  the  role  of  the  library  as  a 
repository  of  the  current  literature  and  a very  im- 
portant source  of  oontinuing  education,  one  that 
is  so  much  taken  for  granted  or  frequently  over- 
looked entirely. 

Overlooked  also  to  a very  large  measure  is  the 
interest  that  physicians  have  in  Improving  their 
technical  skills,  not  only  because  of  their  moral 
obligation  to  render  the  most  knowledgeable  and 
competent  care  to  their  patients,  but  also  for  the 
intellectual  rewards  inherent  in  self-improvement 
and  education.  Thus,  our  seminar  this  morning  is 
not  on  a new  subject,  but  on  one  synonymous  with 
the  words  “practice  of  medicine,”  which  can  only 

ROBERT  V.  LEWIS,  M.D.,  of  Providence,  Rhode 
Island,  Senior  Physician,  Rhode  Island  Hospital; 
Immediate  Past  President,  The  Rhode  Island  Med- 
ical Society. 

Read  at  meeting  on  the  Continuing  Medical  Education 
Program  of  the  Rhode  Island  Medical  Society,  Octo- 
ber 14,  1972. 


be  defined  as  the  constantly  repetitive  performance 
of  a psychological  transaction  with  ever-increasing 
skill  and  proficiency.  Our  attention  this  morning 
then  is  not  on  new  concepts  or  philosophy,  but 
rather  on  new  tactics  and  techniques.  For  that  rea- 
son I welcome  to  this  meeting  the  hospital  admin- 
istrators, that  they  may  be  encouraged  to  support 
these  new  techniques  and  give  us  the  funding  for 
the  necessary  tools  and  programs.  Thus  we  may 
bring  into  full  and  practical  use  the  ideals  of  con- 
tinuing education. 

TRADITIONAL  ROLE  OF  ORGANIZED  MEDICINE 

There  are  several  cliches  and  misconceptions 
bandied  about  which  should  be  put  in  their  proper 
place.  The  first  is  the  mistaken  notion  that  concern 
for  competence  is  new.  The  Rhode  Island  Medical 
Society  was  founded  out  of  concern  for  competence 
and  in  order  to  promote  continuing  competence. 
For  its  first  100  years  the  Rhode  Island  Medical 
Society  was  the  only  medical  regulatory  body  in 
the  state.  After  1 5 years  of  urging  and  prodding  by 
the  Rhode  Island  Medical  Society  the  state  legi- 
slature eventually  passed  the  first  licensing  acts. 
It  is  a grave  misconception  among  lay  persons  mis- 
led by  the  press  that  concern  for  the  competence 
of  physicians  is  a newly  conceived  concern  of  con- 
sumers, or  that  symposia  such  as  this  are  the  result 
(Continued  on  next  page) 
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of  prodding  by  the  public.  Most  of  you  are  knowl- 
edgeable concerning  the  practice  of  medicine  and 
realize  that  the  division  of  our  hospital  staffs  into 
services  and  the  granting  of  privileges  within  those 
departments  is  based  to  a very  large  extent  on 
proven  competence  as  evidenced  by  specialty  board 
examinations,  themselves  a product  of  the  profes- 
sion’s concern  with  self-improvement.  Most  import- 
antly, the  public  should  realize  that  physicians 
voluntarily  have  submitted  to  the  continuing  edu- 
cation process,  and  proof  of  competence  which 
these  boards  require. 

The  existence  of  the  specialty  boards  precludes 
any  simplistic  approach  to  continuing  medical  edu- 
cation. We  have  recently  moved  to  include  repre- 
sentatives of  the  spec'alty  organizations  in  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society.  Our  initial  list  will  include  between  10 
and  20  recognized  specialty  societies.  It  is  quite 
clear  that  any  program  for  continuing  medical  edu- 
cation must  be  considered  within  the  context  of 
specialization.  Under  such  restrictions  no  legislative 
body  could  legislate  a simple  program  titled  “Con- 
tinuing Education"  which  would  have  any  rele- 
vance to  relicensing  or  be  considered  a criterion  of 
competence  for  a group  as  diverse  as  the  medical 
profession  in  the  contemporary  scene. 

A second  major  problem  which  I see  in  continu- 
ing medical  education  and  the  assessment  of  compe- 
tence is  the  scatter  due  to  the  normal  distribution 
of  individuals  within  any  specialty  group  or  cate- 
gory. With  respect  to  age  alone  we  are  talking  about 
a very  diverse  group  of  physicians  with  roughly  a 
40  year  age  span  from  age  30  to  70.  Physiological 
processes  of  learning,  retention,  and  motivation  are 
widely  scattered.  Continuing  medical  education  is 
a generic  term  with  little  reference  to  either  genus 
or  species. 

HALF-LIFE  OF  KNOWLEDGE 

Before  concluding  I should  like  to  comment 
very  briefly  on  two  other  widely  discussed  matters 
pertinent  to  our  subject.  The  first  is  on  the  “half- 
life  of  acquired  knowledge.”  This  is  often  considered 
to  be  a new  concept  or  at  least  newly  discovered. 
In  a sweeping  generalization  the  demand  is  made 
that,  because  the  knowledge  that  one  acquires  at  a 
given  point  is  lost  in  a period  of  5 to  12  years,  the 
physician  should  continually  restore  this  knowledge 
by  continuing  education.  The  facts  about  forgetting 
are  well  known.  What  is  not  equally  understood  as 
a corollary  is  that  the  knowledge  necessary  for  the 
everyday  practice  of  medicine  is  constantly  recalled, 
refined,  and  made  more  effective  by  continuous 
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psychological  reinforcement.  The  knowledge  which 
is  lost  is  that  which,  because  it  lacks  relevance, 
has  not  been  used.  As  with  all  unused  physiological 
functions,  this  part  of  knowledge  atrophies.  For 
example,  there  are  few  in  this  room  who  at  one 
time  were  not  capable  of  translating  Caesar,  or  to 
write  out  in  great  detail  the  arguments  and  plots 
of  at  least  two  Shakespearian  plays.  Only  the 
Shakespearian  scholar  or  the  classics  teacher  con- 
tinues by  his  “on-the-  job  training”  to  maintain 
this  knowledge.  The  physician’s  on-the-job  train- 
ng  is  known  as  the  “practice  of  medicine.” 

EXPLOSION  OF  MEDICAL  KNOWLEDGE 
“The  explosion  of  medical  knowledge”  is  another 
cliche  invoked  for  the  purpose  of  demanding  con- 
tinuing medical  education.  This  can  only  be  con- 
sidered intellectually  by  studying  Kuhn's  classic 
“The  Structure  of  Scientific  Revolutions.”  Revolu- 
tionary new  concepts  in  all  scientific  endeavors 
Kuhn  refers  to  as  paradigms.  As  he  clearly  shows, 
these  paradigms  do  not  come  with  the  rapidity  of 
machine  gun  fire.  New  paradigms  do  not  occur 
weekly.  Much  of  the  explosion  of  medical  knowl- 
edge constitutes  merely  additions  to  a large  corpus 
of  information  and  knowledge  added  to  old  para- 
digms, thus  adding  merely  redundancy.  Much  of 
the  proliferation  in  medical  journals  and  educa- 
tional programs  is  an  increase  in  redundancy.  An 
Audio-Digest  recording  of  a recent  seminar  on  di- 
abetes at  Johns  Hopkins  Hospital  clearly  illu- 
strates this.  The  new  paradigm  or  breakthrough  in 
the  understanding  and  treatment  of  diabetes  was 
the  discovery  of  insulin  50  years  ago.  True,  we  now 
have  some  refinements  of  insulin,  but  basically  a 
man  who  has  taught  and  learned  basic  diabetes  and 
its  practical  management  25  years  ago  has  added  no 
real  competence  to  his  management  of  diabetes  de- 
spite the  vast  corpus  of  knowledge  which  has,  to 
be  sure,  defined  the  structure  of  insulin  and  its 
mode  of  action  in  muscle  and  liver.  In  judging  a 
man’s  competence  and  his  decision-making  ability, 
his  knowledge  of  the  amino  acid  sequences  of  the 
insulin  molecule  is  no  measure.  The  treatment  of 
cardiac  arrhythmias  may  be  another  example.  In 
the  past  10  years  probably  only  two  significant 
developments  have  occurred;  one  is  the  use  of 
lidocaine,  the  other  the  use  of  electric  cardioversion. 
In  other  specialties  the  situation  is  similar.  Simply 
stated,  to  be  a competent  clinican  does  not  mean 
that  one  must  be  familiar  with  all  of  the  accumu- 
lating redundancy,  but  only  that  which  has  pertin- 
ence to  the  job;  that  which  has  pertinence  is  con- 
( Concluded  on  page  386) 
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Continuing  Education  Program  Of  The  Rhode  Island 
Medical  Society 


Feasibility  Of  Developing  A Program 
For  Accreditation  Of  Continuing  Medi- 
cal Education  Programs  Will  Be  Ex- 
plored 


by  Henry  S.  M.  Uhl,  M.D. 

In  1970,  the  Committee  on  Continuing  Medical 
Education  of  the  Rhode  Island  Medical  Society, 
in  response  to  growing  national  pressures  for  the 
establishment  of  compulsory  continuing  medical 
education  for  all  physicians  to  maintain  their  state 
society  memberships  and.  in  some  cases,  to  qualify 
for  state  relicensure  or  for  recertification  in  a spe- 
cialty of  medicine,  recommended  to  the  House  of 
Delegates  that  the  Society  adopt  a positive  stance 
and  go  on  record  in  opposition  to  mandatory  par- 
ticipation in  educational  programs  and  to  any  neg- 
ative incentives  in  continuing  medical  education. 
It  recommended  that  the  House  of  Delegates  auth- 
orize the  Committee  to  explore  positive  incentives 
and  that  the  Committee  be  delegated  the  respons- 
ibility by  the  Society  to  review  national  problems 
concerning  continuing  medical  education,  recertifi- 

HENRY  S.  M.  UHL,  M.D.,  of  Providence,  Rhode 
Island,  Former  Director  of  Professional  Affairs,  St. 
Joseph’s  Hospital,  Providence,  Rhode  Island;  For- 
mer Chairman,  Continuing  Medical  Education  Com- 
mittee, Rhode  Island  Medical  Society,  Providence, 
Rhode  Island. 

Read  at  Meeting  on  the  Continuing  Medical  Educa- 
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cation,  and  relicensure  of  physicians,  and  that  the 
Committee  present  a seminar  on  continuing  medical 
education  under  the  sponsorship  of  the  Society 
open  to  its  entire  membership.  These  recommenda- 
tions in  the  form  of  a resolution  were  approved  by 
the  House  of  Delegates  on  January  20,  1971. 

The  Committee  organized  the  first  of  a series  of 
annual  programs  on  continuing  medical  education, 
held  September  18,  1971,  in  Newport,  Rhode  Is- 
land. The  conference  included  distinguished  guest 
speakers  from  the  New  England  area,  from  Ala- 
bama and  Pennsylvania,  and  from  the  office  of 
the  American  Medical  Association.  The  central 
theme  of  this  conference  was  stated  as  follows: 

“Physician  competence  is  a fundamental  ele- 
ment of  quality  medical  care,  and,  likewise,  medi- 
cal education  is  basic  to  competence.  Medical 
education’s  goal  is  the  production  of  physicians 
equipped  to  provide  optimal  care  for  the  public. 
The  ultimate  evaluation  of  an  educational  sys- 
tem is  the  effectiveness  of  its  products.  Questions 
raised  about  quality  of  care  and  professional 
competence  are  ones  of  primary  interest  to  medi- 
cal education.  The  growing  problem  of  malpract- 
ice suits  gives  added  impetus  to  this  issue.” 

(Continued  on  next  page) 


Continuing  Education  Program  of  the  Rhode  Island  Medical  Society 


359 


(Quoted  from  an  official  statement  by  the  Amer- 
ican Medical  Association) 

Following  this  successful  conference  the  Commit- 
tee recommended  that  a second  annual  seminar  be 
held  in  the  Fall  of  1972.  The  Committee  also 
agreed  that  it  would  support  the  positive  approach 
to  continuing  medical  education  embodied  in  the 
concepts  of  peer  review,  and  that  the  punitive 
thrusts  of  medical  audit  review  mechanisms  should 
be  avoided.  The  Committee  endorsed  the  concepts 
as  described  at  its  conference  by  C.  R.  Brown,  Jr., 
M.D.,  and  S.  E.  Goldfinger,  M.D.,  in  which  contin- 
uing education  was  based  in  the  community  hospital 
and  educational  programs  were  designed  specifically 
to  meet  the  identified  needs  of  the  individual  hospi- 
tals and  their  medical  staffs.  The  Committee  re- 
affirmed its  position  in  opposition  to  mandatory 
continuing  medical  education  programs  and  agreed 
that  the  Rhode  Island  Medical  Society  should 
strengthen  its  relationships  with  individual  hospi- 
tals and  county  medical  societies  and  should  work 
with  the  educational  institutions  in  the  state  to 
take  advantage  of  their  expertise  and  resources. 
These  conclusions  of  the  Committee  were  embodied 
in  an  official  report  to  the  House  of  Delegates,  ap- 
proved March  8,  1972. 

At  the  time  the  Committee  on  Continuing  Medi- 
cal Education  was  developing  these  recommenda- 
tions and  obtaining  the  endorsement  of  the  Rhode 
Island  Medical  Society,  the  Division  of  Continuing 
Medical  Education  of  the  American  Medical  Associ- 
ation was  developing  new  mechanisms  to  provide 
for  accreditation  of  continuing  education  programs 
within  each  individual  state  by  an  appropriate 
agency  or  organization  sponsored  by  the  state  med- 
ical society.  The  Committee  decided  to  devote  its 
second  annual  seminar  to  a review  of  the  feasibility 
of  developing  such  a new  program  for  accreditation 
of  continuing  medical  education  in  Rhode  Island. 
Rutledge  Howard,  M.D.,  Associate  Director,  Divi- 
sion of  Education  of  the  American  Medical  Associ- 
ation, and  responsible  for  continuing  medical  edu- 
cation, was  invited  as  the  chief  speaker.  Doctor 
Howard’s  paper,  included  in  the  series  selected 
from  this  conference  for  publication,  is  a compre- 
hensive and  important  document  for  all  members 
of  the  state  medical  society. 

The  position  of  the  American  Medical  Associa- 
tion in  regard  to  continuing  medical  education  is 
stated  succinctly  in  its  brochure  ‘‘Essentials  of  Ap- 
proved Programs  in  Continuing  Medical  Educa- 
tion.” adopted  by  the  AMA  House  of  Delegates  in 


June  1970.  This  concise  document  defines  continu- 
ing medical  education,  states  appropriate  object- 
ives, and  analyzes  a list  of  basic  principles  which 
each  program  must  demonstrate  if  it  is  to  be  offic- 
ially approved.  These  include: 

( 1 ) Effective  administration  by  a responsible  per- 
son. 

(2)  An  adequate  budget  to  sustain  the  program 
and  to  lead  to  its  continuing  improvement. 

(3)  A teaching  staff  of  physicians  and  their  asso- 
ciates of  unquestioned  ability  and  with  the 
proper  training  and  experience  to  provide 
carefully  planned  programs. 

(4)  A curriculum  properly  designed  to  explore  in 
depth  one  subject  or  a closely  related  group 
of  subjects. 

(5)  Educational  facilities  that  would  encourage 
participation  in  the  educational  activity  by 
physicians  and  other  health  professionals  in- 
volved. Facilities  usually  are  found  in  hospi- 
tals, medical  schools,  or  other  related  educa- 
tional institutions. 

(6)  The  education  methods  should  include  more 
than  lectures  or  panel  discussions,  in  an  effort 
to  involve  the  students  actively  in  live  clinics 
and  bedside  rounds,  in  open  and  free  discussion 
and  exchange  of  ideas,  and  even  laboratory 
work  and  the  study  of  patients  under  super- 
vision. Emphasis  upon  problem  solving  is  likely 
to  increase  student  involvement. 

(7)  Methods  of  evaluation  of  the  effectiveness  of 
these  programs  should  be  developed  and  used 
as  a part  of  each  program.  The  evaluation 
should  be  based  upon  the  careful  preparation 
of  the  specific  objectives  of  each  program  and 
should  be  related  to  the  purpose  of  education 
which  is  to  develop  changes  in  the  attitude 
and  behavior  of  the  learner  in  reaching  the 
solution  to  identified  medical  problems. 

(8)  There  should  be  an  appropriate  reward  for 
each  physician  who  participates,  and  this 
could  be  the  intrinsic  reward  of  improved 
ability  in  the  care  of  patients  and  external 
awards,  such  as  special  certificates  or  the 
Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association. 

The  Physician's  Recognition  Award  is  provided 
to  any  licensed  Physician  who  can  demonstrate 
that  he  has  fulfilled  criteria  for  participation  in 
varied  kinds  of  educational  activities.  The  Ameri- 
can Medical  Association  has  established  specific  cri- 
teria related  to  total  credit  hour  requirements.  The 
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six  categories  in  which  continuing  medical  educa- 
tion activities  are  creditable  for  the  1972  Award 
include  activities  with  1)  accredited  sponsorship 
(such  as  those  by  a medical  school,  a teaching 
hospital  or  a specialty  society),  (2)  continuing 
medical  education  activities  of  non-accredited  spon- 
sorship, (3)  medical  teaching  activities,  (4)  paper 
publications,  books,  and  exhibits,  (5)  non-super- 
vised  individual  continuing  medical  education  activ- 
ities and  (6)  other  meritorious  learning  experiences. 
The  details  of  the  required  participation  and  activ- 
ities under  these  various  categories  are  contained 
in  the  pamphlet  titled  “The  Physician’s  Recogni- 
tion Award”  published  by  the  Department  of  Con- 
tinuing Medical  Education  of  the  American  Med- 
ical Association. 

In  closing  these  introductory  comments,  I believe 
it  is  perhaps  worth  noting  that  at  the  most  recent 
annual  national  meeting  on  continuing  medical  ed- 
ucation sponsored  by  the  American  Medical  Associ- 
ation in  Chicago  (Oct.  24-26,  1972)  a fact  sheet 
was  provided,  indicating  that  six  states  have  made 
a policy  decision  to  require  continuing  medical 
education  as  a condition  for  membership  (these 
states  are  Oregon,  Arizona,  Pennsylvania,  New 
Jersey,  Massachusetts,  and  Florida,  in  order  of  ini- 
tiation of  this  requirement).  One  state  now  requires 
continuing  education  for  relicensure  every  five  years 
(New  Mexico),  and  two  other  states  are  giving 
consideration  to  this  policy  (Kansas  and  New  Jer- 
sey). Only  on  specialty  society  has  a requirement 
for  continuing  medical  education  for  membership 
and  only  one  society  for  recertification,  that  is  the 
American  Academy  of  Family  Physicians.  Eight 
state  medical  societies  or  associations  have  now 
been  approved  by  the  Council  on  Medical  Educa- 
tion for  the  accreditation  of  organizations  or  in- 
stitutions sponsoring  continuing  medical  education 
programs  within  their  own  states.  Finally,  the 
Physician’s  Recognition  Award  can  provide  a 
means  for  documenting  continuing  medical  educa- 
tion for  all  physicians  in  any  field  of  medicine. 
Programs  for  certifying  continuing  medical  educa- 
tion are  in  operation  in  the  states  of  Oregon,  Ari- 
zona, Pennsylvania  and  California.  The  criteria  for 
certification  adopted  by  the  Pennsylvania  Medical 
Society  are  identical  to  those  of  the  Award.  The 
Award  Program  endorses  the  continuing  medical 
education  certification  programs  for  the  American 
Board  of  Family  Medicine  and  for  state  medical 
societies  (Oregon,  Arizona,  Pennsylvania,  and 
California) . 

In  conclusion,  the  Committee  on  Continuing  Med- 


ical Education  wishes  to  express  its  deep  concern 
for  the  development  of  programs  based  in  commun- 
ity hospitals  which  would  take  full  advantage  of 
educational  resources  in  the  state,  especially  in 
relation  to  the  developing  medical  school  at  Brown 
University,  and  in  relation  to  the  special  resources 
for  educational  methodology  and  techniques  and 
education  in  allied  health  fields  at  the  University  of 
Rhode  Island  and  at  Rhode  Island  'College.  The 
Committee  believes  that  external  pressures  will 
continue  to  be  exerted  upon  the  profession  through 
state  legislatures  and  through  the  federal  govern- 
ment, as  well  as  through  consumer  advocate  groups, 
and  that  it  will  be  in  the  best  interests  of  the  pro- 
fession to  develop  its  own  programs  which  it  can 
accredit  according  to  appropriate  professional 
standards. 


Pandora's  Box 

Hesiod  called  women  a necessary  evil  and  re- 
lated the  myth  of  Pandora  which  holds  her  re- 
sponsible for  the  ills  of  the  world. 

. . . Richard  Gilman,  in  article  on  The  Woman 
Problem  in  Life  magazine. 

* * * 
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Accreditation  Of  Continuing  Medical  Education  At 
The  State  Level 


State  Level  Accreditation , A Goal  Of 
The  AMA , Can  Have  A Number  Of  Fav- 
orable Consequences 


By  Rutledge  W.  Howard,  M.D. 

It  gives  me  a great  sense  of  appreciation  to  be 
able  to  present  some  current  ideas  on  accreditation 
of  continuing  medical  education  by  state  medical 
associations.  With  a background  which  has  varied 
from  teaching  physical  diagnosis  in  surgery  in  New 
England  to  a private  solo  rural  practice  in  New 
York  State,  I am  likely  to  have  some  strong  per- 
sonal viewpoints.  I hope  they  will  not  be  too 
illogical. 

About  five  years  ago  it  was  apparent  that  con- 
tinuing medical  education  was  beginning  to  show 
signs  of  greatly  increased  activity  and  somewhat 
greater  maturity.  In  the  several  preceding  decades 
continuing  education  for  physicians  had  varied  from 
a reparative  form  following  the  Flexner  report  in 
1910  and  the  development  of  specialties  in  the  first 
half  of  this  century  to  more  specialized  continuing 
education  aimed  at  the  various  specialties  and  gen- 
eral practitioners.  Formal  continuing  education  be- 
gan also  to  become  related  to  the  behavioral  sciences 
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and  more  particularly  to  the  logical  development 
of  determined  educational  needs,  suitable  partici- 
pative learning  techniques,  and  stronger  efforts  to 
develop  evaluation  of  behavioral  change  in  practice 
habits  as  a result  of  continuing  medical  education. 

At  this  point  I should  like  to  bring  to  your 
attention  some  of  the  external  influences  which  ap- 
pear to  affect  the  somewhat  chaotic  system  of  con- 
tinuing medical  education  as  it  exists  at  present. 
Also,  it  will  be  worthwhile  reviewing  briefly  the 
hopes  of  the  AMA  Council  on  Medical  Education 
that  state  medical  societies  will  be  able  to  set  up 
their  own  programs  of  accreditation,  using  the 
proven  guidelines  developed  for  this  purpose.  Next 
it  be  worthwhile  to  describe  the  advantages  of 
accreditation  at  the  state  level:  the  method  by 
which  a state  medical  society  can  develop  its  own 
accreditating  mechanism;  and  to  same  extent  the 
unique  position  of  community  hospitals  in  continu- 
ing medical  education. 

EXTERNAL  INFLUENCES 

First,  let  us  look  at  external  influences.  .Almost 
five  years  ago  in  November  1967,  the  National 
Advisory  Commission  on  Health  Manpower  issued 
its  report  to  the  nation.  The  part  of  this  report  of 
most  interest  to  us  in  continuing  medical  education 
deals  with  its  recommendation  concerning  continu- 
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ing  education  and  relicensure  of  health  profession- 
als. The  Commission  noted  that  the  increasing 
pace  of  medical  advances  has  rendered  inadequate 
the  older  means  of  assuring  that  physicians  will 
use  the  best  techniques  and  information  available. 
It  stressed  that  the  physician’s  education  must  be 
continued  as  long  as  he  practices.  Otherwise,  the 
physician  will  be  unaware  of  new  developments  and 
will  probably  continue  to  use  outdated  techniques 
of  diagnosis  and  treatment  which  would  be  far 
less  effective  in  improving  the  quality  of  health 
care  than  if  he  had  made  strong  efforts  at  self- 
renewal. 

There  are  certain  features  of  the  Commission’s 
report  which  should  be  restated  at  this  time.  First, 
the  Commission  noted  that  the  simple  deed  of  mak- 
ing educational  opportunities  available  to  the  phys- 
ician will  not  assure  his  utilization  of  such  oppor- 
tunity unless  sufficient  incentives  are  provided. 
Among  these  incentives  would  be  the  periodic  re- 
licensure of  health  professionals,  including  physi- 
cians, on  the  basis  of  acceptable  performance  in 
continuing  education.  The  Commission  also  noted 
that  an  alternative  way  for  the  health  professional 
to  document  his  self-renewal  would  be  for  him  to 
take  a challenge  examination  in  his  specialty. 

Here  the  Commission  pointed  out  the  many  po- 
tential drawbacks  to  the  proposal  for  relicensing. 
Among  the  drawbacks  the  Commission  noted 
would  be  the  need  for  safeguards  against  abuse.  It 
also  presented  the  fact  that  many  existing  programs 
of  continuing  medical  education  are  quite  inade- 
quate in  both  content  and  geographic  distribution 
to  serve  as  a basis  for  relioensure.  It  noted  that 
new  programs  would  need  to  be  developed  and 
presented  in  such  a way  that  they  would  be  tailored 
to  the  location  and  time  requirements  of  busy  prac- 
titioners. It  also  realized  that  the  institution  of 
any  relioensure  requirement  might  have  to  be  pro- 
spective and  applied  only  to  those  who  enter  pro- 
fessional schools  after  the  start  of  such  a new  re- 
quirement. The  Commission  also  expressed  its 
opinion  regarding  accreditation,  pointing  out  that, 
if  continuing  education  should  become  a basis  for 
relioensure,  a mechanism  would  have  to  be  devel- 
oped to  accredit  these  new  programs  professionally. 
In  this  relationship,  and  I believe  this  is  another 
key  to  their  thinking,  the  report  of  the  Commission 
stated  that  professional  societies  as  well  as  state 
governments  should  explore  these  possibilities  of 
relioensure  based  upon  continuing  medical  educa- 
tion. 

The  Commission’s  report  has  undoubtedly  been 


•a  strong  external  influence  in  the  field  of  continu- 
ing medical  education. 

.Another  motivating  force  has  been  the  establish- 
ment in  December  1970  by  the  Joint  Commission 
of  Accreditation  of  Hospitals  of  a new  and  import- 
ant standard.  This  new  standard  of  the  JCAH 
requires  that  the  medical  staff  of  a hospital  seeking 
accreditation  by  the  Joint  Commission  should  pro- 
vide a continuing  education  program  for  its  pro- 
fessional staff,  or  that  the  medical  staff  shall  give 
evidence  of  participation  in  such  a program. 

Probably  a less  noticed  but  equally  important 
external  force  has  been  the  growth  of  hospital 
medical  education  and  the  increasing  desire  of 
medical  staffs  to  seek  continuing  self-renewal,  close 
to  their  places  of  work,  related  to  solving  their 
own  pateints  problems,  and  available  at  a time, 
place,  and  pace  of  the  physician’s  own  choice. 

The  strongest  interest  of  the  Association  for 
Hospital  Medical  Education  in  and  the  growing 
awareness  of  many  medical  school  administrators 
of  the  importance  of  continuing  medical  educa- 
tion have  played  a very  strong  role. 

AMA  INVOLVEMENT 

The  strengthening  of  continuing  medical  educa- 
tion has  also  been  reinforced  by  the  American  Med- 
ical Association  Council  on  Medical  Education. 

For  more  than  a decade,  the  AMA  has  been 
giving  close  attention  to  its  role  in  continuing  med- 
ical education.  With  a history  of  having  developed, 
in  conjunction  with  other  organizations,  accredita- 
tion of  undergraduate  medical  education  at  the 
medical  schools  and  graduate  medical  education 
during  the  internships  and  residencies,  the  AMA 
has  worked  at  ways  and  means  of  increasing  the 
development  of  relevant  and  meaningful  continu- 
ing medical  education. 

In  1961  the  AMA  Council  established  a perma- 
nent standing  committee  as  a successor  to  an  earlier 
ad  hoc  committee  on  continuing  medical  education. 
The  Committee  was  charged  at  an  early  date  with 
the  need  to  explore  the  problems  of  continuing 
medical  education.  Following  this  it  set  up  and  im- 
plemented a feasibility  study  of  accreditation  in 
continuing  medical  education.  Beginning  about  11 
years  ago,  with  an  initial  20  surveys  staffed  largely 
by  Doctor  Carl  Henry  William  Ruhe  of  the  AMA, 
a set  of  guidelines  was  developed  to  serve  as  an 
aid  to  individuals  and  institutions  which  desired  to 
plan  and  produce  continuing  medical  education. 
After  several  revisions  these  guidelines  were  de- 
veloped into  the  ‘‘Essentials  of  Approved  Programs 
(Continued  on  next  page) 
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in  Continuing  Medical  Education.”  The  objectives 
and  principles  described  in  the  ‘‘Essentials”  had 
actually  been  put  to  the  test  and.  with  strong  input 
from  a great  number  of  individuals  outside  the 
AMA,  has  been  refined  for  general  use  in  plan- 
ning, implementing,  and  surveying  continuing  med- 
ical education  programs. 

The  AMA  program  of  accreditation  in  continu- 
ing medical  education  has  developed  along  the 
same  lines  as  accreditation  of  medical  schools  and 
programs  of  graduate  medical  education.  It  is  a 
voluntary  program  which  any  educational  institu- 
tion or  organization  may  wish  to  use.  At  present 
the  AMA  Council  on  Medical  Education,  through 
its  staff  at  AMA  headquarters,  is  willing  to  under- 
take surveys  for  accreditation  of  continuing  medi- 
cal education  programs  at  medical  schools,  national 
medical  specialty  societies,  national  voluntary 
health  organizations,  and  other  institutions  and  or- 
ganizations which  provide  national  or  multi-state 
continuing  education  activities. 

INCREASED  HOSPITAL  INTEREST  IN 
ACCREDITATION 

About  two  years  ago  it  was  noted  that  an  increas- 
ing number  of  hospitals,  especially  those  wrhich  are 
not  affiliated  with  medical  schools,  were  becoming 
interested  in  seeking  surveys  for  accreditation.  We 
have  already  alluded  to  the  Joint  Commission’s  new 
requirement  about  medical  staff  opportunities  for 
continuing  medical  education  at  hospitals.  Possibly 
the  community  hospital  interest  in  accreditation  in 
this  field  w’as  related  to  the  Joint  Commission's 
new  standard  established  at  that  time. 

The  AMA  Council,  also  about  two  years  ago, 
after  long  study  realized  that  community  hospitals 
which  offer  continuing  medical  education,  largely 
for  their  own  medical  staffs  and  nearby  physicians 
in  the  community,  wTould  probably  have  better 
surveys  for  accreditation  or  at  least  more  relevant 
surveys  fo  a grass-roots  nature  if  the  surveys  could 
be  carried  out  by  a more  local  structure  than  the 
AMA  Council  itself. 

STATE  MEDICAL  SOCIETY  ACCREDITATION 

Accordingly,  the  AMA  Council  established  a 
policy  whereby  it  would  strongly  encourage  state 
medical  societies  to  set  up  their  own  accrediting 
programs  for  community  hospitals  and  other  local 
organizations  in  the  field  of  continuing  medical  ed- 
ucation. Guidelines  to  assist  state  medical  societies 
in  setting  up  their  own  accreditation  programs  were 
developed  by  staff  and  approved  by  the  AMA 
Council  and  its  Advisory  Committee.  The  guidelines 


are  quite  simple,  asking  that  the  state  medical 
society  set  up  its  own  plan  for  accrediting  com- 
munity hospitals.  In  doing  this  the  state  medical 
society  would  develop  its  own  “Essentials”  based 
on  the  AMA  Essentials,  but  expressed  in  terms 
more  closely  related  to  the  accreditation  aspects 
of  community  hospitals  and  other  locally  focused 
institutions.  In  addition  to  developing  its  own 
Guidelines  or  Essentials,  the  state  medical  society 
would  also  develop  its  own  presurvey  questionnaire, 
again  more  realistic  for  the  community  hospital 
than  the  presurvey  questionnaire  of  the  AMA.  A 
third  document  winch  the  state  society  w-ould  pre- 
pare wyould  be  a team  report  form,  or  content  list, 
to  guide  the  survey  teams  sent  to  the  community 
hospitals  requesting  a survey  for  accreditation. 

In  addition  the  state  society  would  by  this  time 
have  established  its  own  Committee  on  Education, 
hopefully  with  the  membership  including  partici- 
ing  physicians,  medical  school  experts,  specialty 
society  experts,  and  possibly  others  with  strongly 
developed  interests  in  continuing  medical  education, 
particularly  such  individuals  as  hospital  directors 
of  medical  education.  The  education  committee  of 
the  state  medical  society  could  serve  as  a state -level 
accrediting  body  under  the  auspices  of  the  AMA 
Council.  To  accomplish  this  the  state  society,  fol- 
lowing the  development  of  its  own  three  basic 
documents  (the  Essentials,  the  presurvey  question- 
aire,  and  the  team  report  content  list)  wyould  sub- 
mit these  documents  through  the  AMA  Advisory 
Committee  to  the  AMA  Council  on  Medical  Edu- 
cation. The  Council  would  review’  them  for  suit- 
ability and  give  its  stamp  of  approval  to  the  state 
medical  society  to  conduct  its  own  accrediting  pro- 
gram of  local  institutions  offering  continuing  med- 
ical education. 

Initial  Council  approval  of  the  state  medical  so- 
ciety plan  has  customarily  been  granted  as  a pro- 
visional approval  good  for  one  year.  During  this 
year  the  state  society  would  be  encouraged  to  carry 
out  several  surveys  of  community  hospitals  or  other 
local  organizations  which  were  already  offering 
continuing  medical  education.  As  in  the  case  of  the 
AMA,  the  state  society  wmuld  probably  call  upon 
volunteer  surveyors  to  do  the  job,  so  there  could 
be  a strong  interchange  between  these  volunteers 
surveyors  and  the  program  directors  of  continuing 
education  of  the  community  hospitals.  The  survey- 
ors would  be  consultants,  not  inquisitors.  The  state 
society  education  committee,  either  directly  or 
through  a subcommittee,  could  review  the  reports 
of  the  Survey  Teams  at  three  month  intervals,  and 
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the  education  committee  could  take  accrediting 
action  based  upon  these  reviews. 

After  a year  of  effort  in  implementing  its  own 
accrediting  program,  the  state  medical  society 
would  then  prepare  a progress  report  of  the  total 
accrediting  activities  of  the  state  society. 

Following  careful  consideration  of  the  experience 
of  the  state  society  during  its  first  year  of  accred- 
iting, the  AMA  Council  could  then  determine  if  the 
state  society  accrediting  program  should  be  ap- 
proved for  a longer  period,  currently  established  at 
a maximum  of  four  years. 

Let  us  go  back  a bit  to  the  first  year  during 
which  the  state  society  implements  its  accrediting 
program.  On  one  of  the  first  surveys  conducted  by 
the  state  society,  the  AMA  Council  wTould  have  one 
of  its  staff  and  one  of  its  Advisory  Committee 
members  present  during  a state  society  survey  for 
accreditation,  not  as  a “big  brother,”  but  to  guide 
and  assist  the  state  society’s  own  survey  team  in 
its  early  efforts.  These  twro  individuals  represent- 
ing the  AMA  would  also  be  present  during  an  early 
meeting  of  the  state  society  review  committee  to 
guide  it  in  its  approach  to  the  team  report  review. 

Also  built  into  the  state  society  accrediting 
mechanism  would  be  the  need  for  the  state  society 
staff  to  identify  those  individuals  within  the  state 
who  could  serve  as  potential  survey  team  members, 
and  to  identify  the  continuing  educational  programs 
of  individual  community  hospitals  and  other  local 
institutions  which  either  were  already  producing 
or  had  the  potential  to  produce  good  quality  con- 
tinuing medical  education. 

At  this  point  I should  like  briefly  to  mention 
some  of  the  unique  features  of  local  institutions, 
especially  oommunity  hospitals  in  continuing  medi- 
cal education. 

COMMUNITY  HOSPITAL  PROGRAMS 

Those  of  us  interested  in  community  hospital  con- 
tinuing education  are  beginning  to  find  more  comp- 
any. Many  additional  individual  educators  and 
physicians  are  joining  the  ranks,  but  in  no  sense 
is  the  field  too  crowded.  While  medical  schools  are 
the  logical  ultimate  resource  centers  for  the  de- 
velopment of  medical  advances,  with  the  help  of 
clinical  faculties  in  the  various  specialties,  the  log- 
ical place  for  realistic  learning  exchange,  it  seems 
to  me,  is  where  the  action  is,  where  the  physician 
sees  his  patients.  In  other  words  the  action  is  large- 
ly at  the  hospital  and  in  the  doctor’s  office. 

Hospitals  are  unique  in  that  they  permit  daily 
interchange  of  information  through  conferences, 
meetings,  and  consultations.  Hospitals  are  the  place 


where  early  development  of  continuous  self-assess- 
ment through  the  problem-oriented  record  has  been 
taking  place  and  wrhere  the  various  specialties  in 
medicine,  nursing,  and  allied  health  fields  work 
together.  Hospitals  permit  the  accompaniment  of 
educational  peer  review  and  other  worthwhile  forms 
of  quality  of  care  appraisal.  They  are  the  work- 
shops w’here  educational  n:eds  of  the  medical  staff 
can  probably  be  best  assessed.  Hospitals  also  are 
an  example  of  the  few  places  where  behavioral 
change  in  medical  practice  habits  can  be  viewed 
and  measured  under  actual  “front-line”  conditions. 
In  addition,  hospitals  also  are  probably  closer  phil- 
osophically to  the  office  practices  of  most  physicians 
than  other  types  of  teaching  centers. 

Keeping  a close  watch  on  the  quality  of  continu- 
ing medical  education  at  community  hospitals  can 
possibly  best  be  accomplished  by  accreditation.  As 
a state  society  you  have  the  opportunity  to  do  this 
yourselves.  Any  acneditation  which  your  own 
society  carries  out  would  under  this  system  I have 
just  described  be  ratified  by  the  AMA  Council  On 
Education  and  its  Advisory  Committee.  The  phy- 
sicians attending  continuing  medical  education  pro- 
grams could  have  greater  satisfaction  that  they  are 
securing  good  self-renewal  without  the  need  to 
travel  far  afield,  since  the  continuing  medical  edu- 
cation at  hospitals  would  be  related  to  their  own 
patients  and  their  own  patients'  problems,  and  there 
would  be  greater  likelihood  that  the  quality  of  care 
rendered  to  theri  patients  would  be  improved.  The 
Joint  Commission  requirements  could  be  more 
readily  satisfied  under  such  a system,  and  the 
hospital  administrators  and  board  of  trustees  also 
could  rest  more  easily  under  such  a system. 

I should  like  to  give  you  a very  quick  review  of 
the  current  state  of  affairs  in  state  medical  society 
state  medical  associations  was  sent  out  from  the 
AMA  on  July  16,  1971.  encouraging  state  medical 
associations  to  consider  whether  they  would  like 
to  be  involved  in  this  accrediting  of  continuing 
medical,  education  system.  We  did  not  know  the 
degree  of  interest  which  would  be  shown.  In  fact, 
at  AMA  staff  level  we  felt  that  only  a few  of  the 
more  affluent  state  societies  might  be  interested  in 
setting  up  their  own  accrediting  programs.  Follow- 
ing two  additional  letters  which  served  simply  as 
reminders,  and  bearing  in  mind  that  state  societies 
have  many  other  things  to  do  these  days,  we  were 
pleasantly  surprised  to  find  that  31  state  medical 
associations  and  one  territorial  medical  association 
had  a strong  interest  in  developing  and  implement- 
( Concluded  on  page  387) 
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Medical  Education  Through  Self- 
Community  Hospitals  And  Bi-Cycle 


Physicians  Have  Opportunity  To  Seize 
Initiative  In  Developing  Quality  Control 
Measures 


By  Henry  S.  M.  Uhl,  M.D. 

Arthur  Miller,  onj  of  the  great  playwrights  of 
the  Twentieth  Century,  made  the  following  com- 
ment in  a discussion  about  his  work  and  especially 
his  play,  THE  PRICE:  “I  have  always  been  in 
love  with  wonder,  the  wonder  of  how  things  and 
people  got  to  be  what  they  are  — what  I was 
after  was  the  wonder  in  the  fact  that  consequences 
of  actions  are  as  real  as  the  actions  themselves,  and 
yet  we  rarely  take  them  into  consideration  as  we 
perform  actions,  and  we  cannot  hope  to  do  so  fully 
when  we  must  always  act  with  only  partial  knowl- 
edge of  consequences.'’  Miller  is  of  course  com- 
menting on  the  common  experiences  of  all  human 
beings.  But  the  closing  lines  of  his  quotation  are 
especially  pertinent  to  the  professional  work  of  the 
practicing  physician.  Over  and  over  again,  in  the 
care  of  his  patients  the  physician  must  take  action 
with  only  incomplete  knowledge  of  his  patient’s 
illness  and  without  knowing  what  the  full  conse- 
quences of  his  actions  may  be. 

During  the  past  1 5 years  a number  of  thoughtful 
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medical  educators  have  attempted  to  develop  a 
reorientation  of  our  understanding  of  what  effect- 
ive continuing  education  for  the  physician  ought 
to  be.  Figure  1 presents  a comprehensive  schematic 
diagram  of  methodologies  that  have  been  derived 
from  the  creative  and  original  work  of  these  sev- 
eral individuals.  Before  considering  the  key  ele- 
ments of  this  total  plan,  certain  assumptions  should 
be  stated  in  relation  to  continuing  medical  educa- 
tion and  these  new  methodologies.  Firstly,  the  goal 
of  continuing  medical  education  is  to  improve  the 
quality  of  the  care  of  patients  by  physicians  and 
other  health  professionals.  Secondly,  in  order  to 
accomplish  this  goal  one  must  know  first  of  all 
what  is  deficient  in  the  professional  behavior  of  the 
physician  that  would  interfere  with  his  provision 
of  the  highest  quality  of  patient  care.  Thirdly,  one 
must  identify  these  deficiencies  and  then  design  an 
educational  program  to  correct  them.  Fourthly, 
continuing  medical  education  should  provide  con- 
stant updating  and  review  for  all  physicians  and 
other  health  professionals  based  upon  contemporary 
knowledge  of  learning  mechanisms  which  are  fund- 
amental for  the  effective  use  of  information. 

A first  principle  in  learning  is  that  of  repetition 
and  recall.  Doctor  Lewis  alluded  to  this  in  his  in- 
troductory paper  for  this  conference  when  he  noted 
that,  just  as  there  is  atrophy  of  physiologic  func- 
tions that  are  not  used  in  the  human  body,  there 
can  be  atrophy  of  intellectual  and  performing  func- 
tions which  are  not  called  upon  often  enough  for 
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FIGURE  1 


the  physician  to  go  through  the  necessary  process 
of  repetition  and  recall. f 

My  intention  in  this  brief  presentation  is  to 
highlight  key  elements  of  the  complete  concept 
and  to  state  that  it  is  now  possible  for  any  com- 
munity hospital  to  develop  this  process  within  its 
own  medical  staff,  requiring  only  the  support  of 
its  medical  records  department,  its  medical  library 
and  the  effective  use  of  educational  techniques  and 
audiovisual  materials. 

The  process  begins  with  the  individual  patient 
and  his  physician  where  the  initial  interaction  takes 
place.  It  should  begin  with  the  use  of  the  problem 
oriented  record  keeping  system,  and  the  patient’s 
problems  should  be  evaluated  according  to  the 
Health  Hazard  Appraisal  methodology  of  Robbins 
and  Hall.  This  latter  methodology  will  provide  an 
age-oriented  data  base  and  disability  index  pro- 
jection of  the  most  likely  health  hazard  for  sex. 

tThe  reader  is  referred  to  the  References  for  orig- 
inal papers  by  the  individuals  whose  names  are 
marked  with  an  * in  Figure  1. 


race,  and  age.  Once  this  initial  collection  of  infor- 
mation has  been  completed,  the  record  should  be 
abstracted.  In  Rhode  Island,  this  can  be  done  in 
all  voluntary  hospitals  through  the  use  of  the 
PAS-MAP  program,**  which  provides  sufficient 
information  on  all  patients  for  immediate  retrieval. 

The  second  step  in  the  process  is  to  develop  an 
audit  or  peer  review  committee  to  identify  for  the 
individual  hospital  the  priorities  of  needs  in  the 
care  of  patients.  There  are  several  different  inno- 
vative program  designs  that  have  been  developed 
for  use  by  the  professional  medical  staff  committee 
(these  include  the  concept  of  preventable  disability 
not  prevented,  the  adoption  of  criterion  practice, 
and  the  bi -cycle  system) ; once  the  level  of  medi- 
cal practice  in  the  hospital  in  regard  to  individual 
patient  problems  has  been  identified  and  described 
in  terms  of  actual  practice,  it  can  be  subjected  to 
(Continued  on  next  page) 

**The  Professional  Activities  Survey  — Medical 
Audit  Program  of  the  Commission  on  Professional 
and  Hospital  Activities  of  Ann  Arbor,  Michigan. 
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FIGURE  2 

evaluation  in  which  actual  practice  is  measured 
against  criterion  or  ideal  practice,  providing  the 
identification  of  the  deficiencies  that  exist.  In  the 
diagram  this  step  is  summarized  by  the  statement 
‘‘difference  equals  improvement  potential.-’ 

In  the  third  phase  of  this  process,  the  committee 
and  the  medical  staff  of  the  hospital  as  a whole 
adopt  a criterion  practice  standard  and  relate  this 
to  the  recognition  of  the  improvement  potential 
which  has  been  developed.  At  this  point  the  Di- 
rector of  Medical  Education,  who  is  knowledgeable 
about  the  methodology  of  education  that  can  bring 
about  change  in  an  effective  manner,  takes  the 
data  from  the  audit  and  organizes  the  educational 
program  designed  to  achieve  the  desired  change  in 
professional  behavior.  Presumably,  the  implementa- 
tion of  these  changes  will  lead  to  improved  patient 
care  measured  by  objective  observations  and  re- 
evaluated at  periodic  intervals. 

(The  ‘‘Bi-Cycle  System”  is  a simplified  tech- 
nique to  accomplish  the  goal  of  effective  continu- 
ing medical  education  and  can  be  studied  in  more 
detail  in  the  articles  by  Brown  and  Uhl  (Manda- 
tory Continuing  Education  — Sense  or  Nonsense? 
JAMA,  7 Sep.  70  213:1660-8)  and  Brown  and 
Fleisher.) 


In  conclusion,  it  is  proposed  that,  in  addition  to 
the  conventional  approaches  to  continuing  medical 
education,  each  hospital  in  Rhode  Island  should 
give  serious  consideration  to  the  development  of 
the  Bi-Cycle  System  as  a standard  part  of  its  edu- 
cational program,  or  some  modification  of  that 
system  through  an  internal  peer  review  or  patient 
care  appraisal  program.  There  are  other  modifica- 
tion of  this  process  that  have  been  developed  in  the 
state  of  Washington,  in  Wisconsin  by  Yadeau,  in 
Bridgeport,  Connecticut  by  Gerrell,  and  others.  In 
fact,  the  essence  of  the  Quality  Assurance  Program, 
developed  by  the  American  Hospital  Association 
in  cooperation  with  the  Association  for  Hospital 
Medical  Education  and  now  in  co-sponsorship  with 
the  Joint  Commission  on  Accreditation  of  Hospi- 
tals, is  derived  from  the  concepts  presented  in  this 
paper  (Figures  1 and  2)  summarized  in  the  discus- 
sion. Once  again  physicians  have  the  opportunity 
to  seize  the  initiative  to  develop  effective  quality 
control  measures  based  upon  their  professional  ex- 
perience and  their  own  judgement  of  what  is  rea- 
sonable and  feasible  in  relation  to  practice  in  their 
own  institutions. 
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Continuing  Medical  Education  In  Community 
Hospitals  A New  Role  For  The  Librarian 


Success  Of  Program  Furthered  By  Li- 
brarian Assuming  Responsibility  For 
Arrangement  Details  And  Provision  Of 
Educational  Materials 


By  Natalie  V.  Lawton 

I have  been  asked  to  tell  you  about  a new  role 
the  medical  librarian  can  play  in  a hospital  educa- 
tional program.  However,  everything  I have  done 
so  far  for  the  Westerly  Hospital  cannot  be  applied 
to  all  medical  librarians.  Some  of  the  larger  hospi- 
tals have  their  own  procedures  for  their  educational 
programs.  So  I shall  tell  you  what  I have  done  in 
my  own  hospital,  which  I feel  has  been  helpful  in 
relieving  the  doctors  of  time-consuming  details. 

The  Postgraduate  Medical  Institute  (PMI)  in 
Boston  started  training  programs  to  teach  medi- 
cal librarians  how  they  can  take  a vital  part  in 
participating  in  educational  programs  in  their 
hospitals.  I am  happy  to  say  I took  part  in  their 
first  course  last  May  and  found  it  very  informative. 
When  I returned,  I was  asked  to  come  before  our 
medical  staff  and  tell  them  what  I had  learned  at 
PMI  and  how  we  could  go  about  getting  a program 
underway. 

The  first  thing  we  had  to  do  was  find  out  what 

NATALIE  V.  LAWTON,  of  Westerly , Rhode  Is- 
land, Medical  Librarian,  Westerly  Hospital,  West- 
erly, Rhode  Island. 

Read  at  Meeting  on  the  Continuing  Medical  Educa- 
tion Program  of  the  Rhode  Island  Medical  Society, 

October  14,  1972. 


the  needs  were  and  then  try  to  fill  them.  To  do 
this  I circulated  questionnaires  which  covered  such 
items  as:  Are  you  interested  in  an  educational  pro- 
gram in  your  hospital.  What  type  of  a program  do 
you  want  (such  as  guest  lecturers,  panel  discuss- 
ions, lectures  by  your  own  staff  members,  audio- 
visual, luncheon  lectures.  I also  asked  what  topics 
would  be  of  interest  to  them  or  any  other  suggest- 
ions or  remarks.  I received  a 95  per  cent  response 
to  these  questionnaires,  which  showed  that  there  was 
great  interest  and  support  for  an  educational  pro- 
gram. 

Next  I condensed  the  answers  on  to  a work  sheet 
to  obtain  a clear  p'cture  of  what  the  majority 
wanted,  how  they  wanted  it,  and  when.  The  final 
analysis  was  presented  to  those  who  were  planning 
the  program,  and  we  went  on  from  there. 

First,  a series  of  luncheon  lectures  was  planned, 
and  members  of  our  own  staff  who  had  indicated 
that  they  would  be  willing  to  give  a brief  talk  were 
asked  to  take  part  in  these.  We  have  two  luncheon 
lectures  a month  and  try  to  keep  two  months 
ahead  on  the  programming.  We  have  signed  up  for 
a guest  lecture  series  with  the  Postgraduate  Medi- 
cal Institute  for  one  evening  a month.  I will  add 
(Continued  on  next  page) 
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here  that  the  doctors  at  South  County  Hospital 
have  been  invited  to  participate  in  these  evening 
lectures  with  us.  The  Program  Director  at  PMI 
was  consulted,  so  that  the  topics  for  the  lectures 
would  be  of  general  interest  to  all  staff  members. 
A program  was  formulated  and  sent  to  me,  and 
we  now  have  speakers  coming  once  a month  from 
Boston  through  May  1973. 

Once  all  of  these  lectures  were  arranged,  I typed 
out  the  schedules,  made  sure  each  doctor  received 
one,  posted  one  on  the  bulletin  board,  and  wrote  a 
notice  on  the  blackboard  in  the  library.  Thus 
everyone  was  notified.  Xext.  I gave  a schedule  to 
the  head  of  the  housekeeping  department,  so  that 
the  conference  room  could  be  prepared  and  the 
necessary  equipment  could  be  set  up  — such  as 
a projector  or  blackboard.  I make  it  a point  to  ask 
the  speakers  in  advance  if  any  equipment  is  needed 
so  that  everything  will  be  ready  for  them.  I also 
have  to  give  notice  of  these  meetings  to  the  kitchen 
manager,  so  that  he  can  prepare  for  the  luncheons 
and  also  for  coffee  and  refreshments  for  the  even- 
ing lectures.  Then  I put  reminders  in  the  doctors’ 
mail  boxes  a few  days  gefore  the  upcoming  meeting 
and  send  a special  reminder  to  the  speaker.  These 
are  all  minor  details,  but  they  have  to  be  taken 
care  of  for  the  success  of  the  program. 

Since  I have  a list  of  all  of  the  upcoming  lectures, 
both  luncheon  and  evening,  I check  the  library  for 
books  and  journal  articles  on  the  topic  that  will  be 
presented  at  each  lecture,  so  that  I can  retrieve  the 
material  quickly  if  our  own  staff  member  wants 
added  information  for  his  own  talk,  or  if  anyone 
wants  material  on  the  subject  to  be  discussed  by 
the  guest  lecturer.  Since  the  medical  library  is  the 
main  source  of  all  educational  material,  I am  pre- 


pared to  help  anyone  who  comes  to  me  looking 
for  information.  If  the  material  is  not  in  our  li- 
brary, I manage  to  get  it  from  the  larger  libraries 
in  Providence,  where  the  librarians  have  always 
been  most  helpful  to  me  and  give  excellent  service. 

As  an  added  service  to  our  out-of-town  speakers, 
I keep  a supply  of  street  maps  of  Westerly  in  my 
desk  90  that  directions  can  be  sent  to  anyone  who 
does  not  know  his  way  to  the  Westerly  Hospital. 
These  were  easily  obtained  from  our  Chamber  of 
Commerce  office. 

I would  also  like  to  mention  the  use  of  audio- 
visual equipment.  The  hospital  owns  a slide  pro- 
jector, a movie  projector,  an  overhead  viewer,  and 
a tape  cassette.  Most  of  the  films  that  are  shown 
are  borrowed  from  drug  companies.  We  have  some 
of  our  own  slides,  and  medical  and  surgical  tapes 
have  been  donated  to  the  library  by  our  own  phy- 
sicians. However,  the  Charles  A.  Dana  Medical 
Library  at  the  University  of  Vermont  has  an  ex- 
tensive audio-visual  department  with  interlibrary 
loans  for  slides,  tapes,  films,  and  film  strips.  We 
have  their  catalog  and  have  borrowed  several  times 
from  them  recently  for  lectures  given  to  the  nurses. 
I feel  we  are  fortunate  to  be  able  to  use  this  serv- 
ice, as  it  would  be  impossible  for  a library  of  our 
size  to  stock  all  of  the  “software”  that  is  called 
for. 

I think  I have  given  you  an  overall  view  of  what 
is  taking  place  at  the  Westerly  Hospital  in  our 
continuing  educational  program.  With  the  time- 
consuming  details  taken  care  of  by  the  librarian, 
the  educational  material  made  available  in  the 
library,  you  should  get  cooperation  and  enthusiasm 
from  the  medical  staff  for  a successful  program. 


Curran  8c  Burton 
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FOR  SALE 

WARWICK  Brick  Home.  10  Rooms  and  2 Baths 
2 Car  Garage,  Corner  222  Foot  Lot 
Suitable  for  Residence  and  Professional 
3 Bedrooms,  Modern  Baths  and  Kitchen 
Beautifully  Landscaped.  To  Settle  Estate. 


PAWTUCKET  Victorian,  Frame  House 
12  rooms,  2 Baths,  Garages. 

Antiques  Show  Room  — Studio 
Formal  Dining  Room,  Music  Room 
Large  Central  Hall.  Parqued  Floors. 

Excellent  Interior,  Exterior  and  Grounds 
Well  suited  for  Home  and  Professional  Use. 

L & M REAL  ESTATE 

616  Smithfield  Ave.,  Lincoln,  R.  I.  728-6950 
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Continuing  Education:  One  Specialty’s  Approach 


A Systematic  Course  of  Self-Improve- 
ment For  The  Practicing  Ophthalmolo- 
gist Has  Been  Developed 


By  Robert  S.  L.  Kinder,  M.D. 

Continuing  education  in  Ophthalmology  pres- 
ently covers  a continuous  spectrum  from  the  medi- 
cal student  through  the  span  of  ophthalmic  pract- 
ice as  well  as  the  education  of  ophthalmic  para- 
medical personnel.  The  program  for  the  practicing 
ophthalmologist  is  the  subject  of  this  brief  report. 

In  1970,  a master  plan  for  continuing  education 
was  formulated  under  the  sponsorship  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
larygology.  During  this  first  year  an  Ophthalmic 
Knowledge  Assessment  Program  (OKAP)1  exam- 
ination was  offered,  enabling  the  practitioner  to 
determine  some  of  his  strengths  and  weaknesses 
and  to  rate  himself  with  his  peers.  This  examin- 
ation was  similar  to  that  given  in  residency  training 
centers  to  allow  directors  to  compare  the  perform- 
ance of  their  trainees  with  others  throughout  the 

ROBERT  S.  L.  KINDER,  M.D.,  of  Providence, 
Rhode  Island,  Assistant  Surgeon,  Rhode  Island 
Hospital;  Assistant  Professor  of  Ophthalmology 
{Clinical),  Division  of  Biological  and  Medical  Sci- 
ences, Brown  University,  Providence,  Rhode  Island. 
Member,  American  Academy  of  Ophthalmology  and 
Otolaryngology ; Committee  on  Continuing  Educa- 
tion. 


country.  As  a result  of  the  OKAP  information,  it 
was  hoped  that  the  practitioner  would  be  stimu- 
lated and  guided  in  a program  of  self-study  and 
other  efforts  to  enhance  professional  performance. 
Thus  far,  nearly  25  per  cent  of  all  active  ophth- 
almologists have  participated  in  the  OKAP. 

However,  while  the  OKAP  may  tell  one  where 
his  weaknesses  lie,  it  fails  to  direct  him  in  an  or- 
ganized program  of  self-study.  Just  where  should 
he  turn?  Should  he  attend  more  meetings,  read 
more  journals,  review  basic  texts,  or  what?  With 
this  problem  in  mind  the  Academy  inaugurated  the 
Ophthalmology  Self-Education  Program  (OSEP). 

A group  of  essentially  full-time  practicing  opth- 
almologists  designed  a program  to  assist  their  peers 
in  reviewing  systematically  and  mastering  the  basic 
information,  current  concepts,  and  recent  scientific 
advances  that  were  considered  important  for  clin- 
ical practice.  Realizing  that  ophthalmic  knowledge 
is  expanding  rapidly,  and  that  new  developments 
constantly  alter  clinical  practice,  the  OSEP  com- 
mittee planned  its  program  in  such  a way  that  the 
clinician  will  be  able  to  maintain  a continuing  proc- 
ess of  education  throughout  his  professional  life. 
The  OSEP  is,  of  course,  in  addition  to  meetings, 
(Continued  on  next  page) 
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TABLE  1 

Section  Subject  Areas 

1 Optics  and  refraction 

2 Embryology,  Anatomy,  Genetics,  and 
Developmental  Abnormalities 
Biochemistry,  Ocular  Physiology,  Meta- 
bolic Disease,  and  Glaucoma 

4 Pathology  and  Systemic  Disease 

5 Neuroanatomy  and  Neuro-Ophthalmol- 
ogy 

6 Extraocular  Physiology  and  Motility 

7 Microbiology,  Immunology,  and  Exter- 
nal Ocular  Disease 

8 Pharmacology,  Therapeutics,  and  Oph- 
thalmic Surgery 


TABLE  2 

Each  Section  contains: 

1.  Instructional  material  which  outlines  the  ma- 
terial considered  essential  for  contemporary  ophthal- 
mic practice. 

2.  Supplementary  instructional  material  designed 
for  the  ophthalmologists  with  special  interests  and 
needs  related  to  the  subject  area. 

3.  References,  explicit  and  exact,  taken  from 
readily  available  standard  sources  and  coordinated 
with  the  instructional  material. 

4.  Educational  aids,  such  as  syllabi,  booklets,  color 
photoslides  or  reproduced  documents,  closely  associ- 
ated with  the  curriculum. 

5.  Discussion  topics  directed  to  significant  as- 
pects of  the  subjects  under  study  and  appropriate 
for  discussion  with  colleagues. 

6.  A self-scoring,  self-assessment  examination  in 
which  each  question  is  accompanied  by  a reference. 

7.  A critique  which  each  participant  is  encouraged 
to  return  to  the  Academy,  so  the  program  can  be 
adjusted  and  improved  on  the  basis  of  participant 
reaction. 


The  OSEP  was  begun  in  the  summer  of  1972  and 
to  date  nearly  4,000  practicing  ophthalmologists 
have  made  inquiry  or  begun  actual  study.  The  pro- 
gram is  free  to  Academy  members,  but  there  is  a 
modest  $50  per  year  fee  for  non-members.  Present 
plans  call  for  up-dating  and  revision  of  each  section 
annually.  Newer  teaching  techniques  such  as  Video- 
Extension  programs  are  currently  under  evalua- 
tion and  study  for  possible  use  in  the  future. 

SUMMARY 

Under  the  sponsorship  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  a systematic 
course  of  self  study  and  improvement  for  the  pract- 
icing ophthalmologist  has  been  developed  by  a 
committee  of  his  peers.  An  outline  of  the  curricu- 
lum, and  the  material  contained  in  the  various 
courses  is  presented. 

REFERENCE 
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WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


journal  reading,  and  other  self-improvements  famil- 
iar to  all  physicians. 

DESCRIPTION 

The  OSEP  began  with  a self-graded,  self-assess- 
ment examination  of  120  multiple-choice  questions 
relating  to  various  aspects  of  ophthalmology.  Based 
on  this  examination  (which  is  simihar  to,  but  more 
clinically  oriented  than,  the  OKAP  mentioned 
above) , personal  interests,  existing  knowledge,  and 
need  to  know,  the  ophthalmologist  then  reviews  an 
outline  of  the  entire  spectrum  of  ophthalmic 
knowledge,  and  selects  one  or  two  major  areas 
each  year  for  self-study. 

The  OSEP  core  curriculum  consists  of  eight 
sections  (table  1)  with  each  section  presenting  re- 
lated aspects  of  basic  and  clinical  science  as  a close- 
ly integrated  unit  that  associates  fundamental  sci- 
entific knowledge  with  structures,  disease  processes, 
and  patients. 

To  guide  and  assist  in  the  self-education  process, 
each  section  cointains  the  material  outlined  in  table 
2. 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy. 

(401)421-1138  (401)765-1220 

Central  Laboratory:  43  Bay  State  Road,  Boston,  Mass. 
Telephone:  (61  7)  536-21 21 
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Editorial 


MEDICAL  EDUCATION 


That  medical  education  has  heen  in  a process 
of  fermentation  and  change  during  the  past  ten 
years  is  news  to  no  one  in  the  profession.1-2  But 
despite  the  intensive  activity,  the  national  and  re- 
gional conferences,  special  study  projects,  and  the 
creation  of  some  twenty-five  new  medical  schools, 
the  basic  issues  remain  unresolved.  Disucssions  of 
medical  education  continue  to  be  characterized 
more  often  than  not  by  firmly  held  personal  opin- 
ion, empirical  evidence,  and  very  little  in  the  way 
of  objective  and  valid  factual  data.  At  the  most 
recent  Congress  on  Medical  Education  in  Chicago 
(February  9-11,  1973),  there  was  a section  devoted 
to  the  topic  “Changes  in  Medical  Education  — 
Problems  and  Promises.”  The  discussion  revolved 
essentially  around  the  proposed  restructuring  of 
pre-clinical  education.  The  panel  included  three 
experienced  medical  school  deans,  a chairman  of  a 
department  of  physiology,  a medical  student,  and 
a knowledgeable  director  of  medical  education  from 
a community  hospital  in  Oregon.  The  presentations 
and  the  discussions  were  always  interesting,  were 
often  humorous,  but  failed  to  come  to  any  valid 
conclusions.  It  was  all  too  reminiscent  of  innum- 
erable similar  panels  and  reminded  one  of  a circular 
motion  in  which  the  participants  returned  to  the 
original  starting  point  without  any  evidence  of 
progress  or  change! 

Someone  once  called  the  activities  of  university 
curriculum  committees  as  representing  one  of  the 
“annual  rites  of  spring!”  Perhaps  one  of  the  most 
useful  functions  of  such  committees  is  to  give  all 
members  of  the  faculty  an  opportunity  to  ventilate 
their  own  frustrations;  but  certainly  they  are  seld- 
om characterized  by  objective  study,  the  state  of 
“warfare”  between  the  basic  biomedical  scientists 
and  the  clinical  medical  scientists  continues  un- 
abated, and  each  side  seems  determined  to  give  as 
little  as  possible  in  the  way  of  allocated  time  and 
facilities  from  the  increasingly  scarce  resources  of 
the  medical  school.3 

Through  these  past  twenty-five  years  since  the 
end  of  World  War  II,  many  structural  changes 
have  taken  place  in  medical  education,  but  there 
has  been  no  change  in  the  central  theme  first 
enunciated  by  Welch  and  Osier  at  Johns  Hopkins 
University  before  the  turn  of  the  century:  that 


medical  education  should  be  a life-long  process 
and  should  be  a continuum.  Yet,  almost  100  years 
later  there  is  no  continuum,  and  we  still  have  the 
fragmented  process  of  undergraduate  pre-medical 
education,  medical  school  education,  so-called  grad- 
uate medical  education  for  interns  and  residents, 
and  the  long  period  of  the  practice  of  medicine  and 
voluntary  continuing  medical  education.2 

Nevertheless,  the  quality  of  the  practice  of  medi- 
cine in  the  United  States  on  the  whole  is  the  equal 
of  that  in  any  other  modern  industrial  and  techno- 
logical society.  It  may  well  be  that  it  makes  no 
difference  what  kind  of  curriculum  is  organized 
and  what  courses  are  presented,  as  long  as  medical 
schools  in  the  United  States  continue  to  attract  the 
high  quality  of  students  who  enter  the  profession. 
Ever  since  the  1920s,  medical  schools  have  drawn 
upon  those  college  students  in  the  98th  percentile 
academically,  and  this  past  year  there  have  been 
37,500  applications  for  approximately  13,000  po- 
sitions. The  admissions  committees  of  the  medical 
schools  are  in  the  enviable  position  of  having  to 
select  the  best  from  the  better!  These  college  stu- 
dents are  among  the  most  highly  qualified  intellect- 
ually and  among  the  most  highly  motivated  indi- 
viduals in  our  society.  Twenty  years  of  personal 
experience  at  the  interface  of  university  medicine 
and  community  medicine  has  begun  to  suggest  to 
me  the  empirical  conclusion  that  it  is  the  quality 
of  the  individual  student  that  is  the  common  de- 
nominator of  excellence  in  American  medicine. 

One  trend  centainlv  is  emerging,  and  is  especially 
prominent  in  the  program  in  medical  science  at 
Brown  University.  That  is  the  “downward”  move- 
ment of  the  biomedical  sciences  into  the  early  years 
of  undergraduate  college  education,  and  even  into 
the  final  two  years  of  seoondary  schools  of  educa- 
tion. This  allows  for  the  earlier  introduction  of 
clinical  medicine  and  its  intimately  related  sciences, 
and  should  provide  for  an  effective  correlation  of 
these  sciences  through  the  use  of  faculty  based  in 
teaching  hospitals.  This  trend  has  greatly  accele- 
rated in  the  past  fifteen  years,  so  that  there  is  now 
great  pressure  at  the  national  level  to  “shorten”  the 
total  time  span  of  medical  education  and  to  accom- 
plish this  by  a compression  of  curriculum  hours 
(Continued  on  next  page) 
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devoted  to  the  basic  biomedical  sciences  and  to 
integrate  clinical  medicine  more  effectively  with  so- 
called  graduate  medical  education  at  the  residency 
level.4-5 

If  one  accepts  the  assumption  that  the  high 
quality  of  student  entering  medicine  will  continue 
to  assure  a high  quality  of  product,  the  crucial 
issue  then  becomes  the  need  for  effective  continuing 
medical  education  because  of  the  rapid  pace  of 
change  in  the  biomedical  sciences  and  their  appli- 
cation to  the  diagnosis  and  treatment  of  human 
beings.  The  need  is  to  make  operational  the  meth- 
odologies now  proven  and  available  so  that  contin- 
uing medical  education  will  be  a reality  in  the  com- 
munity hospital  and  in  the  office  practice  of  medi- 
cine. The  essentials  of  the  system  are  the  collection 
of  data,  which  can  be  achieved  through  the  use  of 
the  problem  oriented  medical  record,  and  the  de- 
velopment of  uniform  record  reporting  systems  in 
hospitals.  With  this  information  available  the  ap- 
plication of  the  concepts  of  the  BiCycle  System 


and  the  age-oriented  data  bas?  in  the  management 
of  patients  can  provide  each  physician  with  his  own 
internal  evaluation  of  his  practice  on  a continuing 
basis.  This  process  can  become  a part  of  the  daily 
activities  of  physicians,  if  it  is  introduced  to  each 
physician  when  he  is  still  a student  in  medical 
school  and  in  his  graduate  education  in  the  affil- 
iated teaching  hospital. 

Henry  S.  M.  Uhl,  M.D. 

REFERENCES 

xMagraw  RM:  Ferment  in  Medicine.  Philadelphia, 
W.  B.  Saunders  Company,  1966 
2Stevens  R:  American  Medicine  and  the  Public  In- 
terest. New  Haven,  Yale  University  Press,  1971 
(especially  Parts  IV  and  V,  Pp.  291-541) 

3Smythe  CM:  National  board  ezaminations  and  cur- 
riculum change.  Editorial.  J Med  Ed  43:1006-8, 
Sep  68 

4Uhl  HSM:  More  physicians  in  less  time  at  lower 
cost.  Hosp  Practice  June  1970.  Pp.  99-105 
5Uhl  HSM:  Which  direction  for  medical  education? 
Editorial.  Hosp  Practice  March  1972 


DERMAQUIZ 

(Conducted  by  Francesco  Ronchese,  M.D.) 


From  left  to  right:  A pitted  thumb  nail,  a reddish  white  mica-like  scales  on  a red  base  on  an  umbehcus 
and  on  a glans  penis. 
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He  won't  resist 
feeling  better  with 


Mylanta 

Because  the  taste  is  good . 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
thingsjrou  need  in  an 
anticholinergic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

“Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


■ 


.M 


INblCATIONS:"ffTerapeutTcai/y;  used  aS  an  adjunct^o  appropriate  systemic  • 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  bums,  skin  grafts,  surglfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units:  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  VS  oz.  and  %2  oz.  (approx.)  foil  packets 
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Research  Triangle  Park 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  356) 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Trustees  of  the  Medical  Li- 
brary, as  submitted,  be  approved  and  placed  on 
file. 

FEDERAL  REQUIREMENTS  FOR  STATE 
REHABILITATIVE  SERVICES 

Dr.  P.  Joseph  Pesare,  Medical  Director  of  the 
State  Rehabilitative  Services,  reported  that  the 
federal  government  has  established  certain  regula- 
tions to  be  complied  with  for  the  payment  of 
services  rendered  to  recipients  of  the  aid  programs. 
He  stated  that  payment  checks  must  list  on  the 
back  that  the  payee  complies  with  the  Civil  Rights 
Law,  accepts  the  provider  agreement  calling  for 
maintenance  records  that  may  be  reviewed,  and 
attests  that  the  claim  is  not  a fraudulent  one. 

He  stated  he  is  obligated  to  enforce  the  ruling, 
and  his  report  was  for  the  information  of  the 
House  and  the  membership. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  submitted  by  Doctor  Pesare  be 
accepted. 

SOCIAL  WELFARE  COMMITTEE 

Doctor  Mathieu  gave  a brief  oral  report  on  the 
federal  program  to  ascertain  the  physical  status 


of  persons  under  the  age  of  21,  and  he  urged  phy- 
sicians to  cooperate  in  filling  out  the  necessary 
reports  for  the  services  performed  under  this  pro- 
gram. 

MEDIATION  COMMITTEE 

Dr.  Nathan  Chaset  reported  on  the  increasing 
number  of  complaints  to  the  Society  since  the 
publicity  of  the  Supreme  Court  decision  on  the 
Wilkinson  case.  He  also  reported  on  the  meeting 
planned  for  April  4 for  all  physicians  of  the  State 
on  the  matter  of  malpractice. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Mediation  Committee  Chair- 
man be  received. 

OTHER  COMMITTEE  REPORTS 

The  reports  of  the  Committees  on  Highway 
Safety,  Library,  and  Medical  Aspects  of  Sports,  as 
submitted  in  the  handbook  for  the  meeting,  were 
received  and  placed  on  record. 

The  report  of  the  Liaison  Commttiee  with  the 
Tri-State  Regional  Medical  Program  was  received, 
and  a motion  was  made,  seconded  and  voted  that 
the  Committee  be  discharged,  as  it  requested. 

CANCER  PROGRAM 

Dr.  Martin  Felder  reported  that  funds  are  avail- 
able for  certain  cancer  projects,  such  as  training 
(Continued  on  next  page) 
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(Mighty  Deserving) 


of  life’s  better  things.  No  physi- 
cian ever  has  a routine  day, — or 
night.  There  are  critical  deci- 
sions to  make — involving  life 
itself. 

When  that  rare  opportunity  to 
relax  presents  itself,  you  deserve 
a reward  above  and  beyond  the 
ordinary.  The  enjoyment  of  fine 
wines  is  one  of  them.  At  Town 
Liquor,  we  stock  (in  temperature- 
controlled  wine  cellars)  more 
than  2,000  different  types  of 
wines,  so  you  take  your  choice. 
You  don’t  take  a chance.  We 
have  studied  wines  for  years, 
and  without  undue  ego,  can  say 
fairly  that  we  are  experts. 

We’ll  share  our  knowledge  with 
you  when  you  visit  with  us.  We 
also  offer  you  a free  member- 
ship in  the  Vintage  Guild,  and 
there’s  no  obligation.  Indeed, 
doesn’t  M.  D.  also  mean  "Mighty 
Deserving’’? 
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Town  LiquorCompany 
1 79  Newport  Avenue 
Rumford,  Rhode  Island  02916 
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programs,  detection,  and  education,  and  he  sug- 
gested that  any  physician  interested  in  developing 
such  programs  to  contact  the  State  Department  of 
Health. 

ADJOURNMENT 

The  House  adjourned  at  3:40  p.m. 

Respectfully  submitted, 
Stephen  J.  Hoye,  M.D. 
Secretary 

* * * 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

The  following  actions  taken  by  the  Council  since 
the  January  meeting  of  the  House  are  reported: 

1.  Commendation  was  given  the  President  for 
addressing  a letter  to  Rhode  Island  students  at 
medical  schools  to  inform  them  of  the  desire  of  the 
Society  to  aid  them  in  their  future  plans  for  the 
practice  of  medicine,  hopefully  in  Rhode  Island. 

2.  Approval  was  given  of  the  appointment  by 
the  President  of  Drs.  John  C.  Lathrop,  Seebert  J. 
Goldowsky,  and  Leland  Jones  to  the  R.  I.  Inter- 
agency Council  on  Smoking. 

3.  The  importance  of  the  American  Medical 
Association  to  all  members  of  the  Society  was 
pointed  out  in  a special  notice  signed  by  the  Pres- 
ident enclosed  with  the  AMA  dues  bill,  and  the 
Council  urged  support  of  the  AMA  by  every  Phy- 
sician. 

4.  The  Council  was  informed  of  a communica- 
tion from  Governor  Noel  assuring  the  Society  that 
he  would  work  closely  with  it  in  preparation  of  any 
“dread  disease’’  (Catastrophic)  program.  He  also 
expressed  interest  in  the  Proposal  of  the  President 
of  the  Society  for  continuity  of  coverage  in  insur- 
ance programs  for  worker  unemployed  for  a short 
period  of  time. 

5.  Approval  was  given  for  the  printing  of  the 
revised  bylaws  of  the  Society,  and  for  distribution 
of  them  to  the  membership. 

6.  The  Librarian  was  authorized  to  employ  a 
part  time  student  helper  for  the  entire  year  instead 
of  a fulltime  helper  for  the  summer  months  only. 

7.  A report  on  the  emergency  room  treatment 
of  sexually  assaulted  females  was  referred  to  the 
Committee  on  Maternal  Health  which  will  propose 
guidelines  to  general  hospitals  for  medical  examin- 
ations to  be  given  such  persons. 

8.  The  present  procedure  of  individual  members 
listing  their  specialty  for  the  official  Roster  was 
approved,  with  the  provision  that  any  flagrant 
abuse  of  specialty  listing  by  any  member  be  re- 
ferred to  the  Council  for  action. 
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9.  Letters  of  appreciation  were  reported  from 
Mrs.  Charles  P.  Williamson  for  the  Society’s  do- 
nation to  the  Outward  Bound  School  in  Maine  in 
Mr.  Williamson’s  memory,  and  for  the  tribute  to 
him  by  the  House  of  Delegates. 

10.  The  Council  was  informed  that  the  R.  I. 
Society  of  Osteopathic  Physicians  and  Surgeons 
has  named  Dr.  J.  Brendan  Wynne  as  its  represent- 
ative as  one  of  the  five  incorporators  of  the  pro- 
posed R.  I.  PSRO,  Inc. 

11.  Drs.  John  Cunningham,  Stanley  D.  Davies, 
Edmund  T.  Hackman,  and  Thomas  Head,  secre- 
tary of  RIMPAC,  were  named  as  the  Society’s 
official  delegates  to  the  AMPAC  Meeting  in  Wash- 
ington on  March  10-11. 

12.  The  Council  voted  that  the  R.  I.  Medical 
Political  Action  Committee’s  (RIMPAC)  annual 
voluntary  contribution  be  listed  on  the  Society’s 
annual  dues  bill  in  1974,  provided  legal  counsel 
finds  that  such  listing  does  not  jeopardize  the  tax 
exempt  status  of  the  Society. 

13.  Solicitation  of  patients  by  an  organization 
called  American  Medical  Partnership  was  investi- 
gated by  the  executive  secretary,  and  a local  physi- 
cian involved  in  the  program  was  informed  prompt- 
ly of  the  violation  of  ethics  involved,  and  he  has 
desisted  from  any  further  activity  in  the  program. 

14.  The  President  was  authorized  to  notify  the 
Chairman  of  the  House  Judiciary  Committee  of  the 
R.  I.  General  Assembly,  and  Governor  Philip  Noel, 
of  the  most  recent  (1970)  action  of  the  Society 
on  the  issue  of  abortion. 

15.  A report  of  the  Trustees  of  the  Medical 
Library  was  received  and  placed  on  record. 

16.  The  Council  was  informed  of  actions  taken 
by  the  state  director  of  health  concerning  chiro- 
practic advertising  which  had  been  called  to  his 
attention  by  the  House  at  the  January  meeting. 

17.  The  Council  was  informed  that  the  Board 
of  Medical  Examiners  and  the  State  Department 
of  Health  concur  with  the  House  of  Delegates 
resolution  on  acupuncture  adopted  at  the  January 
meeting. 

18.  Legal  counsel  informed  the  Society  that 
suggested  guidelines  set  down  by  the  R.  I.  Su- 
preme Court  in  the  Wilkinson  case  are  being  pre- 
pared for  mailing  to  the  membership,  together 
with  possible  consent  forms  after  presentation 
at  a meeting  to  be  held  on  April  4th  at  the  Colonial 
Hilton  Inn  under  the  joint  auspices  of  the  Society 
and  the  Providence  Medical  Association  to  which 
all  physicians  are  invited. 


19.  Incorporation  of  the  Rhode  Island  PSRO 
is  planned  for  early  in  March. 

20.  Legal  cousel  has  submitted  draft  of  legisla- 
tion relating  to  Privileged  Communications  between 
Physicians  and  Patients  which  the  Council  has 
approved  for  submission  to  the  General  Assembly. 

21.  Legal  counsel  was  requested  to  investigate 
the  legal  implications  that  would  result  from  the 
altering  of  the  Fisk  Fund  Essay  program  by  the 
Society. 

* * * 

REPORT  OF  THE  TREASURER 
John  P.  Grady,  M.D. 

1.  1972  Financial  Report  of  the  R.  I.  Medical 

Journal 

A report  on  the  financial  status  of  the  Rhode 
Island  Medical  Journal  is  appended.  As  noted,  the 
Journal  had  only  $658.43  in  its  cash  reserve  as  of 
February  1,  1972,  and  at  the  end  of  its  operations 
year  a cash  reserve  of  $1,962.83  is  reported  which 
includes  $1,304.00  reserve  over  costs  of  publishing 
the  Journal. 

However,  the  Journal  again  is  unable  to  pay  the 
annual  charge  of  $5,000  to  the  Society  for  staff 
services  utilized  in  preparing  and  distributing  the 
Journal  each  month. 

(Continued  on  next  page) 
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The  Publications  Committee,  chaired  by  Dr. 
John  A.  Dillon,  is  to  be  commended  for  their  diffi- 
cult task  of  continuing  the  Journal  under  a limited 
budget  and  in  finishing  the  year’s  operation  with  a 
net  reserve. 

2.  Veterinary  Medical  Association  Contribution 

The  Rhode  Island  Veterinary  Medical  Associ- 
ation has  increased  its  annual  contribution  to  the 
library  for  books  on  veterinary  medicine  from 
$100  to  $200,  and  the  gift  has  been  gratefully 
acknowledged. 

3.  Memorial  to  Charles  P.  Williamson 

Friends  of  the  late  Charles  P.  Williamson,  legal 
counsel  of  the  Society  for  more  than  two  decades, 
were  asked  to  make  contributions  to  Hurricane 
Island  Outward  Bound  School  in  Rockland,  Maine, 
as  a memorial.  The  Officers  of  the  Society  author- 
ized a $100  contribution  which  has  been  acknowl- 
edged by  the  School,  and  by  Mrs.  Williamson. 

4.  Gift  from  the  A.  H.  Robins  Company 

Mr.  E.  Claiborne  Robins,  chairman  of  the  board 
and  chief  executive  officer  of  the  A.  H.  Robins 
Company  of  Richmond,  Virginia,  has  sent  the  So- 
ciety a check  in  the  amount  of  $200  for  “use  in 
furthering  such  professional  or  educational  pro- 
grams as  you  feel  will  be  of  the  greatest  benefit.” 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  lino  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


The  gift  has  been  acknowledged  with  appreciation 
and  thanks. 

5.  Retirement  of  Executive  Secretary 

The  Council,  taking  cognizance  of  John  E.  Far- 
rell's 35  years  of  sendee  to  the  medical  profession 
of  this  State  as  the  Executive  Secretary  of  the  So- 
ciety, a position  from  which  he  is  retiring  on  July 
1,  reviewed  his  retirement  program  and  approved 
of  supplemental  benefits. 

6.  Authority  of  Library  Committee  to  Seek  Grant 
The  Council  has  approved  of  a request  of  the 

Library  Committee  to  seek  a financial  grant,  pos- 
sibly from  a foundation,  to  assist  in  the  cost  of 
preserving  the  valuable  books  housed  in  the  three 
floors  of  book  stacks  at  the  Medical  Library. 

FINANCIAL  STATEMENT  - 1972 

Cash  operating  balance, 

February  1,  1972  $ 658.43 

Receipts,  1972: 

Advertising  and  circulation: $17, 126.37 
R.  I.  Medical  Society  3,000.00 


$20,126.37 


$20,784.80 

(*Includes  -599.73  refund  from  State  Medical 
Journal  Advertising  Bureau  of  money  withheld  for 
national  operations  in  1971.) 

Disbursements'. 


Copyrights 

$ 

72.00 

Cover  designs 

590.01 

Postage 

450.00 

Printing  Jls. 

15.014.00 

Printing  1972  Index 

185.00 

Editor-in-Chief 

Miscellaneous 

2,000.00 

(Supplies,  etc.) 

510.96 

Total 

$ 

18,821.97 

$18,821.97 


Cash  balance,  February  1,  1973  $ 1.962.83 

* * * 

1972  receipts:  $20,126.37 

1972  expenses:  $18,821.97 

Xet  reserve  $ 1,304.40 

Note:  The  Rhode  Island  Medical  Journal  owes 
the  Rhode  Island  Medical  Society  for  staff  serv- 
ices and  use  of  facilities  as  follows: 

1969  $ 5,000.00 

1970  $ 5,000.00 
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1971  $ 5,000.00 

1972  $ 5,000.00 


$20,000.00 


John  E.  Farrell,  ScD. 
Managing  Editor 

* * * 

RECOMMENDATIONS  FROM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D. 

1.  Authorization  for  an  Executive  Secretary 
The  Society  bylaws  provide  that  the  Council  may 

employ  an  executive  secretary  of  the  Society  after 
authorization  by  the  House  of  Delegates.  Mr.  Far- 
rell, executive  secretary  of  the  Providence  Medical 
Association  since  1938,  and  of  the  Society  since 
1943,  will  retire  as  of  July  1,  1973.  Therefore  the 
Council  asks  for  authority  to  employ  a successor. 

2.  Public  Notices  by  Physicians 

In  September,  1967,  the  House  approved  regu- 
lations relating  to  Public  Notices  by  Physicians. 
These  regulations  have  been  reviewed  by  the  Coun- 
cil, and  they  are  submitted  for  the  consideration  of 
the  House.  (See  Appendix  B) 

3.  Blue  Cross  Board  Members 

The  Society  annually  nominates  two  physicians 
to  serve  as  the  Society's  delegates  on  the  Blue 
Cross  Board  of  directors.  The  Council  submits  as 
nominees  as  these  delegates  Drs.  Earl  J.  Mara  and 
Arnold  Porter. 

4.  Listing  of  Specialty  Groups 

If  the  bylaw  revisions  are  adopted  at  the  annual 
meeting  in  March  14th  each  specialty  group  in 
the  State  recognized  bv  the  House  of  Delegates 
shall  be  eligible  to  have  a non-voting  representative 
in  attendance  as  a spokesman  for  the  specialty.  In 
order  that  the  makeup  of  the  House  may  be  com- 
plete for  the  September  meeting,  the  Council  sub- 
mits at  this  time  a list  of  the  current  organized 
specialty  organizations,  and  it  asks  that  the  House 
take  action  on  this  matter.  (See  Appendix  C) 

5.  New  AM  A Medicredit  Bill 

The  American  Medical  Association  has  intro- 
duced a revised  MEDICREDIT  bill  in  the  Con- 
gress. The  Council  recommends  approval  and  sup- 
port of  this  legislation,  and  it  asks  the  House  to 
concur  in  such  approval  and  support.  (See  Append- 
ix D) 

6.  Medical  Society  Approval  for  Cancer  Prant 
A demonstration  project  for  the  earlier  detection 

of  breast  cancer  which  would  be  funded  by  the 
American  Cancer  Society  and  the  National  Cancer 
Institute  is  submitted.  (See  Appendix  E) 


The  Council  approved  the  proposal,  and  it  sub- 
mits the  explanation  of  the  program  to  the  House 
for  its  information. 

7.  Slate  of  Officers  and  Standing  Committees 

The  Council,  in  accordance  with  the  bylaws  of 
the  Society,  submits  with  recommendation  of  adop- 
tion, a slate  of  nominees  of  Officers  and  Standing 
Committees  to  serve  the  Society  from  the  annual 
meeting  in  1973  until  the  annual  meeting  in  1974. 
* % * 

REPORT  OF  THE  TRUSTEES  OF  THE  MEDICAL 
LIBRARY 

Early  in  the  year  the  Trustees  were  faced  with 
the  problem  of  replacing  the  worn  out  heating 
system  which  broke  down  completely  in  March 
following  weeks  of  expensive  service  calls,  soot 
a cumulation  throughout  the  building,  and  frequent 
shutdowns. 

The  consensus  of  opinion  of  several  furnace  en- 
gineers and  oil  distributors  was  that  wTe  should 
convert  to  household  (No.  2)  oil,  block  off  the 
sludge-filled  underground  tank  and  replace  with 
indoor  tanks,  repair  and  re-wire  the  existing  boiler, 
and  install  a new  motor.  Several  bids  were  received 
and  that  of  the  Pennsylvania  Petroleum  Products 
Company  (now  transferred  to  Kallaher  Oil  Com- 
( Continued  on  next  page) 


WOMAN  MEDICAL  STUDENT 
SCHOLARSHIP  AVAILABLE 

"The  New  England  Region  of  the  Soropti- 
mist  Clubs,  a service  club  for  business  and 
professional  women,  again  announces  the 
availability  of  a medical  scholarship  award 
in  the  amount  of  $2,000.00. 

"This  award  is  to  be  presented  to  a woman 
medical  student,  in  need,  from  the  New  Eng- 
land area  preferably  and  attending  a medical 
school  in  New  England,  and  who,  addition- 
ally, expects  to  practice  in  New  England. 

"The  award  will  be  presented  in  1974  at 
the  Regional  Spring  Conference  of  Soropti- 
mist  Clubs  meeting  at  the  Fix  Run  Inn  in  Lud- 
low, Vermont.  The  deadline  is  fast  approach- 
ing and  women  interested  in  applying  for 
this  award  are  urged  to  contact  the  Regional 
Medical  Scholarship  Chairman  in  Stamford, 
Connecticut  within  the  next  three  months. 

LAURA  GREY  MORGAN,  M.D., 
Chairman 

Regional  Medical  Scholarship 
21  Bridge  Street 
Stamford,  Connecticut  06905 
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pany)  was  accepted.  Household  is  more  expensive 
than  the  industrial  oil  used  previously  but  we 
now  have  a service  contract  covering  any  but 
extra-ordinary  service  calls,  and  stating  that  we 
are  entitled  to  a 2t  discount  on  the  prevailing  cost 
per  gallon.  The  furnace  has  given  no  trouble  this 
season  and  the  amount  of  dust  is  minimal. 

The  boiler  room  was  cleaned  by  Air  Wash  Serv- 
ice Company  during  the  summer.  The  Providence 
Fire  Department  came  to  inspect  the  work  of  furn- 
ace and  tank  installation  and  requested  us  to  re- 
move our  automatic,  Chemical  fire  extinguishers 
and  all  flamable  materials  stored  in  the  boiler 
room.  We  complied  and  purchased  metal,  covered 
drums  for  trash  collection. 

Unusually  heavy  rain  with  high  wind  caused 
flooding  when  the  one  drain  on  the  roof  backed  up. 
Water  poured  in  around  the  ventilators  and  down 
the  wall  between  the  main  building  and  the  stack 
area.  There  was  less  damage  than  anticipated  — 
the  auditorium  celling  shows  slight  staining  and  the 
carpeting  has  water  stains.  There  was  on  damage 
in  the  stacks  other  than  the  wall.  Eastern  Construc- 
tion Company  found  the  roof  itself  to  be  in  good 
shape  but  recommended  run-off  spouts  to  prevent 
future  trouble.  Also,  they  cleaned  the  small  roof 
and  have  been  making  a study  of  needed  struct- 
ural repairs  such  as  pointing  blocks,  replacing  mort- 
ar, and  fixing  the  stone  work  at  the  entrance.  The 
work  would  be  done  gradually  as  finances  permit- 
ted. 

Other  work  done  during  the  year  included  sham- 
pooing the  carpeting  and  washing  the  windows. 

Respectfully  submitted: 

John  A.  Dillon,  M.D. 

Chairman 
* * * 

COMMITTEE  ON  HIGHWAY  SAFETY 

The  Committee  on  Highway  Safety  still  express- 
es great  concern  regarding  the  apathy  of  the  public 
generally,  and  the  legislators  in  particular,  relative 
to  tighter  regulations  against  the  motorist  accused 
of  driving  an  automobile  while  under  the  influ- 
ence of  alcohol  or  drugs.  We  have  sought  to  amend 
the  law  for  the  past  three  years  but  we  have  been 
unsuccessful. 

At  this  time  the  Committee  urges  that  the  House 
express  its  support  of  legislation  to  enforce  the  use 
of  seat  belts  by  passengers  in  all  moving  motor 
vehicles. 

It  is  noted  that  seat  belts  that  have  to  be  fast- 
ened over  the  body  of  the  rider  will  be  mandatory 
in  all  1974  automobiles. 


However , we  hope  to  see  the  reintroduction  of 
legislation  in  the  Rhode  Island  General  Assembly 
of  the  bill  offered  a year  ago  which  makes  the  use 
of  seat  belts  mandatory,  stating  that  “Any  person 
who  is  operating  or  is  a passenger  in  a moving 
motor  vehicle  equipped  with  safety  belts  shall  se- 
curely fasten  such  belt  around  his  or  her  person 
during  all  times  the  motor  vehicle  is  in  operation. 
Any  person  who  shall  violate  the  provisions  of  this 
section  shall,  upon  convicition,  be  fined  twenty 
dollars  ($20.00)  for  the  first  offense.  Upon  con- 
viction of  a second  offense,  and  for  each  subse- 
quent offense,  the  fine  shall  be  two  hundred  dollars 
($200.00).” 

The  Committee  also  supports  the  bill  now  before 
the  Assembly  (H  5249)  that  requires  all  police 
department  accident  reports  filed  with  the  state 
Registry  of  Motor  Vehicles  by  motorists  involved 
in  a motor  vehicle  accident  to  state  whether  pers- 
ons involved  in  the  accident  were  wearing  seat 
belts  and  whether  the  driver  or  any  passengers 
were  thrown  from  the  motor  vehicle  as  a result 
of  the  accident. 

As  physicians  we  are  well  aware  that  many  seri- 
ous disabilities,  and  even  deaths,  in  motor  vehicle 
accidents  could  be  avoided  by  the  use  of  seat  belts 
and/ or  shoulder  straps,  The  education  of  the  pub- 
lic to  use  these  safety  features  that  are  now  stand- 
ard on  new  automobiles  is  slow  and  tedious;  there- 
fore, drastic  measures  are  warranted  to  direct  at- 
tention to  the  necessity  of  using  the  equipment. 

The  Committee  has  also  considered  the  feasibil- 
ity of  licensure  for  bicycle  riders,  and  it  will  also 
study  the  possibility  or  requiring  specific  safety 
equipment,  such  as  adequate  lights  on  all  bicycles 
ridden  after  dark.  The  Committee  has  noted  with 
interest  the  stepped  enforcement  of  regulations  on 
bicycle  riding  in  the  city  of  Newport.  All  residents 
who  ride  bicycles  in  that  city  must  have  a license 
from  the  police  department;  they  must  ride  single 
file  with  the  flow  of  traffic  on  heavily  traveled 
streets;  they  may  not  ride  more  than  two  abreast 
on  side  streets;  they  are  prohibited  from  using 
sidewalk  public  paths,  parks,  school  grounds  and 
playgrounds,  except  for  activities  sponsored  by 
school  authorities  of  the  Department  of  Recrea- 
tion. Cyclists  must  also  indicate  turns  with  hand 
signals,  and  the  bicycles  must  have  both  a front 
light  and  a rear  light  for  night  riding. 

Respectfully  submitted: 

Thomas  C.  McOsker,  M.D. 

Chairman 
* * * 
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LIAISON  COMMITTEE  OF  THE  TRI-STATE 
REGIONAL  MEDICAL  PROGRAM 

This  Committee  was  established  as  a liaison  be- 
tween the  Society  and  the  Tri -State  (New  Hamp- 
shire, Massachusetts  and  Rhode  Island)  Regional 
Medical  Program.  On  February  6,  1973  state  ad- 
visory groups  were  notified  that  RMP  legislative 
authority  expires  on  June  30,  1973,  and  the  re- 
gional medical  programs  are  to  be  terminated.  The 
conditions  under  which  the  program  is  to  be  con- 
cluded are  set  forth  in  the  communication  listed  be- 
low this  report  which  was  directed  to  the  Executive 
Director  of  the  Tri-State  Regional  Medical  Pro- 
gram. 

In  view  of  this  action  the  Liaison  Committee 
should  be  discharged  as  a committee  of  the  Society. 

Stanley  D.  Simon,  M.D., 
Chairman 

George  V.  Coleman,  M.D. 

Melvin  Hoffman,  M.D. 

John  Strom,  M.D. 

Johannes  Virks,  M.D. 

* * * 

Robert  W.  Murphy 

Executive  Director 

Tri-State  Regional  Medical  Program 

Medical  Care  and  Educational  Foundation,  Inc. 

Boston,  Massachusetts  02108 

The  President  has  submitted  his  budget  pro- 
posals to  the  Congress.  While  the  amount  for  fiscal 
year  1973  for  RMPS  grants  and  contracts  is  shown 
a $125,100,000,  the  actual  amount  available  to 
the  program  for  grants  and  contracts  during  the 
present  fiscal  year  is  $55,358,000.  The  actual  re- 
duction in  the  amount  available  is  detailed  on 
page  384  of  the  appendix  to  the  official  submission. 

You  are  aware  that  we  have  been  operating  under 
a continuing  resolution.  Early  in  the  fiscal  year, 
17  RMPS  were  funded  for  another  year  with  start- 
ing dates  of  September  1,  1972.  This  was  followed 
by  awards  at  the  end  of  December  to  18  RMPS 
with  start  dates  of  January  1,  1973.  There  remain 
21  RMPS  with  May  1,  1973  start  dates. 

By  telegram  on  December  29,  1972,  I advised 
the  18  RMPS  with  January  1st  start  dates  that 
because  of  the  limited  funds  available,  their  awards 
were  authorized  only  through  June  30,  1973,  fund- 
ed at  only  half  the  amount  established  for  one 
year.  Similarly  with  the  limited  funds  available  we 
have  determinmed  that  the  21  remaining  awards 
with  May  1st  start  dates  can  be  extended  only 
through  June  30,  1973. 


No  grant  funds  are  included  in  the  President’s 
budget  request  for  RMP  in  fiscal  year  1974.  There- 
fore, with  no  additional  funds  proposed  to  be  made 
available  in  fiscal  year  1974,  and  with  limited 
funds  available  this  year,  the  above  funding  de- 
cisions were  made  to  avoid  the  possibility  of  over- 
obligating fiscal  year  1973  funds.  Further,  in  order 
to  treat  all  56  RMPS  as  equitably  as  possible  and 
attempt  to  provide  funds  for  the  most  critical  situ- 
ations, all  of  fiscal  year  1973  graant  awards  will 
terminate  on  June  30,  1973.  It  follows,  then,  that 
the  17  grants  awarded  as  of  September  1,  1972, 
will  receive  amended  awards  reducing  the  budget 
period  by  two  months  with  appropriate  prorated 
funds.  As  stated  above,  all  RMP  grants  wiil  be 
terminated  on  June  30,  1973. 

It  is  our  intention  to  permit  grant  extensions 
beyond  June  30  but  to  no  later  than  February  15, 
1974.  Additional  funds  will  not  be  awarded  except 
as  determined  necessary  to  adhere  to  the  principle 
of  equitable  treatment.  This  would  be  to  accomo- 
date only  those  activities  and  program  staff  identi- 
fied by  the  RMPs  as  requiring  support  beyond 
June  30,  1973  that  cannot  be  terminated  by  that 
date  due  to  need  to  finalize  necessary  reports,  pub- 
lish findings,  etc.  Upon  receipt  of  your  plans  by 
March  15,  1973,  for  terminating  grant  support  we 
will  announce  on  April  15,  decisions  regarding 
redistribution  of  any  grant  funds  available  through 
adjustment  ow  awards  which  can  be  able  to  support 
much  of  what  is  considered  essential  by  you  be- 
cause of  the  limited  funds  available.  Your  plan, 
then,  for  beginning  an  immediate  phaseout  of 
RMPs  support  to  be  completed  no  later  than  Feb- 
ruary 15,  1974,  should  be  developed  and  submitted 
to  us  no  later  than  March  15,  1973.  The  plan 
should  reflect  the  following  requirements: 

1.  Do  not  enter  into  any  new  contracts  or  agree- 

ments for  activities  or  personnel  which  commit 
RMPs  funds. 

2.  Request  continued  support  for  only  those 

activities  requiring  RMPs  funds  that  will  pro- 
duce a predictable  result  justifying  the  fed- 
ral  investment,  or 

3.  Request  continued  support  for  those  essential 

activities  where  a mechanism  has  been  estab- 
lished to  continue  without  interruption  sup- 
port of  the  activity  from  other  resources. 

It  is  requested  that  your  plan  be  submitted  in 
writing,  accompanied  by  pages  1,  6,  15  and  16  of 
the  application  form  34-1,  for  phasing  out  all 
RMPs  support  by  June  30,  1973,  and  a separate 
(Continued  on  next  page) 
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plan  and  set  of  forms  for  activities  proposed  for 
continuation  beyond  June  30.  1973.  but  in  no  event 
beyond  February  14,  1974. 

May  I remind  you  that  your  plan  for 
phasing  out  operations  must  involve  the  grantee 
official  and  the  RAG  in  accordance  with  their  re- 
sponsibilities delineated  in  RMPS-XID  dated  Aug- 
ust 30,  1972.  Staff  in  the  Division  of  Operations 
and  Development  are  available  to  consult  with  you 
in  the  preparation  of  your  plan. 

It  is  expected  that  all  expenditure  reports  under 
this  procedure  will  be  received  in  RMPS  by  no 
later  than  June  15,  1974. 

I am  sure  each  of  you  recognize  that  in  the  light 
of  the  President’s  recommendations  we  need  to 
proceed  with  the  development  of  phaseout  prep- 
arations in  an  orderly  and  prompt  manner. 

Harold  Marguiles,  M.D.,  Director 

Regional  Medical  Programs  Service 

Rockville.  Maryland  20852 

* * * 

LIBRARY  COMMITTEE 

The  Library  Committee  met  on  February  6, 
1973. 

Numerous  book  purchases  suggested  by  Society 
members  and  by  the  Librarian  were  recommended. 

The  need  for  part  time  non -professional  assist- 
ance to  the  librarian,  to  free  her  from  menial  tasks 
for  urgently  needed  skilled  work,  is  important,  A 
request  has  been  sent  to  the  Council  to  help  in  this 
matter  with  a modest  financial  expenditure. 

A book  clearance  sale  of  duplicates  will  be  held 
in  the  Fall. 

All  three  floors  of  our  stacks  are  in  deplorable 
state.  A request  has  been  sent  to  the  Council  to 
provide  funds  for  cleaning  purposes.  The  Council 
has  also  been  asked  to  allow  the  Committee  to 
seek  grant  aid  for  renovations  to  reduce  the  dust 
hazard,  provide  adequate  lighting,  and  install  air 
conditioning.  Our  Federal  Grant  for  microfilming 
and  binding,  amounting  to  316,671  over  five  years, 
comes  to  an  end  on  May  31. 

The  librarian  would  be  glad  to  show  any  House 
of  Delegates  member  the  present  condition  of  the 
stacks. 

Respectfully  submitted: 

Thomas  Perry.  Jr..  M.D. 

Chairman 

* * * 
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LIBRARIAN'S  REPORT 

We  wish  to  report  that  we  have  not  had  a dull 
moment  during  this  1972-1973  period  . . . nor  an 
idle  one.  Our  activities:  We  answered  the  telephone 
with  dictionaries  and  directories  at  hand.  Jablonski 
and  Magalini  14  running  steps  away,  giving  advice 
if  possible,  information  on  many  subjects,  and 
lending  a sympathetic  ear.  (If  a medical  tidbit 
appears  in  the  news  media,  we  know  we  should  be 
ready  for  calls.)  We  manned  the  copy  machines, 
sending  out  1.592  articles  (10.348  pages)  to  indi- 
viduals and  to  other  institutions.  We  circulated 
261  books  and  815  journals  and  loaned  St.  Joseph's 
Hospital  14  instruments  for  a TV  program  during 
their  anniversary  celebration.  We  requested  117 
items  from  other  libraries  for  our  patrons.  We  per- 
formed 175  literature  searches.  We  worked  with 
1.966  readers  who  came  to  the  Library.  We  proces- 
sed 501  periodicals  and  serials  received  regularly 
through  subscription,  exchange,  and  gift.  The  1,549 
journals.  222  books,  and  64  pamphlets  received 
through  gifts  were  evaluated,  sorted,  and  routed. 
We  added  457  texts  and  85  pamphlets  to  our  perm- 
anent collection.  The  ML  A Exchange  furnished  us 
with  146  items,  filling  in  lacks  in  our  holdings.  We 
gave  to  other  libraries  2,100  duplicate  journals.  4 
books,  and  7 pamphlets.  And  on  the  semi-cirricular 
side,  we  entertained  the  local  group  of  medical  li- 
brarians and  their  guests  in  November.  In  Septem- 
ber, the  new  Sciences  Library  at  Brown  University 
was  the  scene  of  the  15th  Annual  Meeting  of  the 
New  England  Group  of  the  Medical  Library  Asso- 
ciation. Your  Librarian  was  co-chairman  for  exhib- 
its. 

Our  staff:  We  had  a wonderful  summer.  In  addi- 
tion to  the  Librarian  and  our  very  competent  As- 
sistant. Miss  Connie  Simpson,  we  had  a volunteer 
cataloguer  and  a summer  employee.  Mrs.  Betty 
Bodemer.  former  Librarian  of  Pawtucket  Memorial 
Hospital  and  of  Sturdy  Memorial  Hospital,  came 
once  a week  for  several  months  and  catalogued 
three  cases  of  books  in  the  original  Davenport  Col- 
lection and  helped  us  to  catch  up  with  the  most 
important  of  recent  acquisitions.  Mrs.  Judith  Ter- 
rier worked  full  time  during  the  summer  months 
and  performed  many  of  the  duties  involving  sort- 
ing. checking,  and  listing  of  gifts  as  well  as  helping 
with  telephone  and  circulation.  We  are  most  grate- 
ful for  their  assistance. 

Plans  and  Hopes:  Cataloguing  is  the  most  press- 
ing need  and  we  hope  that  a part-time  non-pro- 
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fessional  who  will  do  the  “scut’’  work  for  us  will 
leave  the  regular  staff  free  to  catch  up  with  the 
present,  and  deal  with  the  past!  And  there  are 
projects  in  slow  iprogress,  relegated  to  evenings 
and  "work  behind  closed  doors,’’  such  as  finishing 
the  updating  of  our  holdings  for  the  supplement 
to  Austin's  “Early  American  Medical  Imprints, 
1668-1820"  (your  Library  owns  several  hundred 
entries),  working  with  the  rare  books  which  in- 
volves both  cataloguing  and  physical  upkeep,  up- 
dating the  Society's  Historical  Catalogue,  and  re- 
shelving the  stacks. 

Last  but  not  least,  Our  Gijts : Gifts  are  always 
fun  to  acknowledge  and  this  was  a banner  year 
for  them.  When  Doctor  Goldowsky  gave  up  private 
practice,  he  presented  us  with  a magnificent  col- 
lection of  books,  prints,  pamphlets,  papers,  letters 
and  other  archival  materials.  Doctor  Ronchese,  who 
had  been  one  of  our  most  generous  benefactors, 
added  to  his  “routine”  gifts  of  journals  and  books 
by  giving  us  his  personal  collection  of  Sherlock 
Holmes  material  consisting  of  books,  scrapbooks, 
newsclippings.  and  pamphlets.  These  items  will  be 
added  to  those  in  the  original  Davenport  Collect- 
ion. Dr.  Harold  Calder  gave  us  some  interesting 
photographs  and  certificates.  Books  and  journals 
were  given  by  Doctors  Adelman,  Batchelder,  Brody 
(a  run  of  AEROSPACE  MEDICINE  commencing 
in  1949  and  to  be  continued),  Chaset,  Dillon,  Jesse 
P.  Eddy,  Gorfine,  Happ,  Horwitz,  Merle  M.  Potter. 
Silver,  Wing,  and  Zucker  and  from  Mrs.  Alfred  E. 
King,  Mrs.  Dejong,  Mr.  David  C.  Hardman,  and 
Mr.  Morton  W.  Saunders.  We  received  material 
from  the  Estates  of  Drs.  Lewis  Abramson  and  Ed- 
ward S.  Cameron.  Other  libraries  both  local  and 
national,  organizations,  pharmaceutical  firms,  foun- 
dations, and  government  agencies  have  helped  en- 
rich our  Library  with  contributions. 

Another  gift  of  a different  sort  but  equally  ap- 
preciated is  the  help  we  receive  from  the  Execu- 
tive Office  staff  . . . Mr.  Farrell,  Mr.  Lynch,  Mary 
Martin.  Libia  Souza,  and  Connie  Iaccouci.  We 
thank  them! 

Mrs.  Helen  E.  DeJong, 
Librarian 

* * * 

COMMITTEE  ON  THE  MEDICAL  ASPECTS  OF 
SPORTS 

The  10th  Post-Graduate  Conference  on  the  Med- 
ical Aspects  of  Sports  is  to  be  held  at  the  John  H. 
Chafee  Social  Science  Center  at  the  University  of 
Rhode  Island  on  Thursday,  July  26,  and  Friday. 


July  27.  The  program  is  directed  for  the  educa- 
tion of  physicians,  athletic  trainers,  and  physical 
education  instructors. 

Respectfully  submitted: 

A.  A.  Savastano,  M.D. 
Chairman 
* * * 

APPENDIX  B 

PUBLIC  NOTICES  BY  PHYSICIANS 

Approved  by  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society 
September  27,  1967 


TELEPHONE  AND  OTHER  DIRECTORY 
LISTINGS 

As  an  aid  to  the  public  specialty  listings  by 
physicians  are  permitted  on  the  basis  of  specialty 
classification  as  listed  by  the  Rhode  Island 
Medical  Society  Official  Roster,  and  subject 
in  addition  to  final  approval  by  the  Committee  on 
Public  Policy  and  Relations.  All  such  specialty 
listing  in  any  public  directories  should  not  be  in 
bold  type  or  otherwise  prominent  display  type. 

NEWSPAPER  DISPLAYS 

Newspaper  displays  are  permitted,  not  to  exceed 
two  columns  in  width  and  two  inches  in  depth, 
and  not  to  exceed  publication  in  more  than  six 
issues  of  each  newspaper  for  a one- week  period, 
to  announce  — 

a.  The  establishment  of  an  office  for  the  practice 
of  medicine. 

b.  To  announce  a change  of  office  address. 

c.  To  announce  resumption  of  practice  after  a 
term  of  duty  with  the  Armed  Forces  of  the 
United  States,  or  after  an  absence  from  prac- 
time  for  a period  of  three  or  more  months, 
except  for  vacations,  or  after  a long  period 
of  illness. 

d.  To  announce  the  taking  over  of  the  practice 
of  another  physician. 

OFFICE  SIGNS 

Office  signs  should  list  the  physician’s  name 
and  the  abbreviation  M.D.,  and  should  be  consis- 
tent with  local  customs  and  precedents.  Specialty 
listings  may  be  placed  on  office  signs  with  the 
Specialty  as  listed  in  the  Society’s  Official  Roster. 
Ordinary  illumination  of  office  signs  is  permis- 
( Continued  on  next  page) 
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sible  for  physicians  having  night  office  hours,  or 
residing  in  urban  or  rural  areas,  or  where  off-street 
lighting  offers  poor  visibility  of  the  physician’s 
office  entrance. 

DISPLAY  ADVERTISEMENTS  IN 

PROGRAMS,  ETC. 

The  Code  of  Ethics  provides  that  ‘‘solicitation 
of  patients,  directly  or  indirectly,  by  a physician 
is  unethical.”  It  would  appear  that  some  paid  dis- 
play notices  in  programs,  such  as  those  prepared 
for  charity  organizations  and  the  like,  are  a form 
of  indirect  solicitation,  when  the  physician's  name 
is  listed  as  the  donor  of  the  cost  for  the  display. 
Such  paid  displays,  in  the  opinion  of  the  Society, 
are  not  approved.  The  listing  of  a physician  as  a 
patron  in  a list  is  permissible. 

* * * 

APPENDIX  C 

ORGANIZED  SPECIALTY  GROUPS  IN  R.  I. 

The  Council  recommends  to  the  House  that  the 
following  eleven  groupings  of  Specialty  organiza- 
tions in  the  State  be  recognized  for  appointment 
by  them  of  a spokesman  in  the  House  of  Delegates 
for  the  specialty  if  the  proposed  bylaw  revisions 
are  adopted  on  March  14. 

1.  Rhode  Island  Society  oj  Internal  Medicine 
(To  include  also  the  R.  I.  Society  of  Allergy, 
the  R.  I.  Dermatology  Society,  and  the  R.  I. 
Gastroenterological  Society) 

2.  Rhode  Island  Chapter , American  College  of 
Surgeons 

(To  include  also  the  Providence  Surgical  So- 
ciety, the  R.  I.  Ophthalmo logical  Society,  aid 
the  R.  I.  Otolaryngological  Society) 

3.  Rhode  Island  Section,  American  College  of 
Obstetricians  and  Gynecologists 

4.  Rhode  Island  Orthopaedic  Society 

5.  Rhode  Island  Radiological  Society 

6.  Rhode  Island  Chapter,  American  Academy  of 
Pediatrics 

7.  Rhode  Island  Chapter,  American  Academy  of 
Family  Practice 

8.  Rhode  Island  Society  of  Pathologists,  Inc. 

9.  Rhode  Island  District  Branch,  American  Psy- 
chiatric Assoc. 

10.  Rhode  Island  Society  of  Anesthesiologists 

11.  Rhode  Island  Association  of  Emergency  Room 
Physicians 

* * * 


APPENDIX  D 
H.R.  2222— S.  444 

HEALTH  CARE  INSURANCE  ASSISTANCE  ACT 
OF  1973  (Medicredit) 

A Proposal  for  Federal  Financing  of 
Health  Insurance 

Medicredit  will:  (1)  pay  the  full  cost  of  health 
insurance  for  those  too  poor  to  buy  their  own;  (2) 
help  those  who  can  afford  to  pay  a part  — if  not 
all  — ■ of  their  health  insurance  premium  (the  less 
they  can  afford  to  pay,  the  more  the  Government 
would  help  out);  and  (3)  see  to  it  that  no  Ameri- 
can will  have  to  bankrupt  himself  because  of  the 
cost  of  a long-lasting,  catastrophic  illness. 

(This  bill  addresses  itself  only  to  financing 
health  care;  other  legislation  and  programs  in- 
volve medical  manpower  supply  and  distribution, 
the  method  of  delivering  care,  and  other  roblems 
such  as  environment,  health  education,  and  peer 
review.) 

ANALYSIS 

Federal  Contribution 

The  Government  pays  100%  of  the  premium  for 
low-income  beneficiaries  (an  individual  and  his 
dependents  whose  combined  income  for  a taxable 
year  would  not  give  rise  to  any  income  tax  lia- 
bility) For  others,  the  Government  provides  scaled 
participation  ranging  between  99 % and  10%,  fav- 
oring lower-income  persons,  in  the  payment  of  pre- 
miums for  basic  coverage.  For  all  persons  the  Gov- 
ernment pay  in  full  the  premium  for  catastrophic 
expense  coverage.  A table  of  allowable  percentages 
for  related  income  tax  liabilities  is  included  in  the 
bill. 

The  extent  of  Government  financial  participation 
is  determined  by  the  extent  of  federal  income  tax 
liability  of  any  individual  in  a particular  year. 

Incentives  are  contained  in  the  bill  to  encourage 
the  continuation  of  group  coverage. 

Health  Insurance  Certificates ; Income  Tax  Credits 
oring  lower-income  persons,  in  the  payment  of  pre- 
mium by  the  federal  Government  is  entitled  to  a 
certificate  acceptable  by  carriers  for  health  care 
insurance  for  himself  and  his  dependents.  Eligible 
beneficiaries  with  whom  the  Government  would  be 
sharing  the  cost  of  premium  could  elect  between  a 
credit  against  income  tax  or  a certificate.  The  ear- 
lier presents  the  certificates  received  in  payment 
of  premium  to  the  federal  Government  for  redempt- 
ion. 
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Qualification  of  Participating  Carriers 

To  participate  in  the  plan,  a carrier  must  quali- 
fy under  state  law,  provide  (basic  and  catastrophic 
coverage,  make  coverage  available  without  exclud- 
ing pre-existing  health  conditions,  and  guarantee 
annual  renewal.  An  assigned  risk  insurance  pool 
among  carriers  would  be  utilized  as  appropriate. 

There  will  be  open  enrollment  for  individuals 
upon  becoming  newly  eligible  under  the  program, 
or  to  continue  coverage  without  interruption.  In 
other  cases  there  will  be  two  30-day  general  en- 
rollment periods  each  year  during  which  qualified 
coverage  may  be  purchased. 

Health  Insurance  Coverage 

A qualified  policy  offers  comprehensive  insurance 
against  the  ordinary  and  catastrophic  expenses  of 
illness  (which  would  include  all  physicians  and 
hospital  services).  As  Basic  benefits  in  a 12-month 
period:  60  days  in  a hospital  (or  in  a skilled  nurs- 
ing facility,  on  a two  days  for  one  hospital  day 
basis);  all  medical  and  surgical  services  (diag- 
nostic, therapeutic,  and  preventive)  in  or  out  of 
the  hospital;  any  hospital  emergency  or  outpa- 
tient services  and  home  health  services.  Also,  com- 
prehensive dental  care  for  children  and  emergency 
dental  care  for  all.  As  catastrophic  benefits:  any 
hospital  days  in  excess  of  the  60  basic  days,  and 
up  to  30  additional  skilled  nursing  facility  days; 
outpatient  blood  inpatient  blood  is  a basic  benefit) ; 
and  prosthetic  appliances. 

Deductibles  and  Co-payments 

Basic  benefits  are  subject  to  a $50  deductible 
per  hospital  stay;  and  20%  co-payment  of  the  first 
$500  of  expenses  of  the  family  for  each  of  the 
following  three  categories:  (1)  medical  and  surgi- 
cal care;  (2)  emergency  room,  outpatient,  and 
home  health  care;  and  (3)  dental  care. 

Catastrophic  benefits  are  subject  to  a deduct- 
ible based  on  the  family’s  taxable  income,  that  is, 
income  remaining  after  all  tax  deductions  and 
personal  exemptions.  The  catastrophic  deductible 
is  10%  of  taxable  income,  reduced  by  any  deduct- 
ibles and  co-payments  paid  by  the  family  toward 
its  basic  benefits. 

Families  under  federal  cash  assistance  programs 
are  eligible  for  payment  by  the  State  of  any  de- 
ductibles or  co-payment. 

Health  Insurance  Advisory  Board 

A Health  Insurance  Advisory  Board  of  eleven 
members,  including  the  Secretary  of  HEW  and 
the  Commissioner  of  Internal  Revenue,  will  be  ap- 
pointed by  the  President,  with  Senate  approval.  A 


majority  of  the  Board  will  be  practicing  physicians 
and  a dentist.  The  other  members  will  be  qualified 
by  virtue  of  education,  training,  or  experience.  The 
Board  will  establish  minimum  qualifications  for 
carriers,  and  in  consultation  with  carriers,  provid- 
ers and  consumers,  will  develop  programs  designed 
to  maintain  the  quality  of  health  care  and  the 
effective  utilization  of  available  financial  resources, 
health  manpower,  and  facilities.  It  will  report  annu- 
ally to  the  President  and  Congress. 

* * * 

APPENDIX  E 

A DEMONSTRATION  PROJECT  FOR  THE 
EARLIER  DETECTION  OF  BREAST  CANCER 

The  following  is  a summary  of  a proposed  pro- 
ject for  the  earlier  detection  of  breast  cancer.  This 
project  will  be  sponsored  under  the  auspices  of  the 
Rhode  Island  Department  of  Health,  the  Rhode 
Island  Division  of  the  American  Cancer  Society 
and  the  Multiphasic  Screening  Center  of  the  Rhode 
Island  Hospital.  The  Multiphasic  Screening  Center 
was  chosen  because  it  is  a facility  with  trained 
personnel  which  is  known  throughout  the  state  and 
has  the  added  advantage  of  its  own  parking  lot, 
The  project  proposes  to  utilize  these  organizations, 
their  staffs  and  their  facilities  in  an  effort  to  con- 
duct, over  a two  year  period,  a statewide  screening 
program  designed  to  demonstrate  the  feasibility 
and  practicality  of  screening  for  earlier  detection 
of  breast  cancer,  utilizing  history,  clinical,  radio- 
graphic  and  thermographic  examinations  and  to 
oompare  the  techniques  and  combinations  thereof. 

The  program  will  also  identify  the  target  popu- 
lation for  future  efforts  on  the  basis  of  risk  factors, 
evaluate  the  various  techniques  required  by  vari- 
ations in  demographic  characteristics,  socio-econ- 
omic status,  accessibility  to  medical  care,  health 
attitudes,  and  to  explore  and  demonstrate,  where 
possible,  the  role  of  allied  health  professionals  in 
the  various  stages  of  a screening  program. 

The  project  will  attempt  to  screen  between  5,000 
and  6,000  women  in  the  first  year  and  7,000  to 
8,000  women  in  the  second  year. 

Funding  for  the  program  will  be  provided 
through  a combined  National  effort  of  the  Nation- 
al Cancer  Institute  and  the  American  Cancer  So- 
ciety. This  project  is  being  proposed  as  one  of 
twenty  throughout  the  country  to  be  jointly  funded 
by  the  American  Cancer  Society  and  the  National 
Cancer  Institute.  It  is  anticipated  that  the  budget 
for  the  project  will  total  $225,000  in  the  first  year 
(Concluded  on  next  page) 
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and  $200,000  in  the  second  year.  The  bulk  of  the 
funds  are  for  personnel  and  equipment.  There  will 
be  no  charge  to  the  patient. 

Proposed  starting  date  is  1 July  1973  and  to 
continue  through  30  June  1975.  Application  for 
the  funds  will  be  made  by  the  Rhode  Island  De- 
partment of  Health,  which  will  maintain  overall 
supervision  of  the  program  activities  and  serve  as 
a focal  point  for  the  collection  of  data.  The  Rhode 
Island  Division  of  the  American  Cancer  Society 
will  coordinate  and  organize  the  efforts  of  the  pri- 
vate sector  in  patient  participation  and  education. 
The  Multi  phasic  Screening  Center  will  do  the  act- 
ual screening  program  utilizing  the  following  tech- 
niques: 

Each  patient  will  have  breast  examination  by 
palpation,  thermography,  xeroradiography  and  mul- 
tiposition mamography.  Palpation  and  thermo- 
graphy (using  Barnes  Model  101)  provides  screen- 
ing without  gamma  radiation  to  patients  or  per- 
sonnel. Xeroradiography  using  the  Xerox  125  sys- 
tem adapted  to  a standard  X-Ray  unit,  provides 
mamograms  which  can  be  read  quickly  and  gives 
the  advantage  or  marginal  accentuation  and  differs 
markedly  in  appearance  from  conventional  films. 

With  a tandem  method  utilization  examination 
by  para-medical  personnel  with  medical  supervis- 
ion, improved  mammography,  thermography  and 
xeroradiography,  it  is  felt  that  a practical  method  of 
accurate  and  efficient  screening  can  be  developed. 

By  combining  the  xeroradiography  technique 
with  mammography,  it  is  hoped  that  greater  accu- 
racy can  be  reached  in  questionable  cases.  The  Mul- 
tiphasic  Screening  Center  presently  operating  at 
Rhode  Island  Hospital  could  thus  screen  at  the 
rate  of  6,000-7,000  patients  per  year  with  a com- 
bined program  incorporating  xeroradiography, 
thermography  and  mammography.  The  relative  ac- 
curacy and  cost  of  the  different  modalities  in  the 
early  detection  of  breast  cancer  would  then  be 
determined. 

We  had  originally  thought  that  several  screening 
locations  would  be  more  practical  for  Rhode  Is- 
land however,  we  are  advised  that  the  policies 
established  by  the  XCI  and  the  ACS  will  allow 
fund  lg  for  only  one  location  per  area.  However, 
the  project  will  give  us  the  opportunity  to  study 
the  racticality  of  centralization  of  facilities  in 
Rho  ; Island. 

It  hoped  that  the  successful  demonstration  of 
the  feasibility  and  practicality  of  screening  will 


encourage  additional  facilities  to  undertake  similar 
programs  and  to  provide  here  in  Rhode  Island  an 
opportunity  for  our  population  to  participate  in  a 
joint  public  and  private  effort  to  evaluate  their 
health  status. 

It  is  with  these  goals  and  intentions  that  the 
Department  of  Health  seeks  the  approval  of  the 
Rhode  Island  Medical  Society. 


REMARKS  OF  THE  PRESIDENT 

(Concluded  from  page  358) 
stantlv  reinforced  by  daily  psychological  trans- 
actions. 

Why  then  are  we  assembled  here?  The  answer  is 
a simple  one.  We  must  all  seek  methods  by  wrhich 
the  pertinent  new  paradigms  and  new  knowledge 
may  be  communicated  promptly  and.  even  mere 
importantly,  used.  It  is  one  thing  to  be  awrare  cf 
new  knowledge;  it  is  another  to  put  it  to  practical 
use.  Newton’s  law's  of  inertia  apply  in  all  human 
affairs  and  especially  to  the  change  of  practice  pat- 
terns and  psychological  habits.  The  librarians  will 
be  charged  to  sort  out  the  pertinent  material  from 
the  redundancy.  Methods  of  retrieval  can  be  im- 
proved. Administrators  must  be  willing  to  support 
their  libraries  and  the  programs  for  retrieval.  They 
must  sponsor  the  necessary  lectures  and  seminars, 
and  make  available  the  necessary  space  and  tech- 
nical and  teaching  aids. 

ACCREDITATION  OF  PROGRAMS 

The  Medical  Society,  as  we  will  learn  later  this 
morning,  will  attempt  to  give  guidance  to  such 
programs  by  review,  suggestions,  approval,  and 
accreditation.  In  keeping  with  our  traditional  role 
we  shall  give  positive  support  to  all  efforts  to  im- 
prove competence.  We  perceive  that  by  our  peer 
review'  mechanisms,  review  of  utilization  patterns 
and  use  of  PAS  and  MAP*  data,  we  shall  be  able 
to  show  where  competence  may  be  improved  upon, 
direct  that  it  be  done,  and  apply  those  sanctions 
which  are  available  to  us  to  members  who  fail  to 
do  so. 

We  are  not  adverse  to  the  establishment  of  some 
mechanisms  by  w'hich  recognition  of  the  practi- 

*Professional  Activities  Survey  (PAS)  and  Medical 

Audit  Program  (MAP)  of  the  Commission  on  Pro- 
fessional and  Hospital  Activities  of  Ann  Arbor. 

Michigan. 
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tioner  for  his  continued  efforts  will  be  given.  This  is 
a practical,  pragmatic,  political  solution  to  vocif- 
erous critics;  but  the  mere  physical  presence  in  a 
scheduled  program  of  continuing  education  is  not 
continuing  education.  There  is  nothing  at  the  mo- 
ment that  can  deprive  a man  of  his  license  if  he 
does  not  continue  his  medical  education,  nor  do 
we  feel  that  the  legislature  or  a regulatory  body 
established  by  the  legislature  granted  the  sanction 
of  relicensing  is  a really  practical  or  worthwhile 
solution.  If  some  recognition  must  be  (given,  recerti- 
fication is  infinitely  better,  but  its  techniques  must 
be  carefully  examined,  and  it  is  in  no  way  a simple 
solution. 

CONCLUSION 

Organized  medicine,  and  especially  the  Rhode 
Island  Medical  Society,  has  a prime  concern  in 
continuing  medical  education.  We  enlist  all  the  help 
of  all  of  you  in  achieving  realistic  goals  without 
beclouding  the  issues  by  cliches  or  by  over-concerns 
with  the  techniques  instead  of  the  goals.  One  of  the 
great  aphorisms  in  medicine  is  that  of  the  great 
Boerhaave  who  said  “All  theoretical  discussion  stops 
at  the  bedside.”  Let  me  then  get  us  all  to  the  bed- 
side of  “the  seminar  on  continuing  medical  edu- 
cation.” 


ACCREDITATION  OF  CME  AT  THE 
STATE  LEVEL 

(Concluded  from  page  365) 
ing  their  own  accreditation  systems.  The  wheels 
do  not  turn  rapidly,  but  in  the  first  15  months  of 
encouraging  local  state  level  accreditation  eight 
state  medical  societies  have  already  had  their  ac- 
crediting mechanisms  approved.  One  of  them  has 
already  been  implementing  its  plan  for  more  than 
\l/2  years.  It  is  our  sincere  hope  that  the  logic  of 
this  “grassroots”  state  level  accrediting  can  appeal 
to  many  more  state  medical  societies  and  that  the 
state  societies  can  help  their  members  and  their 
non-members  in  this  way,  ultimately  for  the  bene- 
fit of  their  patients. 

ACCEPTANCE  OF  STATE  SOCIETY  ROLE 

Some  state  society  executives  and  officers  ex- 
pressed the  fear  that  AMA  will  be  a “big  brother.” 
This  has  not  happened,  nor  is  it  expected  to.  We 
at  the  AMA  feel  most  strongly  that  the  State 
medical  societies  must  “do  their  own  thing.”  We 
have  provided  them  with  the  opportunity  in  the 
form  of  Essentials  and  other  helpful  documents. 
In  no  way  is  state-level  accreditation  a threat  to 


the  individual  physician,  to  his  society,  or  to  the 
hospitals;  rather  it  is  a helpful  mechanism  designed 
to  help  all  of  these  individuals  and  institutions  meet 
their  obligations  to  society  more  easily. 

There  has  also  been  some  fear  that  an  accredit- 
ing program  within  the  state  society  would  ra'se 
the  budget  costs  in  terms  of  time,  facilities,  and 
personnel.  Again,  this  has  not  proved  to  be  the 
case.  The  Pennsylvania  Medical  Society  was  the 
first  to  develop  an  accrediting  plan  which  asked  the 
community  hospital  and  other  local  institutions 
and  organizations  desiring  a survey  to  pay  the 
costs  of  the  survey  teams  plus  an  additional  modest 
fee  for  the  overhead  involved.  It  is  likely  that  such 
a fee-charging  system  will  obliterate  the  need  for 
any  appreciable  increase  in  the  society  budget.  We 
have  also  found  that  most  state  societies  can  ab- 
sorb the  survey  planning  time  and  paper  work  in- 
volved through  their  staffs  as  they  presently  exist, 
or  by  additions  to  the  staffs  who  would  devote  only 
a very  minor  part  of  their  time  in  most  instances 
to  an  accreditation  program. 

The  AMA  department  of  continuing  medical  ed- 
ucation hopes  that  each  state  medical  society  in 
the  long  range  future  will  have  its  own  accredita- 
tion plan,  implemented  at  state  level,  and  serving 
its  members  as  well  as  its  non-members  in  a good 
capacity.  In  my  own  personal  experience  I have 
found  that  a good  many  practicing  physicians  have 
found  a new  way  to  identify  the  help  which  the 
state  medical  society  provides  them.  In  fact,  some 
practicing  physicians  have  realized  that  the  state 
medical  society  is  on  their  side  all  the  way  and  is 
a good  organization  for  personal  membership.  State 
level  accreditation  reaches  out  far  beyond  its  own 
membership  when  the  state  society  surveys  a com- 
munity hospital.  It  has  a beneficial  impact  on  all 
physicians.  It  should  help  improve  state  society 
membership  rosters.  It  should  help  to  improve 
patient  care. 


ONE  SENTENCE  ESSAY 
I drink  only  to  make  other  people  interesting. 

Bar-room  Graffito 


ONE  SENTENCE  ESSAY 

Discussion  is  a method  of  confirming  others  in 
their  errors. 

. . . Ambrose  Beirce 


September,  1973 
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Physicians  Interested  In  Locating  In  Rhode  Island 


Josefina  Tan-Domingo,  M.D. 

148-32  86th  Avenue 
Jamaica,  New  York  11435 
Obstetrics  and  Gynecology 
* * * 

W.  H.  Fee,  Jr.,  M.D. 

5771  Kilmer  Lane 
Indianapolis,  Indiana  46250 
Internal  Medicine,  Pulmonary 
* * * 

Allan  Birnbaum,  M.D. 

134  Welcome  Way 
WPAFB,  Ohio  45433 
Family  Practice 

* * * 

Michael  A.  Gilchirst,  M.D. 

5216  Newhall  Road 
Durham,  No.  Carolina  27707 
Pediatrics 

* * * 

c.  T.  Ablet t,  M.D. 

Mountain  Top  Area  Medical  Center 
P.  O.  Box  208 

Snow  Shoe,  Pennsylvania  16874 
General  Practice 

* * * 

Thomas  W.  Twele,  M.D. 

5456-D  No.  Meridian 
Oklahoma  City,  Oklahoma  73112 
Internal  Medicine 

* * * 


E.  P.  Anthony. 

Inc. 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 

Pharmacy  License  No.  225 

Peter  A.  Haas,  M.D. 

2098  Butler  Pike 
Plymouth  Meeting,  Pa.  19462 
General  Surgery 

* * * 

Hal  Levin,  M.D. 

25902  E.  18th  Street 

San  Bernardino,  California  92404 

Psychiatry 

* * * 

Anthony  A.  Cibulski,  M.D. 

Assistant  Professor  of  Medicine 

The  University  of  Mississippi  Medical  Ctr, 

2500  North  State  Street 

Jackson,  Mississippi  39216 

Clinical  Cardiology,  Internal  Medicine 

* * * 

Victor  W.  Lee,  M.D. 

317  West  Spring  Street 
Apt.  401 

West  Haven,  Connecticut  06516 
Radiology 

* * * 

H.  P.  Cunningham,  M.D. 

82  Naomie  Cres. 

London,  Ontario 
Canada 

General  Practice 

* * * 

William  Owens,  M.D. 

Otologic  Medical  Group,  Inc. 

2122  West  Third  Street 

Los  Angeles,  California  90057 

Otolaryngology 


DERMAOUIZ  ANSWER 

(See  Page  374) 

Psoriasis 

t t t 
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A 

NO-LOAD 
MUTUAL  FUND 
EXCLUSIVELY 
FOR  THE 

MEDICAL  PROFESSION 


Created  in  1961  by  physicians 
of  various  New  England  State  Medical 
Societies  to  help  meet  the  need 
for  a comprehensive  investment 
program.  Suitable  as  a retirement 
plan  for  physicians  and 
other  medical  personnel. 


LIBRARY 


NO  SALES  CHARGE 
NO  REDEMPTION  CHARGE 


OCT  10  1973 

(Hi  YORK  ACADEMY 
OE  MEDICINE 


The  primary  objective  of  the  Fund 
is  long-term  growth  of  capital. 

Minimum  initial  investment  $250. 

Douglas  T.  Johnston  & Co., 
managers  of  the  Johnston  Mutual  Fund 
is  investment  adviser  and  manager. 

— _ .WRITE  FOR  PROSPECTUS-  — 

Beacon  Investing  Corp.,  Department  104 

One  Wells  Avenue,  Newton,  Mass.  02159 

Please  send  me  the  Beacon  No-Load  Fund  Prospectus 


Name 


Address 


City. 


State. 


.Zip. 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriumf25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio  .qraRY 
permits  higher  dosage 

For  over  1 3 years,  ‘ ' XCCt  1 0 t973 

Librium  has  been  recog-  A t YORK  HCM®*"1 

mzed  for  its  excellent  <Mf  MEDICINE 

benefits-to-risks  ratio,  an 

asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

<^oche)> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


Before  prescribing,  please  consult  com 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  ar.d  tensioi 
occurring  alone  or  accompanying  various  diseas 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possihl 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cauti. 
patients  against  hazardous  occupations  requirin, 
complete  mental  alertness  (e.g.,  operating  machi 
ery,  driving).  Though  physical  and  psychologic? 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  ( includii 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnane 
lactation,  or  in  women  of  childbearing  age  requir 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitate, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradi 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
orqmended,  if  combination  therapy  with  other 
psvchotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitoi 
and  phenothiazines.  Observe  usual  precautions  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulatic 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet; 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishc-c 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  am 
confusion  may  occur,  especially  in  the  elderly  anc 
debilitated.  These  are  reversible  in  most  instance; 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  irregularities,  nausea  an. 
constipation,  extrapyramidal  symptoms,  increaset 
and  decreased  libido-all  infrequent  and  generall 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
23  mg  chlordiazepoxide. 


BALCONY 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(.iazepam)  part  of  your  treatment 
Jan,  eheck  on  whether  or  not  the 
jitient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
ben.  Along  with  the  medical  and 
‘>cial  history,  this  information  can 
1 lp  you  determine  initial  dosage, 
t e possibility  of  side  effects  and 
t e ultimate  prospects  of  success 
(failure. 

While  Valium  can  be  a most 
ij'lpful  adjunct  to  your  counseling, 
isnould  be  prescribed  only  as  long 
& excessive  psychic  tension  per- 
^ts  and  should  be  discontinued 
\hen  you  decide  it  has  accom- 
j ished  its  therapeutic  task.  In 
Jneral,  w hen  dosage  guidelines 
ie  followed,  Valium  is  well 
tierated  (see  Dosage).  For  con- 
vnience  it  is  available  in  2-mg,  5-mg 
ad  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
live  been  the  most  commonly  re- 
prted  side  effects. 

Until  response  is  determined, 
ptients  receiving  Valium  should 
l : cautioned  against  engaging  in 
hzardous  occupations  requiring 
cmplete  mental  alertness,  such 
a driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Holfmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anil  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotrop;cs  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotti. 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug, 
isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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COVER:  1873 — 1973  Newport  Hospital. 

The  island  communities  of  Newport,  Middletown  and  Portsmouth  had  long  appreciated  the  need 
for  a hospital  to  care  for  the  poor  and  for  the  sick  and  disabled  seamen  brought  to  the  port  of 
Newport. 

In  1872  a public  fund  raising  was  held  and  the  sum  of  $24,123.40  acquired.  An  act  of  the  state 
legislature  was  passed  in  January,  1873,  and  a Newport  Hospital  Corporation  created.  The  hospital 

(Concluded  on  page  394) 
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HSH 


acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 

(B)98-1 46-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


More  than  sleep. 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalm 
. , . r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  func 

rSIBIlVe  SBT6tV  wasnotedinpatientsadministeredrecommendedorhigherdc 

* for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  "hang-over"  with  Dalmane  has  been  relatively  infrequent  D 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  [An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hour 
without  need  to 


repeat  dosage  No  sleep  m 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patit 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nic 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  re 
dosage  during  the  night. 


ieep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

OnSIStenCV  secutlve  ni9hts  Of  administration, 

J with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication -a 
izodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
rate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
liable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
r jication,  consider  Dalmane-a  single  entity  nonnarcotic,  non- 
xbiturate  agent  proved  effective  and  relatively  safe  for  relief  of 
rnmnia. 


DALMANE 

i (flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 

1(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints. 

There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients : 15  mg  initially  until  response  is 
determmed- 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 
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"Too  many  doctors  are  indiffe 
ent  to  the  economic  consequences 
their  decisions.”  So  stated  a recent : 
issue  of  Medical  News  Report  (De-  I 
cember  4,  1972),  an  independent 
weekly  newsletter  published  byfornf  I 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated  ir 
crease  in  Blue  Shield  rates,  Dr.  Blasjl 
ingame’s  newsletter  had  this  to  say:  t 

“In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are  • 
not  particularly  concerned  with  the  ! 
increase  in  cost  of  health  care  to  the  I 
patients... 

“True,  an  MD’s  training  is  pri-  I 
marily  scientific,  but  in  the  real  wor  I 
of  practice,  all  of  his  scientific  deci-  ft 
sions  have  a price  tag,  or  an  econorr  1 
impact.  The  economics  of  health  ca  | 
beckon  the  practitioner’s  attention.  I 
Concern  for  economics  of  medicine  9 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece  ■ 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacis  i 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  hir 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothin; 
in  the  pro-substitution  argument  tha 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  if 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledg 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee' 
expert  knowledge  of  no  more  than  25 


ihould  be  an  obligation  of  medical 
practice. .. 

‘‘Medical  societies  ought  to  con- 
flict continuing  campaigns  to  point 
iut  the  substantial  savings  that  could 
tie  realized  thru  deductible  insurance 
ind  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
he  patients’  interest,  question  the 
actics  of  any  insurance  organization 
hat  raises  health  care  costs  by  forc- 
ig  policyholders  to  buy  insurance 
hey  may  not  need  or  want  and  prob- 
bly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
ar  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ieties,  have  unhesitatingly  appealed 
a their  patients  for  support  in  the 
ght  against  government  interference 
/ith  the  private  practice  of  medicine, 
nd  the  public  in  the  past  has  re- 
ponded. It’s  time  the  American  Med- 
;al  Association  and  state  and  local 
aedical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.” 

ost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 30  drugs  that  he  selects  to  treat  the 
lajority  of  conditions  encountered  in 
i is  practice.  Moreover,  the  physi- 
ian's  choice  of  a specific  brand  is 
ased  on  his  knowledge  of  the  pa- 
ent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
le  particular  manufacturer’s 
roduct. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
rescription  is  a simple  two-party 
ansaction  between  the  pharmacist 
id  the  patient,  and  that  a substitut- 
ig  pharmacist  may  avoid  even  a 
■clinical  breach  of  contract  by  simply 
Dtifying  the  patient  that  he  is  making 

Iie  substitution.  I would  judge  that 
■W  courts  would  be  sympathetic 
ward  a pharmacist  who  substituted 
ithout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
ie  pharmacist’s  actions. 

;duced  Prescription  Prices? 

Substitution  advocates  are 
iggesting  to  the  consumer,  and  par- 
lularly  the  consumer  activist,  that 
iduced  prescription  prices  could 
How  legalization  of  substitution. 

Ie  have  seen  absolutely  no  evidence 
justify  this  claim.  To  the  contrary, 
:perience  in  Alberta,  Canada,  where 
ibstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


ROCHE  announces 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points , thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the  |i 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim  j 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim  j 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 
T 4 patients  not  available  for  evaluation  at  day  10. 


"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47 1;'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications  — cases 
regarded  as  being  notoriously  difficult  to  treat. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


>mplete  Product  Information: 

:scription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
t,  available  in  scored  light-green  tablets,  each  containing  80  mg 
is  ;methoprim  and  400  mg  sulfamethoxazole. 

imethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine, 
[is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ar  weight  of  290.3. 

Iilfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
i almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
dular weight  of  253.28. 

tions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 

(dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
imethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
drofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
zyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
cutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
sential  to  many  bacteria. 

vitro  studies  have  shown  that  bacterial  resistance  develops  more 
jwly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 

jane. 

vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
icterial  activity  of  Bactrim  includes  the  common  urinary  tract 
ithogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
ding organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
dla-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
ecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(M  1C— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

1 >acteria 

alone 

alone 

TMP 

SMX 

! scherichia 

Oil 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

I'roteus  spp. 
ndole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

I’rofeus 

nirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

’.lebsieiia- 

nterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

<j jman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
Iministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
ile  are  similar  to  those  achieved  when  each  component  is  given 
one.  Peak  blood  levels  for  the  individual  components  occur  one 
four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
azole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
ely  the  same  regardless  of  whether  these  compounds  are  admin- 
ered  as  individual  components  or  as  Bactrim.  Detectable 
nounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
DOd  24  hours  after  drug  administration.  Free  sulfamethoxazole 
id  trimethoprim  blood  levels  are  proportionately  dose-dependent, 
i repeated  administration,  the  steady-state  ratio  of  trimethoprim 
sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
hlfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
lin-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
d metabolized  forms.  The  free  forms  are  considered  to  be  the 
erapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
irim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
ood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
icreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
igree;  trimethoprim  does  not  influence  the  protein  binding  of 
iilfamethoxazole. 

xretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
ilfamethoxazole  and  trimethoprim  are  considerably  higher  than 
e the  concentrations  in  the  blood.  When  administered  together 
in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
e urinary  excretion  pattern  of  the  other. 

dications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
I ;,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
I coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
liently,  indole-positive  proteus  species). 

\portant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
ns  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
ally  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
intraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Begnancy  and  during  the  nursing  period  (see  Reproduction 
i udies). 

arnings:  Deaths  associated  with  the  administration  of  sulfonamides 
I live  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
s,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
methoprim  alone  is  much  more  limited,  but  it  has  been  reported 
interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
itients  concurrently  receiving  certain  diuretics,  primarily  thia- 
des,  an  increased  incidence  of  thrombopenia  with  purpura  has 
?en  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par 
ticularly  for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  su1 
fonamides  and  to  trimethoprim  are  included  below,  even  thoug 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblasti 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpur. 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Pretend  it’s  1958. 

Would  you  invest  in  hula  hoops’ 


If  you  put  $ 1 00,000  into  hula 
hoops  in  1958,  you  might  be  a 
millionaire  today. 

Then  again,  you  might  be 
broke. 

In  making  short-term  invest- 
ment decisions,  timing  is  crucial. 
And  the  results  of  such  decisions 
become  obvious  almost  overnight. 

But  while  short-term  results 
are  interesting,  they’re  only  the 
beginning.  It’s  how  your  original 
investment  stacks  up  ten,  fifteen, 
twenty  years  later  that  ultimately 
counts. 

At  Industrial  National  Bank, 
we’ve  been  investing  funds  for 
individuals  and  corporations  for 
decades,  and  we’ve  seen  investment 
fads  come  and  go.  During  that  time, 
we’ve  invested  our  clients’  funds 
wherever  imagination,  professional 


judgment  and  thorough  research 
indicated  we  should. 

We  think  our  philosophy  has 
paid  off  — with  consistent,  strong 
long-term  performance.  We’re 
proud  enough  of  our  long-term 
record  that  we  take  a back  seat  to 
no  one  in  the  business  of  profes- 
sional financial  management. 

In  fact,  we’d  like  to  discuss 
that  record  with  you,  and  to  show 
you  how  our  combination  of  the 
right  people,  the  right  philosophy, 
and  the  right  organization  can  bring 
a realistic  new  performance  orienta- 
tion to  the  management  of  your 
investments. 

Call  Mr.  Evans  at  278-6607. 
Trust  Department,  Industrial 
National  Bank,  100  Westminster 
Street,  Providence,  Rhode  Island 


02903. 


is  mm 

Industrial  National  Bank 

Something  extra 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  November  7,  1973 


HEMORRHAGIC  SHOCK 

Henry  T.  Randall,  M.D. 
Surgeon-in-Chief 
Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Rm. 
1:00  p.m. 


Wednesday,  November  7,  1973 
41  ST  ANNUAL  JOHN  F.  KENNEY  CLINIC  DAY 

9:30  a.m.  — Registration  Pawtucket  Memorial  Hospital 

Nurses'  Auditorium 

10-12:00  — Presentation  of  Papers  by  hospital  staff 
12:00  noon  — Buffet 

1:30  p.m.  - "IS  SURGERY  FOR  GALLSTONES  OBSOLETE?" 

Lester  F.  Williams,  Jr.,  M.D. 

MANAGEMENT  OF  SHOCK 

Teruo  Matsumoto,  M.D. 

ACUPUNCTURE  AND  ACUPUNCTURE  ANESTHESIAS  IN 
THE  PEOPLES  REPUBLIC  OF  CHINA 
Tsung  O.  Cheng,  M.D. 

ACUPUNCTURE  IN  THE  UNITED  STATES 
Teruo  Matsumoto,  M.D. 


Wednesday,  November  14,  1973 


BLOOD  CLOTTING  MECHANISM  AND  HEMOPHILIA 
George  F.  Meissner,  M.D. 

Associate  Director,  Department  of  Pathology 
Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Rm. 
1 .00  p.m. 


Thursday,  November  15,  1973 

SOME  COMMON  AND  EXTRAORDINARY  PROBLEMS  IN 
OUTPATIENT  PSYCHOTHERAPY  WITH  ADOLESCENTS 
Donald  J.  Holmes,  M.D. 

Coordinator  of  Residency  Training  in  Psychiatry 
Maricopa  County  General  Hospital,  Program 
Director,  Phoenix  Westside  Project  in  Commun- 
ity Psychiatry;  Author,  The  Adolescent  in  Psy- 
chotherapy; Teaching  Consultant,  Arizona  State 
Hospital  Residency  Program 


Butler  Hospital 
Ray  Hall 

4:30  — 6:00  p.m. 


MEDICAL  EVENTS  CALENDAR 


Friday,  November  16,  1973 

HYPERTENSION  IN  CHILDHOOD 
John  D.  Crawford,  M.D. 

Boston,  Massachusetts 

Saturday,  November  17,  1973 

ONCOLOGY:  RECENT  ADVANCES  IN  DIAGNOSIS  AND 
TREATMENT 

Presented  by  the  Rhode  Island  Chapter  of  the 
American  College  of  Surgeons 


Wednesday,  November  21,  1973 

THROMBOSIS,  EMBOLISM,  AND  ANTICOAGULATION 
Irving  Beck,  M.D. 

Medical  Staff 
Rhode  Island  Hospital 


Wednesday,  November  28,  1973 

OSTEOPOROSIS,  GOUT,  AND  CRYSTAL  DISEASE 
Stephen  Kaplan,  M.D. 

Rheumatoloist 

Roger  Williams  Hospital 


Thursday,  November  29,  1973 

NORMAL  ADOLESCENCE 
Daniel  Offer,  M.D. 

Associate  Director,  Institute  for  Psychomatic 
and  Psychiatric  Research  and  Training;  Vice- 
Chairman,  Department  of  Psychiatry,  Michael 
Reese  Hospital  and  Medical  Center;  Associate 
Professor  of  Psychiatry,  Pritzker  School  of  Med- 
icine, University  of  Chicago;  Editor-in-Chief; 
Journal  of  Youth  and  Adolescence 


Wednesday,  December  5,  1973 

JOINT  MOTION  AND  LUBRICATION 
Rosario  Tomaselli,  M.D. 

Orthopedic  Staff 
Rhode  Island  Hospital 


Roger  Williams  Gen.  Hosp. 
Kay  Auditorium 
10:30  a.m.  to  12:00  noon 


Rhode  Island  Hospital 
George  Auditorium 
8:30  a.m.  to  12:30  p.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Rm. 
1 :00  p.m. 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1 :00  p.m. 


Butler  Hospital 
Ray  Hall 

4:30  p.m.  to  6:00  p.m. 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1 :00  p.m. 
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THE  BROWN  UNIVERSITY  MEDICAL  CURRICULUM 


At  the  present  time,  the  core  of  the  four  year 
Program  in  Medicine  at  Brown  University  is  com- 
prised of  27  subjects  and  a complement  of  elective 
time  corresponding  to  about  eight  additional 
courses.  The  subjects  included  in  the  curriculum 
were  mandated  in  part  by  a need  to  comply  with 
the  licensing  stipulations  in  various  states.  More 
significantly,  however,  they  represented  the  prod- 
uct of  earnest  deliberations  of  two  faculty-student 
committees  which  labored  for  over  six  months  in 
constructing  the  guidelines  and  building  blocks 
of  a rigorous  yet  contemporary  medical  curricu- 
lum. The  recommended  course  sequence  would,  in 
their  judgments,  develop  physicians  who  would  be 
both  scholarly  and  professionally  competent.  The 
plan  summarized  in  the  accompanying  table  has 
been  accepted  by  the  American  Medical  Associa- 
tion — - Association  of  American  Medical  Colleges 
Liaison  Committee  on  Medical  Education  and  the 
faculty  of  the  Division  of  Biological  and  Medical 
Science,  of  the  University. 

Required  Courses 

Year  I: 

Systems  physiology; 

Human  morphology  (gross  anatomy,  develop- 
mental anatomy,  histology); 

Biochemical  pharmacology; 

Medical  microbiology  and  immunology: 

General  pathology; 

Clinical  psychology; 

Medical  sociology; 

Summer:  Clinical  behavioral  Sciences: 

Clinical  methodology. 

Year  II: 

Integrated  Medical  Sciences  (Pathophysi- 
cardiology 
nephrology 


pulmonary  diseases 
hematology 
gastroenterology 
endocrinology 

human  growth  and  development 
infectious  diseases  and  parasitology 

Laboratory  medicine: 

Neurosciences  (neuroanatomy,  neurophysi- 
ology, neuropharmaoology,  neuropathology, 
neurology) . 

Year  III  and  IV: 

Mandatory  clerkships; 

Medicine 

Surgery 

Human  growth  and  development  (obstet- 
rics, neonatalogy,  pediatrics) 

Community  health 
Psychiatry 

Clinical  Clerkship  (subject  left  to  discre- 
tion of  student) 

Electives  (equal  to  about  six  months) 
additional  clinical  clerkships, 
basic  science  or  university  courses,  and/or 
research 

It  was  readily  acknowledged  by  the  planners  of 
the  curriculum  that  no  educat'onal  framework 
could  be  regarded,  for  more  than  a brief  time,  as 
satisfactory;  clearly,  the  curriculum  had  to  an- 
ticipate and  reflect  both  the  new  ways  in  which 
medical  problems  might  come  to  be  viewed,  the 
evolving  needs  and  expectations  of  the  community 
in  terms  of  health  care  systems,  and  the  ever- 
enlarging  body  of  medical  knowledge.  The  Cur- 
riculum Committee  was  therefore  made  a per- 
manent body  to  review  constantly  the  course  of 
study. 

(Continued  on  next  page) 
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It  was  also  recognized  that  compartmentaiiza- 
tion  exemplified  by  the  assignment  of  teaching 
responsibilities  to  virtually  autonomous  depart- 
ments, was  not  as  effective  a didactic  instrument 
as  carefully  designed,  integrated  teaching.  Every 
effort  was  exerted,  therefore,  to  cross  disciplinary 
lines  and  to  involve  practitioners  and  scientists  of 
many  persuasions  in  the  total  curriculum.  The 
second  year  program,  indeed,  represents  a major 
attempt  to  teach  organ  pathophysiology  by  using 
teams  of  health  scientists  and  physicians  whose 
skills  confer  greater  perspective  to  the  organ  sys- 
tems under  inquiry. 

It  is  both  unrealistic  and  educationally  inde- 
fensible to  assume  that  only  those  in  the  medical 
profession  are  capable  of  contributing  materially 
to  the  education  of  medical  students.  The  Program 
in  Medicine  gratefully  acknowledges,  as  well,  the 
meaningful  contributions  to  its  curriculum  by  the 


general  faculty  of  Brown  University.  Members  of 
various  departments,  including  sociology,  phy- 
chology,  the  chaplain's  office,  religious  studies, 
philosophy,  and  engineering  shall  or  will  partici- 
pate actively  in  courses  concerning  psychiatry, 
medical  jurisprudence,  human  growth  and  de- 
velopment, community  health,  medical  ethics, 
human  sexuality,  epidemiology,  and  orthopedic  sur- 
gery. 

Two  questions  will  require  further  discussion: 
Is  the  present  courlse  of  study  likely  to  produce 
specialists,  generalists,  or  both?  Will  the  student 
be  technically  competent  to  enter  the  first  year 
of  residency  without  internship  experience?  The 
answers  to  these  may  only  be  determined  with  the 
passage  of  time. 

Stanley  M.  Aronson,  m.d. 

Dean  of  Medical  Affairs 


COVER 

(Concluded  from  page  390) 

incorporators  met  on  March  15,  1873,  and  named  a Board  of  Trustees,  who  elected  Henry  Ledyard 
as  their  President. 

Under  the  leadership  of  Mr.  Ledyard  a wooden  structure  was  built  on  Friendship  Street  that 
housed  twelve  beds  for  patients.  The  building  lot,  hospital  and  furnishings  cost  $ 1 7,000. 

A medical  board  of  doctors  was  chosen,  composed  of:  Doctor  David  King,  Jr.,  Consulting  Phy- 
sician; Doctor  E.S.F.  Arnold,  Consulting  Surgeon;  Doctor  Henry  E.  Turner;  Doctor  Austin  L.  Sands; 
Doctor  William  Hunter  Brickhead;  and  Doctor  George  Engs(  who  served  the  Hospital  and  the  Com- 
munity without  pay. 

The  first  patient  was  received  in  the  new  hospital  on  November  22,  1873. 

One  hundred  years  later,  the  Newport  Hospital  is  housed  in  a structure  containing  225  beds 
worth  more  than  $15,000,000.  A medical  staff  of  55  doctors  represents  capability  in  almost  every 
field  of  medicine.  Although  statistics  showing  a century  of  growth  are  impressive,  the  Hospital  re- 
mains a community  project,  attuned  to  the  needs  of  the  community. 

The  Centennial  Year  of  1973  was  marked  by  two  events  that  indicated  the  Hospital's  ability  to 
respond  appropriately  to  the  beginning  of  its  second  century:  the  inauguration  of  a Nuclear  Medi- 
cine Department  with  a modern  radioisotope  laboratory  and  the  opening  of  the  first  comprehensive 
Community  Mental  Health  Center  in  the  state  of  Rhode  Island. 

The  Newport  Hospital  will  pause  briefly  in  October  and  November  of  1973  to  honor  its  found- 
ing, then  continue  with  its  work  of  caring  for  the  ills  of  the  people  whom  it  serves. 


PHYSICIAN  PAGING  AT  PROVIDENCE  CIVIC  CENTER 

Providence  Civic  Center  officials  ask  physicians  to  register  at  the 
box  office  when  they  are  on  call  or  expecting  a call  when  attending 
events  at  the  Center.  By  registering  at  the  box  office  with  name  and 
seat  location,  the  doctor  will  then  be  located  and  notified  by  an  usher- 
ette of  the  call. 
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Peripatetics 

ROBERT  V.  LEWIS,  Immediate  Past  Presi- 
dent of  the  Society,  and  TIM  NORBECK,  Execu- 
tive Secretary,  recently  attended  a meeting  on 
PAS-MAP  (Professional  Activities  Study-Medical 

Audit  Program)  in  Hartford,  Connecticut. 

* * * 

MISS  MARY  MARTIN,  Membership  Secretary 

for  the  Society,  was  recently  married  to  Mr.  Law- 
rence Sciarra.  The  couple  will  make  their  home 
in  Warwick.  Mrs.  Sciarra  will  continue  her  associa- 
tion with  the  Society. 

* * * 

.ALAN  R.  G.  WALLACE  was  recently  sworn  in 
as  a new  appointee  of  an  expanded  Governor’s 
Permanent  Council  on  Drug  Abuse  Control.  Doc- 
tor Wallace,  a member  of  the  Medical  Society's 
Committee  on  Drug  Abuse,  is  the  Society’s  dele- 
gate to  the  Governor’s  Council. 

* * * 

PETER  P.  REILLY  has  been  named  executive 
director  of  the  Providence  Child  Guidance  Clinic. 
He  is  a former  director  of  the  Blue  Hills  Program 
in  Boston,  affiliated  with  the  Boston  Juvenile 
Court. 

* * * 

HENRY  S.  M.  UHL,  former  Director  of  Pro- 
fessional Affairs  at  St.  Joseph’s  Hospital  and 
Chairman  of  the  Society’s  Committee  on  Continu- 
ing Medical  Education,  has  accepted  a new  posi- 
tion. as  Director  and  Coordinator  of  Education 
at  the  University  of  North  Carolina  School  of 
Medicine  at  Asheville.  Doctor  Uhl  will  also  hold 
the  title  of  Clinical  Professor  of  Medicine  at  the 
North  Carolina  Medical  School.  HOWARD  S. 
BROWNE,  JR.  is  the  chairman  of  the  Society’s 

Continuing  Medical  Education  Committee. 

* * * 

DAVID  J.  KASS  has  been  named  to  the  active 
staff.  Division  of  Psychiatry  of  The  Miriam  Hos- 
pital. Doctor  Kass  will  work  part  time  at  The 
Miriam  Hospital  and  part  time  at  Butler  Hospital. 
* * * 

JACK  M.  MONCHIK  has  been  named  Assistant 
Sureeon,  Department  of  Surgery,  at  the  Rhode 
Island  Hospital.  Doctor  Monchik  will  work  with 
Dr.  Horace  Martin  in  setting  up  parathormone 
assay  techniques  in  the  Department  of  Pathology 
( Biochemistry).  As  Assistant  Surgeon,  Part  Time 
Voluntary,  Doctor  Monchik  was  assigned  to  the 
Second  Surgical  Service  and  he  will  assume  duties 


as  Assistant  Surgeon  as  determined  by  the  Chief 
of  Service. 

HAROLD  G.  CALDER  celebrated  his  92nd 
birthday  in  August  and  has  accepted  an  invitation 
from  Mrs.  Helen  Dejong,  Society  Librarian,  to  con- 
tinue his  excellent  book  reviews  in  the  Journal. 

* * * 

ROBERT  V.  LEWIS  has  accepted  an  invita- 
tion to  serve  on  the  Brown  University  Graduate 
Medical  Education  Council. 

^ ^ 
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Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 
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RED  BLOOD  COUNT 
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tlophins  iljeJiccif  eJ.aloratorij 

335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


Book  Reviews 

CURRENT  DIAGNOSIS  AND  TREATMENT  by 
Marcus  A.  Krupp,  Milton  J.  Chatton,  and  Asso- 
ciate Authors.  1972  Revision.  Los  Altos,  Cali- 
fornia, Lange  Medical  Publications,  1972.  $11.00. 
A compendium  of  considerable  value  as  a quick 
review  to  students  and  house  officers,  it  is  also 
useful  to  the  practicing  physician  as  a quick  refer- 
ence source.  The  material  is  given  succinctly  in 
thirty  chapters  covering  the  spectrum  of  medical 
diagnosis  and  treatment,  each  chapter  with  useful 
selected  references.  Additional  material  on  Immun- 
izations, travel,  desensitization,  resuscitation,  and 
normal  values  are  given  in  the  appendix. 

The  thirty-six  authors  have  updated  their  mater- 
ial and  references,  and  the  presentation  is  quite 
readable.  Although  I have  had  objections  to  books 
of  this  type,  I have  found  it  very  helpful.  Included 
are  many  useful  tables  reprinted  from  other  sources 
such  as  table  18  “Most  common  laboratory  findings 
in  diseases  associated  with  hypercalcemia.” 

A.  Saltzman,  M.D. 
HERITABLE  DISORDERS  OF  CONNECTIVE 
TISSUE  by  Victor  A.  McKusick.  Fourth  Edi- 
tion. Saint  Louis,  The  C.  V.  Mosby  Company, 
1972.  $32.50. 

This  fourth  edition  is,  as  were  the  previous  ones, 
a mine  of  information  on  genetics,  connective  tis- 
sue disorders,  and  dermatologic  rarities.  As  an 
example,  there  are  623  complete  bibliographic  quo- 
tations for  the  Marfan  syndrome  297  for  the  Ehl- 
ers-Danos  syndrome,  and  202  for  Pseudo  anthoma 
elasticum.  This  should  be  of  interest  to  the  invest- 
igator as  wrell  as  to  the  clinician  in  all  branches  of 
medicine.  In  particular  the  dermatologist  should 
find  ample  inspiration  in  the  chapters  on  Ehlers- 
sDanlos  syndrome.  Cutis  laxa.  Alkaptonur  a.  and 
Pseudoxanthoma  elasticum. 

Terminology  is  still  far  from  settled.  I am  glad 
it  is  recognized  that  cutis  hvperelastica  is  not  a 
synonym  of  Ehlers-Danlos  syndrome.  Perhaps  the 
future  will  find  a satisfactory  term  for  Cutis  laxa. 

Morquio  (p.  583)  was  born  Luigi  Morchio  in 
Geno,  Italy. The  Kinky  Hair  syndrome  (p.  720) 
seems  a strange  title  when  the  hairs  are  shown 
twdsted  and  not  kinky.  The  Transverse  Chest  Ke- 
loid (p.  726)  is  considered  hereditary  and  not 
traumatic.  Xo  dermatological  patient  with  chest 
keloid  ever  admits  a trauma,  as  the  squeezing  of  a 
pimple  is  not  considered  to  be  one. 

The  author  and  the  publisher  are  to  be  highly 
congratulated.  - F.  Ronchese,  M.D. 
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" When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma.1'* 

Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 
ment. 2.  Palliation  of  androgen-responsive 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1 , but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 
sive sexual  stimulation,  oligospermia,  reduced 


ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  j-3262-4  med  b-6-s  (mah) 

*Cecil-Loeb.  Textbook  of  Medicine,  Vol.  II,  ed.  13. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Philadelphia, 
W.  B.  Saunders  Cc.,  1971,  p.  1816. 
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Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 


In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician's  of- 
fice or  clinic.” 

’For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'TVademark  of  Merck  & Co..  I nc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M M R)  have  been  reported. 

Moderate  fever  (10H02.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M -M  R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  wdlh  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDm  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID™  of 
mumps  virus  vaccine,  live,  and  1,000  TCID;o  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5/s"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 

MERCK 

SHARFk 

DOHME 


Books  Received  For  Review 


The  Editor  acknowledges  the  receipt  of  the  fol- 
lowing books  and  thanks  the  publishers  for  send- 
ing them.  We  shall  have  as  many  as  possible 
reviewed.  However,  whether  reviewed  or  not,  the 
volumes  are  greatly  appreciated  and  will  be  added 
to  the  Library's  collection  where  they  will  be 
available  to  readers. 

HANDBOOK  OF  MEDICAL  TREATMENT. 
Edited  by  Milton  J.  Chatton.  Thirteenth  Edi- 
tion. Los  Altos,  Lange  Medical  Publications. 

1972.  $6.50 

CORRELATIVE  N EURO  AN  ATOMY  & FUNC- 
TIONAL NEUROLOGY  by  Joseph  G.  Chusid. 
Fifteenth  Edition.  Los  Altos,  Lange  Medical 
Publications,  1973  $8.50 

REVIEW  OF  MEDICAL  PHYSIOLOGY  by  Wil- 
liam. F.  Ganong.  Siixth  Edition.  Los  Altos, 
Lange  Medical  Publications,  1973.  $9.00 

PRINCIPLES  OF  CLINICAL  ELECTROCAR- 
DIOGRAPHY by  Mervin  J.  Poldman.  Eighth 
Edition.  Los  Altos,  Lange  Medical  Publications. 

1973.  $8.00 

REVIEW  OF  PHYSIOLOGICAL  CHEMISTRY 
by  Harold  A.  Harper.  Fourteenth  Edition.  Los 
Altos,  Lange  Medical  Publications,  1973  $8.50 

REVIEW  OF  MEDICAL  MICROBIOLOGY  by 
Ernest  Jawetz,  Joseph  L.  Melnick,  Edward  A. 
Ad  el  berg.  Tenth  Edition.  Los  Altos,  Lange 
Medical  Publications,  1972.  $8.00 

CURRENT  DIAGNOSIS  & TREATMENT  by 
Marcus  A.  Krupp,  Milton  J.  Chatton,  and  As- 
sociate Authors,  os  Altos,  Lange  Medical  Pub- 
lications, 1973.  $12.00 

SYNOPSIS  OF  SURGERY  by  Richard  U.  Liechty 
and  Robert  T.  Soper.  Second  Edition.  Saint 
Louis,  The  C.  V.  Mosby  Company,  1972.  $5.50 

REVIEW  OF  MEDICAL  PHARMACOLOGY  by 
Frederick  H.  Meyers,  Ernest  Jawetz,  and  Alan 
Coldfien.  Third  Edition.  Los  Altos,  Lange 
Medical  Publications,  1972.  $8.50 

HANDBOOK  OF  PEDIATRICS  by  Henry  K.  Sil- 
ver, C.  Henry  Kempe,  and  Henry  B.  Bruyn. 
Tenth  Edition.  Los  Altos,  Lange  Medical  Pub- 
lications, 1973.  $6.50 

BLOOD  DISEASES  OF  INFANCY  AND 
CHILDHOOD  by  Carl  H.  Smith.  With  the  edi- 
torial assistance  of  Denis  R.  Miller.  Third  Edi- 
tion. Saint  Louis,  The  C.  V.  Mosby  Company, 
1972.  $29.75 

SURGERY  IN  WORLD  WAR  II.  Orthopedic 
Surgery  in  the  Zone  of  Interior  by  the  Medical 


Department,  United  States  Army.  Washington, 
Office  of  the  Surgeon  General,  1970.  U.S.  Gov- 
ernment Printing  Office,  $12.25 
A DECADE  OF  PROGRESS.  The  United  States 
Army  Medical  Department  1959-1969.  Editor 
for  A Decade  of  Progress,  Rose  C.  Engelman, 
Ph.D.  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  Washington,  D.C.,  1971.  U.S. 
Government  Printing  Office,  $2.25 
MEDICAL  SPECIALTY  TERMINOLOGY.  Vol- 
ume Two:  X-Ray  and  Nuclear  Medicine  by 
Clara  Gene  Young  and  Joseph  J.  Likos.  Saint 
Louis,  The  C.  V.  Mosby  Company,  1972. 
Many  of  the  Library  patrons  are  laymen  and 
request  books  written  in  language  they  can  under- 
stand. We  have  received  the  following  volumes 
from  publishers  specializing  in  “popular”  mate- 
rial. Most  of  the  authors  are  physicians  or  scien- 
tists in  fields  relating  to  medicine: 

STANDARD  FIRST  AID  AND  PERSONAL 
SAFETY.  Prepared  by  The  American  National 
Red  Cross  for  the  Instruction  of  First  Aid 
Classes.  Garden  City,  Doubledav  & Company, 
Inc.,  1973.  $3.50  hardbound;  $1.95  paperback. 

(Concluded  on  page  436) 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plant. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Int.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


October, 1973 
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Rhode  Island  Medical  Political  Action  Committee 

1973 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• RIMPAC  is  the  political  voice  of  Rhode  Island  State  medicine 

• RIMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• RIMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 


• RIMPAC  strength  is  in  proportion  to  its  dollars  and  membership 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is  (or  wiil  be)  available  for 
purchase  from  the  Superintendent  of  Documents,  U.S.  Government  Printing  Office,  Washington, 
D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

RIMPAC,  106  Francis  St.,  Providence,  R.  I. 

(please,  no  "Professional  Corporation"  checks) 


Name 


Address 

City 

Zip  Code 

Sustaining  Member  

$100 

Active  Member  

$ 20 

(Contribution 

includes  membership  in  AMPAC) 
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Rhode  Island  Medical  Journai 


Banana-Flavored  DonnagelPG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel®  PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


Donnagel  PG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g 

Pectin 142.8  mg 

Hyoscyamine  sulfate 0 1037  mg 

Atropine  sulfate 0 0194  mg 

Hyoscine  hydrobromide 0.0065  mg 

Powdered  opium,  USP 24.0  mg 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


/I'H'pOBINS 


Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows.  Inc 


A H Robins  Company,  Richmond,  Virginia  23220 


■ ■ 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  S 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


I:t  the  Robitussin® 

■ ir-Tract”  Formulation 


|ds  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 


AH'[^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


S&eey 


Additional  information  available 
to  the  profession  on  request 

Eli  Lilly  and  Coftipany  • Indianapolis,  Indiana  46206 


'DU4  QOS 
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Peer  Review:  A Comprehensive  Appraisal 


Proposal  Provides  A Comprehensive 
Plan  For  Coordinated  Peer  Review 
Throughout  State  Utilizing  Currently 
Available  Resources 


By  Seebert  J.  Goldowsky,  M.D. 

We  shall  attempt  to  define  the  roles  of  the  vari- 
ous organizations  that  are  either  involved  in  or 
have  an  interest  in  some  aspect  of  Peer  Review. 
After  identifying  their  respective  potentialities,  re- 
sponsibilities, or  obligations  under  the  law,  sug- 
gestions will  be  made  as  to  how  these  activities 
may  be  coordinated.  The  entities  to  which  consid- 
eration must  be  given  are  the  Rhode  Island  Medi- 
cal Society,  the  Hospital  Association  of  Rhode 
Island  (HARI),  Rhode  Island  Blue  Cross  and 
Blue  Shield,  and  a prospective  Professional 
Standards  Review  Organization  (PSRO)  to  be 
organized  under  the  Bennett  Amendment  of  HRl 
(PL  92-603).  An  additional  important  element 
comprises  the  data  bank  provided  by  the  Com- 
mission on  Professional  and  Hospital  Activities 
(CPHA)  and  its  Professional  Activity  Study 
(PAS)  and  Medical  Audit  Program  (MAP). 

RESOURCES  AVAILABLE 

The  Rhode  Island  Medical  Society  has  a com- 
prehensive Peer  Review  program,  which,  although 

SEEBERT  J.  GOLDOWSKY,  M.D.,  of  Provi- 
dence, Rhode  Island,  Editor  in  Chief,  Rhodt  Is- 
land Medical  Journal;  Medical  Director,  Rhode 
Island  Blue  Cross-Blue  Shield. 

Presented  at  meeting  of  the  Rhode  Island  Medical 
Economics  Council  on  November  14,  1972.  On  March 
7,  1973,  the  Rhode  Island  Professional  Service  Re- 
view Organization,  Inc.  (R.I.  PSRO,  Inc.)  received 
a state  charter. 


relatively  new,  appears  to  be  working  quite  well. 
This  consists  of  the  State  Peer  Review  Commit- 
tee, which  has  overall  management  of  the  program; 
District  Society  Peer  Review  Committees;  and 
Specialty  Peer  Review  Committees  nominated  by 
the  various  specialty  societies.  The  State  Peer  Re- 
view Committee  is  responsible  for  the  delegation 
or  processing  of  all  inquiries  or  studies.  It  receives 
all  questions  and  promulgates  all  decisions  or 
recommendations. 

The  individual  hospitals  operate  the  conven- 
tional Peer  Review  procedures  through  the  usual 
Committees,  such  as  Medical  Records,  Tissue,  Cre- 
dentials, and  Executive.  More  pertinent  to  the 
present  problem  are  the  Utilization  Review  and 
Medical  Audit  or  Appraisal  Committees.  All  hos- 
pitals in  Rhode  Island  operate  Utilization  Review 
Committees,  as  required  by  Federal  regulations 
under  Medicare,  Medicaid,  and  the  Federal  Em- 
ployees Program  (FEP).  A very  few  have  initiated 
Medical  Audit  or  Appraisal  Programs  under  PAS- 
MAP.  All  hospitals  subscribe  to  the  full  PAS- 
MAP  programs.  HARI  receives  all  PAS-MAP 
Summary  Reports  under  agreement  with  the  indi- 
vidual hospitals.  Most  of  this  material  is  merely 
stored,  not  used.  Periodically  HARI  publishes  a 
Comparative  Length  of  Stay  (LOS)  study  based 
upon  the  quarterly  LOS  packages  for  all  hospitals, 
which  it  receives  regularly  from  CPHA.  These 
have  proved  to  be  very  revealing  and  useful,  but 
(Continued  on  next  page) 
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this  is  certainly  minimal  usage  of  the  vast  amount 
of  data  accumulated. 

Blue  Cross  and  Blue  Shield  have  very  significant 
amounts  of  material  in  their  data  bank.  Much  of 
the  information  necessary  for  Peer  Review,  how- 
ever, is  not  available  from  this  source  because  the 
computers  were  not  programmed  for  retrieval  of 
that  type  of  data.  In  some  respects  studies  were 
possible  previously  under  manual  operation  which 
are  not  now  possible  with  the  computers.  Such 
studies,  however,  were  always  laborious. 

Blue  Shield  has  recently  contracted  for,  and  is 
receiving,  a Utilization  Review  Program  making 
possible  certain  studies  of  patterns  of  care  and 
the  establishment  of  criteria  of  care  on  a com- 
parative basis.  We  are  informed  that  these  data, 
applicable  currently  only  to  Medicare  Part  B,  will 
soon  be  available  for  all  Blue  Shield  business. 
These  studies  are  addressed  primarily  to  ambula- 
tory and  office  care  by  physicians. 

RECENT  NATIONAL  DEVELOPMENTS 

The  interest  nationally  in  Peer  Review  has  re- 
sulted in  multicentric  developments.  The  AMA 
some  time  back  held  a national  conference  on  Peer 
Review  and  has  devoted  several  symposia  to  the 
subject.  Pursuant  to  this  activity  it  has  published 
and  disseminated  a Peer  Review  Manual  which 
is  directed  primarily  to  the  establishment  of  Peer 
Review  Committees  by  medical  societies. 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  in  the  Fall  of  1971  circulated  its 
latest  Standards  on  Medical  Care  Evaluation  and 
Utilization  Review.  In  addition  to  requiring  what 
might  be  termed  the  Conventional  Utilization  Re- 
view Activities,  it  established  standards  for  a 
“continuing,  objective,  and  corrective  analysis  of 
clinical  work.”  These  are  in  part  as  follows: 

• Develop  working  norms,  with  respect  to  length 
of  stay,  patient  history,  physical  examination, 
laboratory,  and  radiologic  findings,  as  well  as 
consultant  utilization.  The  existence  of  such 
norms  will  serve  to  permit  the  careful  analysis 
of  variations  from  usual  practice,  and  will 
facilitate  the  rational  assessment  of  justifica- 
tion for  them. 

• Establish  an  efficient  method  of  reviewing  all, 
or  an  equitable  and  representative  sample  of 
all,  clinical  work  done  in  a reasonable  brief 
expanse  of  time.  The  standards  of  the  Joint 
Commission  require  that  this  be  done  at  least 
monthly. 


• Develop  or  identify  criteria  for  the  evalua- 
tion of  medical  care,  based  upon  community, 
regional,  and  national  experience,  against 
which  to  measure  the  quantitative  analysis  of 
this  hospital’s  clinical  work  load.  Does  the 
analysis  show  any  substantial  divergence  from 
norms,  with  respect  to  variations  in  the  case 
load?  Are  there  justifiable  reasons  for  this, 
such  as  the  presence  of  special  skills,  special 
equipment,  or  differences  in  population 
served? 

• Conduct  medical  care  evaluation  on  a con- 
tinuing basis,  in  such  a manner  that  all  of  the 
usual  clinical  variants  are  reviewed  and  the 
self-determined  criterion  base  is  broadened 
and  deepened. 

The  American  Hospital  Association  (AHA)  has 
recently  recommended  the  adoption  of  a Quality 
Assurance  Program  (QAP).  The  QAP  consists  of 
a Medical  Audit  Program  and  a Utilization  Re- 
view Program.  The  QAP  manual  states  with  refer- 
ence to  Medical  Audit:  “Data  collection  and  rec- 
ord analysis  are  the  essentials  . . . ,”  and  con- 
tinues, “The  hospital  should  provide  a computer- 
ized data  service  for  this  purpose  ....  Those  hos- 
pitals already  using  a particular  service  or  system 
will  wish  to  adapt  their  existing  system  to  this 
quality  assurance  program.”  PAS-MAP  is  men- 
tioned as  one  of  the  available  and  suitable  data 
collection  and  retrieval  systems. 

The  Council  on  Medical  Service  of  the  AMA 
in  a report  to  its  1972  Clinical  Session  recognizes 
Medical  Audit  as  a function  of  the  hospital  medical 
staff  and  recommends:  "That  the  AMA  continue 
to  urge  insurance  companies,  Blue  Shield  and  Blue 
Cross  Plans,  public  agencies,  computer  services, 
and  others  concerned  with  the  design  and  admin- 
istration of  health  care  financing  programs  to  or- 
ganize their  statistical  data  and  experience  and 
make  them  available  to  peer  review  bodies  for 
their  use.” 

Matters  have  been  more  or  less  brought  to  a 
head  by  the  passage  of  HR  1 with  the  attached 
Bennett  Amendment  (PSRO).  The  Amendment 
provides  that  a qualified  PSRO  for  any  “appro- 
priate area”  shall  be  defined  as  follows: 

• The  term  “qualified  organization”  means  ( 1 ) 
when  used  in  connection  with  any  area  (a) 
an  organization  (i)  which  is  a non-profit  pro- 
fessional association,  or  a component  organi- 
zation, (ii)  which  is  composed  of  licensed 
doctors  of  medicine  or  surgery  in  the  area, 
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(iii)  the  membership  of  which  includes  a sub- 
stantial proportion  of  all  these  physicians  in 
the  area,  (iv)  which  is  organized  in  a manner 
which  makes  available  professional  compe- 
tence to  review  health  care  services  of  the 
types  and  kinds  with  respect  to  which  PSRO's 
have  review  responsibilities  under  this  pro- 
gram, (v)  the  membership  of  which  is  volun- 
tary and  open  to  all  doctors  of  medicine  or 
osteopathy  licensed  to  engage  in  the  prac- 
tice of  medicine  or  surgery  in  the  area  with- 
out requirement  of  membership  in  or  payment 
of  dues  to  any  organized  medical  society  or 
association,  and  (vi)  which  does  not  restrict 
the  eligibility  of  any  member  for  service  as 
an  officer  of  the  PSRO  or  eligibility  for  and 
assignment  to  duties  of  the  PSRO,  or,  subject 
to  following  provisions  relating  to  time  for 
eligibility,  (b)  another  public,  non-profit  pri- 
vate, or  other  agency  or  organization,  which 
the  Secretary  determines,  in  accordance  with 
criteria  prescribed  by  him  in  regulations,  to 
be  o.  professional  competence  and  otherwise 
suitalle;  and  (2)  an  organization  which  the 
Secretary,  on  the  basis  of  his  examination 
and  evaluation  of  a formal  plan  submitted  to 
him  by  the  association,  agency,  or  organiza- 
tion, as  well  as  on  the  basis  of  other  relevant 
data  and  information,  finds  to  be  willing  to 
perform  and  capable  of  performing,  in  an  ef- 
fective, timely,  and  objective  manner  and  at 
reasonable  cost,  the  duties,  functions,  and  ac- 
tivities of  a PSRO  required  by  this  program. 
Among  its  functions  will  be  the  following: 

• Each  PSRO  will,  in  accordance  with  regula- 
tions of  the  Secretary,  determine  and  publish, 
from  time  to  time,  the  types  and  kinds  of 
cases,  whether  by  type  of  health  care  or  diag- 
nosis involved,  or  whether  in  terms  of  other 
relevant  criteria  relating  to  the  provision  of 
health  care  services,  with  respect  to  which 
the  organization  will,  in  order  most  effectively 
to  carry  out  the  purpose  of  this  program, 
exercise  the  above  pre-admission  approval  au- 
thority. 

• Each  PSRO  will  be  responsible  for  the  ar- 
ranging for  the  maintenance  of  and  regular 
reciew  of  profiles  of  care  and  services  received 
and  provided  with  respect  to  patients,  utilizing 
to  the  greatest  extent  practicable  in  these 
patient  profiles,  methods  of  coding  which 
provide  maximum  confidentiality  as  to  patient 


identity  and  assure  objective  evaluation  con- 
sistent with  the  purposes  of  this  program. 
Profiles  also  will  be  regularly  reviewed  on  an 
ongoing  basis  with  respect  to  each  health  care 
practitioner  and  provider  to  determine 
whether  the  care  and  services  ordered  or  ren- 
dered are  consistent  with  the  above  criteria. 

The  PSRO  will  have  “responsibility  for  the  re- 
view of  the  professional  activities  ...  of  physi- 
cians and  other  health  care  practitioners  and  in- 
stitutional and  noninstitutional  providers  of  health 
care  services.”  The  PSRO  may  rely  upon  the  in- 
stitutional review  committees  if  in  its  judgment 
they  conform  to  the  standards  established  by  the 
PSRO: 

• Each  PSRO  will  utilize  the  services  of,  and 
accept  the  findings  of,  the  review  committees 
of  a hospital  or  other  operating  health  care 
facility  or  organization  located  in  the  area 
served  by  the  organization,  but  only  when 
and  only  to  the  extent  and  only  for  the  time 
that  the  committees  in  the  hospital  or  other 
operating  health  care  facility  or  organization 
have  demonstrated  to  the  satisfaction  of  the 
organization  their  capacity  effectively  and  in 
timely  fashion  to  review  activities  in  the  hos- 
pital or  other  operating  health  care  facility 
or  organization  including  the  medical  neces- 
sity of  admissions  types  and  extent  of  services 
ordered,  and  lengths  of  stay,  so  as  to  aid  in 
accomplishing  the  purposes  and  responsibili- 
ties of  the  PSRO,  except  where  the  Secretary 
disapproves,  for  good  cause,  this  acceptance. 

The  PSRO  will  establish  norms  of  health  care 
for  various  illnesses  or  health  conditions  and  util- 
ize them  as  follows: 

• Each  PSRO  will  apply  professionally  devel- 
oped norms  of  care,  diagnosis,  and  treatment 
based  upon  typical  patterns  of  practice  in  its 
regions  (including  typical  lengths-of-stay  for 
institutional  care  by  age  and  diagnosis)  as 
principal  points  of  evaluation  and  review.  The 
National  Professional  Standards  Review  Coun- 
cil and  the  Secretary  will  provide  the  technical 
assistance  to  the  organization  which  will  be 
helpful  in  utilizing  and  applying  these  norms 
of  care,  diagnosis,  and  treatment.  Where  the 
actual  norms  of  care,  diagnosis,  and  treat- 
ment in  a PSRO  area  are  significantly  dif- 
ferent from  professionally  developed  regional 
norms  of  care,  diagnosis,  and  treatment  ap- 
proved for  comparable  conditions,  the  PSRO 
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concerned  would  be  so  informed.  In  the  event 
that  appropriate  consultation  and  discussion 
indicate  reasonable  basis  for  usage  of  other 
norms  in  the  area  concerned,  the  PSRO  can 
apply  those  norms  in  the  area  as  are  approved 
by  the  Xational  Professional  Standards  Re- 
view Council. 

• The  norms  with  respect  to  treatment  for  par- 
ticular illnesses  or  health  conditions  will  in- 
clude ( 1 ) the  types  and  extent  of  the  health 
care  services  which,  taking  into  account  dif- 
fering, but  acceptable,  modes  of  treatment 
and  methods  of  organizing  delivering  care, 
are  considered  within  the  range  of  appropriate 
diagnosis  and  treatment  of  the  illness  or 
health  condition,  consistent  with  profession- 
ally recognized  and  accepted  patterns  of  care; 
(2)  the  type  of  health  care  facility  which  is 
considered  consistent  with  these  standards, 
to  be  the  type  in  which  health  care  services 
which  are  medically  appropriate  for  the  ill- 
ness or  condition  can  most  economically  be 
provided. 

• The  Xational  Professional  Standards  Review- 
Council  will  provide  for  the  preparation  and 
distribution,  to  each  PSRO  and  to  each  other 
agency  or  person  performing  review  functions 
with  respect  to  the  provision  of  health  care 
services  under  the  Social  Security  Act,  of 
appropriate  materials  indicating  the  regional 
norms  to  be  utilized.  This  data  concerning 
norms  will  be  reviewed  and  revised  from  time 
to  time.  The  approval  of  the  Xational  Pro- 
fessional Standards  Review  Council  of  norms 
of  care,  diagnosis,  and  treatment  will  be  based 
on  its  analysis  of  appropriate  and  adequate 
data. 

® Each  review  organization,  agency,  or  person 
will  utilize  the  norms  as  a principal  point  of 
evaluation  and  review  for  determining,  with 
respect  to  any  health  care  services  which  have 
been  or  are  proposed  to  be  provided,  whether 
the  care  and  services  are  consistent  with  the 
criteria  specified  under  this  amendment. 

The  roles  of  fiscal  intermediaries  and  Blue  Cross 
and  Blue  Shield  are  envisioned  in  the  following 
provisions  of  the  Amendment: 

® The  Secretary,  by  regulations,  will  provide  for 
the  correlation  of  activities,  the  interchange  of 
data  and  information,  and  other  cooperation 
consistent  with  economical,  efficient,  co- 
ordinated and  comprehensive  implementation 
of  this  program,  including,  but  not  limited  to, 

408 


usage  of  existing  mechanical  and  other  data- 
gathering  capacity,  between  and  among  (a) 
( 1 ) agencies  and  organizations  which  are  par- 
ties to  agreements  entered  into  under  Part  A 
of  medicare,  (2)  carriers  which  are  parties 
to  contracts  entered  into  under  Part  B of 
medicare,  and  (3)  any  other  public  or  private 
agency,  other  than  a PSRO,  having  review 
or  control  functions,  or  proven  relevant  data- 
gathering  procedures  and  experience,  and  (b) 
PSROs,  as  necessary  or  appropriate  for  the 
effective  administration  of  medicare  or  state 
plans  approved  under  the  Social  Security 
Act. 

Concern  has  been  expressed  regarding  the  re- 
imbursement of  oosts  if  Blue  Cross  and  Blue 
Shield  should  become  involved  in  these  activities. 
The  following  provision  appears  to  allay  this  fear 
at  least  in  respect  to  Federal  programs: 

• Expenses  incurred  in  the  administration  of 
this  program  will  be  payable  from  (1)  funds 
in  the  Federal  Hospital  Insurance  Trust 
Fund;  (2)  funds  in  the  Federal  Supplemen- 
tary Medical  Trust  Fund;  and  (3)  funds 
appropriated  to  carry  out  the  health  care  pro- 
visions of  the  several  titles  of  the  Social  Se- 
curity Act;  in  such  amounts  from  each  of  the 
above  sources  of  funds  as  the  Secretary  deems 
to  be  fair  and  equitable  after  taking  into  con- 
sideration the  costs  attributable  to  the  ad- 
ministration of  this  program  with  respect  to 
each  of  the  plans  and  programs. 

COORDINATION  OF  PROGRAMS 

The  hospital  aspect  of  Peer  Review  is  partially 
implemented  by  the  present  Utilization  Review- 
Committees.  The  Medical  Audit  aspect  is  opera- 
tive in  a few  hospitals  and  under  development  in 
a few  others.  The  implementation  of  effective 
Medical  Audit  using  PAS-MAP  in  all  hospitals 
would  fulfill  their  obligations  under  the  Bennett 
Amendment  (PSRO). 

The  Rhode  Island  Medical  Society  is  currently 
exploring  its  role  in  establishing  a statewide  PSRO. 
Presumably  this  will  be  accomplished  through  a 
sponsored  non-profit  corporation  having  lay  (con- 
sumer) and  Osteopathic  representation  on  its 
board  and  Osteopathic  representation  on  its  com- 
mittees.* Presumably  it  would  take  over  the  func- 

*Present  plans  call  for  an  all  physician  Board  of 
Directors  including  osteopaths  and  an  Advisory 
Council  on  which  laymen  would  serve. 

(Concluded  on  page  435) 
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Oral  Hypoglycemic  Agents:  The  Pharmacological 
Basis  Of  Their  Clinical  Use 


Agents  Are  Useful , But  Caution  Is  Indi- 
cated In  Long  Term  Use 


By  Frank  Davidoff,  M.D. 

In  this  period  when  new  drugs  and  new  infor- 
mation about  old  drugs  are  being  introduced  with 
dizzying  speed,  it  may  be  well  to  bring  our  his- 
torical perspective  of  oral  hypoglycemic  agents 
up  to  date.1  From  before  the  discovery  of  insulin 
the  search  for  an  anti-dialbetic  pill  had  led  to  the 
study  of  guanidine,  and  soon  thereafter  to  the 
clinical  use  of  the  synthalins,  decamethylene,  and 
dodecamethylene  diguanide*.  Their  development 
included  a large  measure  of  serendipity:  investi- 
gations in  the  early  1900s  into  the  mechanism  of 
the  newly-discovered  tetany  resulting  from  para- 
thyroidectomy revealed  both  hypoglycemia  and  in- 
creased levels  of  “guanidine”  in  plasma2.  In  retro- 
spect both  observations  were  probably  artifactual, 
but  they  led  at  the  time  to  the  conviction  that 
guanidine  compounds  were  causally  related  to  the 
hypoglycemia  and  might,  therefore,  be  useful  as 
hypoglycemic  agents;  hence  a wide  variety  of 
guanidine  derivatives  were  examined  for  hypo- 
’glycemic  activity3.  The  synthalins  were  fairly 
widely  used  clinically  until  the  introduction  of 

*Note:  Diguanide  is  the  correct  chemical  nomen- 
clature of  a compound  containing  two  monoguani- 
dine groups  separated  by  an  alkyl  group,  while 
biguanide  refers  to  two  condensed  monoguanides 
sharing  a common  nitrogen. 

DAVID  DAVIDOFF,  M.D.,  of  Boston,  Massa- 
chusetts, Associate  Professor  of  Medicine,  Harvard 
Medical  School  and  Beth  Israel  Hospital,  Boston 
Massachusetts.  02215 


insulin,  but  their  rather  extensive  toxicity,  mostly 
renal  and  hepatic,  caused  them  to  drop  quickly 
from  view  until  the  studies  of  biguanides  in  the 
mid-1950s  led  to  the  reintroduction  of  compounds 
of  this  type4.  It  may  also  be  worth  noting  that 
the  screening  assay  for  development  of  antidia- 
betic” compounds  was  predominantly  their  ability 
to  lower  blood  sugar  in  normal  animals.  Since  the 
blood  sugar  level  is  responsive  to  a tremendous 
array  of  controlling  factors,  and  hyperglycemia  is 
only  one  abnormality  among  many  in  the  syn- 
drome of  human  diabetes,  perhaps  not  even  a 
central  one,  it  is  perhaps  not  surprising  that  the 
oral  antidiabetic  agents  developed  according  to 
the  simple  criterion  of  blood  sugar  lowering  activity 
may  be  incompletely  effective  in  control  of  the 
disease. 

Discovery  of  the  sulfonylureas  again  involved 
a dose  of  serendipity:  during  clinical  trials  in 
France  of  a series  of  sulfonamide-related  com- 
pounds for  antibacterial  activity,  several  cachectic 
patients  were  found  to  become  comatose.  The 
etiology  of  the  coma  was  found  to  be  hypogly- 
cemia, and  Loubatieres  quickly  recognized  and 
developed  the  anti-diabetic  potential  of  this  fam- 
ily of  drugs5. 

MECHANISM  OF  ACTIVITY 

Sulfonylureas.  Through  the  work  of  Loubatieres 
ar.d  others,  the  hypoglycemic  properties  of  the  sul- 
fonylureas were  soon  found  to  depend  on  the  islet 
cells  of  the  pancreas5.  Extra-pancreatic  sulfony- 
( Continued  on  next  page) 
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lurea  actions  have  long  been  sought,  and  the  evi- 
dence concerning  such  actions  has  recently  been 
reviewed9;  it  remains  to  be  established,  however, 
that  activities  of  sulfonylureas  outside  the  /3-cells 
of  the  islets  contribute  significantly  to  their  anti- 
diabetic properties  in  human  subjects.  Perhaps 
the  major  bit  cf  clinical  data  supporting  the  /3-cell 
as  the  prime  target  of  sulfonylurea  activity  was 
the  early  observation  that  these  drugs  are  ineffec- 
tive in  pancreatectcmized  humans  or  in  totally 
insulin-dependent,  ketosis-prone  patients1. 

The  precise  biochemical  and  physiological 
basis  of  sulfonylurea  action  on  the  /3-cells  has  re- 
cently begun  to  emerge,  largely  from  studies  with 
a very  elegant  and  flexible  laboratory  tool,  the 
isolated,  perfused  pancreas  preparation.  The  cir- 
culation of  the  pancreas  is  isolated  and  cannu- 
lated,  permitting  raoid  changes  in  composition  of 
the  perfusion  fluid  and  minute-to-minute  assay 
of  the  effluent  for  insulin  concentration  by  radio- 
immunoassay8. A sudden  and  sustained  increase 
in  perfusate  glucose  concentration  causes  insulin 
to  be  released  in  twi  phases:  first  a sharp  peak 
with  rapid  rise  and  fall,  completed  within  a few 
minutes,  then  a slower  climb  to  a slightly  lower 
plateau  level  of  insulin  release.  The  second  phase 
of  insulin  output  is  inhibited  by  agents  which 
block  protein  synthesis,  while  the  first  is  not,  in- 
dicating the  first  peak  represents  release  of  pre- 
formed insulin  while  newly  synthesized  hormone 
contributes  to  the  second. 

When  a high  concentration  (i.e.  100  mg/liter) 
of  a sulfonylurea  such  as  tolbutamide  is  rapidly 
introduced  into  this  pancreas  preparation  in  the 
presence  of  a low  glucose  level,  the  high,  short 
initial  peak  of  preformed  insulin  is  observed,  but 
release  is  not  sustained  into  a second  phase.  Th 
phenomenon  of  rapid,  short-lived  insulin  release 
in  response  to  a larg^  bolus  of  tolbutamid  5 prob- 
ably has  its  clinical  counterpoint  in  the  intravenous 
tolbutamide  test  for  the  presence  of  insulin- 
secreting  islet  cell  adenomas.  However,  this  kind 
of  pharmacological  maneuver  bears  little  resem- 
blance to  the  chronic,  low  levels  of  sulfonylureas 
introduced  in  the  circulation  during  long-term 
oral  therapy  of  mild,  maturity -onset  type  diabetes. 
The  manner  in  which  such  low  sulfonylurea  levels 
influence  secretion  has  remained  elusive  until  re- 
cently; interestingly  nuugh  it  is  once  again  the 
work  of  Loubatieres9  which  appears  now  to  have 
established  a clear  understanding  of  the  mechan- 
ism of  such  “low-level’'  therapy.  Usin  the  per- 
fused pancrea^,  Loubatieres  first  showed  that  by 


itself  a low  concentration  (i.e.  5 mg/liter)  of  tol- 
butamide was  unable  to  stimulate  insulin  release. 
When,  however,  he  first  established  a “steady- 
state'’  of  second-phase  insulin  release  by  using 
a fixed  glucose  concentration,  the  further  addition 
of  a 5 mg/liter  concentration  of  tolbutamide 
caused  a striking  increase  in  rate  of  insulin  re- 
lease. Through  detailed  explorations  of  this  phe- 
nomenon, Loubatieres  has  established  the  follow- 
ing important  pharmacological  principles:  1) 
low-dose  sulfonylureas,  although  unable  by  them- 
selves to  stimulate  insulin  release  directly,  aug- 
ment or  amplify  the  strength  of  the  glucose  signal 
for  insulin  release  of  any  given  glucose  level; 
and  2)  the  degree  of  amplification  by  sulfonylurea 
varies  with  the  glucose  concentration,  i.e.  amplifi- 
cation is  relatively  small  with  glucose  concentra- 
tions below  100  mg  per  cent,  reaches  a maximum 
at  a concentration  of  about  200  mg  per  cent,  but 
then  becomes  very  small  again  as  the  glucose 
concentration  becomes  very  high. 

These  in  vitro  observations  are  really  very  ex- 
citing, since  they  explain  a number  of  previously 
obscure  aspects  of  sulfonylurea  pharmacology. 
First,  it  has  long  been  known  that  normal  sub- 
jects who  take  therapeutic  oral  doses  of  sulfony- 
lureas only  rarely  show  decreases  in  fasting  blood 
sugar,  a phenomenon  now  understandable  :n  view 
of  the  very  small  amplification  of  insulin- release 
signal  at  blood  sugars  below  100  mg  per  cent. 
Second,  these  same  normal  subjects  challenged 
with  a constant  load  of  an  insulin  secretagogue 
such  as  leucine  show  a much  augmented  insulin 
output  response  on  therapy  than  before  it10,  a 
clear  demonstration  of  the  amplifier  mechanism. 
Third,  a wade  variety  of  studies  in  mild,  maturity 
onset-type  diabetics  has  demonstrated  that  the 
lowering  of  fasting  blood  sugar  and  the  improved 
post- prandial  glucose  tolerance  on  sulfonyluream 
therapy  is  associated  with  little  change  in  abso- 
lute circulating  insulin  levels  when  compared  with 
pre-treatment  insulin  levels11,  12.  This,  to  many, 
has  been  an  unexpected  result,  since  the  a priori 
assumption  was  that  the  improvement  ;n  glucose 
.olerance  would  prove  to  be  caused  by  a direct, 
sulfonylurea-induced  increment  in  absolute  insulin 
output  which  was  additive  to  the  pre-existing  signal 
provided  by  glucose  (and  amino  acids).  In  fact, 
much  concern  arose  n the  earlier  days  of  sulfony- 
Lre a therapy  over  the  theoretical  hazard  of  “driv- 
ing" an  already  insufficient  pancreatic  /3-cell  even 
carder  through  direct  sulfonylurea  stimulation, 
leading  possibly  to  ac  elerated  exhaustion  and  per- 
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manent  worsening  of  the  diabetes.  Instead,  we  are 
now  reassured  to  find  with  sulfonylureas  that  any 
given  blood  sugar  level  is  simply  more  effective 
per  se  as  an  insulin-release  signal  on  sulfonylurea 
therapy  than  it  was  before  treatment,  and  we  now 
know  that  long-term  sulfonylurea  therapy  does 
not  worsen  the  severity  of  the  metabolic  abnor- 
mality13. Finally,  the  diabetic  who  responds  best 
to  sulfonylureas  is  the  one  whose  pre-treatment 
blood  sugars  hover  in  the  200-250  mg  per  cent 
ranee13,  as  might  be  expected  from  the  optimal 
“amplification'’  range  of  sulfonylureas  observed 
by  Loubatieres.  At  blood  sugars  higher  than  this 
the  glucose  signal  by  itself  is  already  essentially 
maximal,  and  no  further  increment  from  sulfony- 
lurea might  be  expected. 

A lot  of  interest  has  naturally  focussed  on  the 
subcellular  mechanism  by  which  sulfonylureas  am- 
plify the  glucose  signal  for  insulin  release.  A major 
new  hypothesis  resulting  largely  from  the  work  of 
W.  Malaisse14. 15,  suggests  that  the  final  common 
trigger  for  all  insulin-release  signals'  including 
glucose,  amino  acids,  glucagon,  sulfonylureas,  and 
others,  is  the  concentration  of  free,  ionized  cal- 
cium within  the  soluble  compartment  of  the  /3-cell. 
The  evidence  suggests  that  in  the  basal  state 
Ca+  + is  constantly  leaking  out  of  the  /3-cell  and 
being  pumped  back  in;  glucose  apparently  raises 
the  intracellular  Ca++  level,  hence  "turning  on” 
insulin  release,  by  directly  inhibiting  the  outflow 
of  Ca+  + across  the  outer  cell  membrane.  A sec- 
ond, relatively  independent  regulator  of  cellular 
Ca+  + levels  appears  to  exist  in  the  form  of  cyclic 
3’,  5’-adenosine  monophosphate  (AMP)  the  now- 
familiar  intracellular  “second  messenger”  of  most 
protein  hormone  systems.  Malaisse  proposes  that 
cyclic  AMP  causes  a shift  of  Ca++  from  storage 
sites  within  intracellular  microvesicles  out  into 
the  free  soluble  compartment,  thus  “augmenting" 
the  Ca+  + triggering  produced  by  glucose  or  any 
other  signal.  Sulfonylureas  appear  to  cause  a rise 
in  the  level  of  cyclic  AMP  in  B-cells,  thus  pro- 
viding an  extra  input  of  Ca+  + into  the  free 
Ca+  + pool.  Although  sulfonylureas  have  been 
shown  to  inhibit  the  cyclic  AMP  degrading  en- 
zyme16, i.e.  phosphodiesterase,  which  could  ex- 
plain its  ability  to  increase  cellular  cyclic  AMP, 
the  concentrations  of  drug  needed  to  inhibit  the 
enzyme  in  vitro  are  very  high.  A more  reasonable 
explanation  of  the  cyclic  AMP  increases  induced 
by  sulfonylurea  comes  from  the  work  of  Levey17 
who  has  now  shown  that  tolbutamide  directly 


of  the  anti-diabetic  effects  of  biguanides  has  proven 
stimulates  /3-cell  adenyl  cyclase,  the  plasma  mem- 
brane-bound enzyme  which  forms  cyclic  AMP. 
The  recent  demonstration  that  sulfonylureas  prob- 
ably do  not  enter  the  /3-cell18  supports  the  notion 
that  their  /3-cell  effects  may  result  from  an  action 
exerted  at  the  level  of  the  plasma  membrane  rather 
than  directly  within  the  cell  itself. 

The  indications  that  sulfonylureas  are  “ampli- 
fiers” of  the  cyclic  AMP  circuitry  may  be  helpful 
in  explaining  another  pharmacological  effect  of 
these  agents.  Some  years  ago  it  was  observed 
that  the  symptoms  in  patients  with  partial  defi- 
ciency of  antidiuretic  hormone,  and  moderate  de- 
grees of  diabetes  insipidus,  were  reversed  by  sul- 
fonylurea therapy19.  The  effects  of  the  antidiuretic 
hormone  on  the  renal  collecting  ducts  are  now 
thought  to  be  mediated  at  the  cellular  level  by 
the  cyclic  AMP  system20.  Although  other  explana- 
tions are  possible21,  the  most  plausible  explana- 
tion of  the  antidiuretic  effect  of  sulfonylureas  is 
an  “amplified”  effect  on  the  renal  collecting  ducts, 
similar  to  their  action  in  the  /3-cells,  which  permits 
an  otherwise  inadequate  amount  of  anti-diuretic 
hormone  signal  to  generate  a relatively  large  tar- 
get organ  response21.  This  property  of  sulfony 
lureas  has  added  an  important  tool  to  the  arma- 
mentarium for  treatment  of  diabetes  insipidus; 
however,  it  must  be  emphasized  that  similar  po- 
tentiation of  ADH  activity  may  also  occur  in  sub- 
jects without  diabetes  insipidus;  as  many  as  4 
per  cent  of  diabetic  patients  on  chlorpropamide 
may  then  demonstrate  the  syndrome  of  inappro- 
priate antidiuresis,  hyponatremia,  and  water  in- 
toxication. Thus,  in  mild  diabetics  on  sulfony- 
lurea therapy  who  develop  signs  and  symptoms 
of  water  overload,  this  variety  of  sulfonylurea 
toxicity  may  be  suspected  as  one  possible  etiologic 
factor;  it  has1  however,  not  been  established  that 
all  forms  of  sulfonylureas  now  in  clinical  use  will 
produce  these  problems  of  water  balance. 

Biguanides.  Studies  in  the  late  1950s  established 
that,  in  contrast  to  the  sulfonylureas,  biguanides 
could  lower  blood  sugar  in  pancreatectomized  ani- 
mals24; however,  biguanides  could  not  fully  re- 
place insulin  in  its  ability  to  achieve  a relatively 
normal  metabolic  state.  These  observations  con- 
firmed work  from  30  years  previously  which  had 
demonstrated  important  qualitative  differences  be- 
tween the  mechanism  of  insulin  and  biguanide- 
induced  hypoglycemia  in  intact  animals25.  Al- 
though much  work  has  been  devoted  to  the  prob- 
( Continued  on  next  page) 
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lem,  further  elucidation  of  the  exact  mechanisms 
to  be  a complex,  elusive,  and  frustrating  task. 

One  major  source  of  confusion  appears  to  have 
been  the  occurrence  of  qualitatively  different 
metabolic  effects  at  low  versus  high  concentrations 
of  the  biguanides.  Biguanides  can  lower  the  blood 
sugar  of  most  normal  experimental  laboratory 
animals  but  the  doses  required  are  20-200  times 
greater  than  those  required  for  therapeutic  effects 
in  humans26.  Such  doses  are  associated  with  rises 
in  blood  lactate  levels,  inhibition  of  hepatic  glu- 
coneogenesis,  depression  of  glucose  conversion  to 
CO2,  and  depletion  of  tissue  glycogen  stores.  Most, 
if  not  all,  of  these  physiologic  changes  probably 
result  from  inhibition  of  aerobic  mitochondrial 
metabolism  within  the  cell,  with  consequent  stimu- 
lation of  glycolysis  in  peripheral  tissues  through 
the  Pasteur  effect.  Indeed-  for  many  years  the 
only  major  subcellular  effect  which  had  been  dis- 
covered for  guanidine  derivatives  was  their  ability 
to  block  the  coupled  respiration  of  isolated  mito- 
chondria27-29, a fact  which  has  been  often  quoted 
in  support  of  a cause  and  effect  relationship  be- 
tween respiratory  inhibition  and  anti-diabetic  ac- 
tivity30. Biguanides  at  these  high  levels  can  stimu- 
late this  sort  of  augmented  anaerobic  metabolism 
in  isolated  tissues  in  the  complete  absence  of  added 
insulin  and  hypoglycemia  can  be  produced  in  ani- 
mals with  no  circulating  insulin. 

In  contrast,  careful  studies  of  glucose  kinetics 
in  fasting  normal  human  subjects  at  the  usual  low 
therapeutic  doses  of  about  1 mg/kg  have  given  a 
completely  different  picture  of  the  metabolic  ef- 
fects of  biguanides31.32.  First,  there  is  no  evidence 
of  respiratory  inhibition  at  these  dose  levels;  fur- 
thermore, in  a number  of  studies  glucose  conver- 
sion to  lactate  in  peripheral  tissues  is  increased 
significantly;  this  lactate  is  transported  to  the 
liver  where  it  is  rapidly  and  quantitatively  recon- 
verted to  glucose.  Thus,  hepatic  gluconeogenesis, 
rather  than  being  depressed  by  low-dose  biguanide 
therapy,  actually  increases.  In  these  non-diabetic 
subjects  the  increased  rates  of  peripheral  glycoly- 
sis and  hepatic  gluconeogenesis  are  exactly  bal- 
anced, a quantitative  relationship  which  explains 
the  well-established  fact  that  biguanides  do  not 
lower  the  blood  sugar  in  normal  subjects.  There 
are  unfortunately  insufficient  kinetic  studies  to 
pinpoint  definitely  why  the  blood  sugar  does  fall 
in  diabetic  subjects.  A small  amount  of  data  exists 
which  suggests  that  in  diabetics  the  rate  of  hepa- 
tic gluconeogenesis  may  be  prevented  from  in- 


creasing in  proportion  to  the  increased  rate  of 
peripheral  glycolysis33;  hence  glucose  is  prevented 
from  re-entering  the  blood  as  fast  as  it  is  being 
removed,  and  the  blood  sugar  falls. 

Some  very  recent  work  in  animals  has  re- 
explored the  effects  of  low  doses  of  biguanides  with 
results  that  confirm  and  extend  the  pinetic  studies 
in  humans34.  In  normal  animals  these  low  doses 
were  not  associated  with  significant  rises  in  blood 
lactate  or  fall  in  blood  sugar,  but  glucose  conver- 
sion to  CO2  was  stimulated,  exactly  as  in  normal 
human  subjects.  In  contrast  to  the  effects  of  high 
biguanide  doses,  severely  diabetic  animals  re- 
sponded very  little  to  low-dose  biguanide  therapy; 
wiien  small  amounts  of  insulin  were  given  to  the 
animals-  however,  these  small  doses  of  biguanides 
increased  peripheral  tissue  glucose  uptake  and  ac- 
celerated the  rate  of  fall  of  the  blood  sugar  in  a 
very  striking  manner.  Studies  using  isolated  dia- 
phragm muscles  from  normal  and  diabetic  animals 
has  entirely  confirmed  this  “insulin-helper”  effect 
of  biguanides,  particularly  in  tissues  from  the 
diabetics34.  35 ; the  authors  have  suggested  a highly 
specific  site  of  action  for  the  biguanides  within 
the  glycogen  synthesizing  mechanism. 

It  is  thus  apparent  that  the  clinical  therapeutic 
usefulness  of  biguanides  in  their  usual  low  thera- 
peutic doses  rather  than  being  an  insulin-inde- 
pendent phenomenon  depends  at  least  partly  on 
their  ability  to  increase  the  effectiveness  of  small 
amounts  of  insulin  in  its  action  on  peripheral  tis- 
sues, particularly  muscle,  an  effect  which  occurs 
in  the  fasting  as  well  as  the  fed  state  and  almost 
certainly  has  nothing  to  do  with  respiratory  in- 
hibition. However,  it  is  possible  that,  when  large 
quantities  of  biguanides  accumulate  in  blood  and 
tissues,  as,  for  example,  has  occurred  in  patients 
who  have  ingested  an  overdose  of  biguanides36, 
true  mitochondrial  respiratory  inhibition  may  begin 
to  take  place.  Rapid  accumulation  of  lactic  acid 
and  the  clinical  syndrome  of  lactic  acidosis,  which 
have  occasionally  been  associated  with  the  use 
of  biguanides37,  particularly  in  azotemic  patients38, 
may  be  the  serious  or  even  fatal  result.  It  is  im- 
portant to  emphasize-  however,  that  lactic  acidosis 
occurs  in  the  absence  of  biguanide  therapy,  and  a 
cause  and  effect  relationship  between  biguanides 
and  lactic  acidosis,  although  highly  suggestive, 
has  hpen  difficult  to  establish  with  certainty. 

Another  dimension  of  biguanide  activity  has 
recently  emerged  in  a somewhat  unexpected  do- 
main, namely  the  gastrointestinal  tract.  This  de- 
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velopment  began  with  the  observation  that  oral 
glucose  tolerance  was  improved  much  more  than 
intravenous  glucose  tolerance  in  both  animals  and 
human  subjects.  The  hypothesis  was  proposed  that 
biguanides  may  specifically  diminish  the  rate  of 
glucose  transport  across  the  gut  wall39.  This  idea 
has  now  been  experimentally  confirmed  in  detail40. 
The  relevance  of  this  gastrointestinal  effect  to 
human  biguanide  pharmacology  is  considerable: 
first,  distribution  studies  have  demonstrated  that 
the  highest  body  levels  of  biguanides  exist  within 
the  GI  tract  after  either  oral  or  parenteral  ad- 
ministration, probably  reflecting  an  enterohepatic 
circulation41;  and  second,  most  of  the  minor 
toxicity  of  biguanides  is  related  to  the  gastro- 
intestinal system:  bloating,  anorexia,  nausea, 
diarrhea  and  occasionally  vomiting.  This  focus  on 
biguanide-induced  glucose  malabsorption  has 
brought  about  renewed  interest  in  the  effects  of 
these  drugs  on  the  absorption  of  other  substances: 
vitamin  B12  malabsorption  of  potential  clinical  im- 
portance has  now  been  demonstrated  with  di- 
methyl-biguanide42,  and  at  least  one  study  has 
suggested  that  total  calorie  malabsorption  may 
account  for  the  moderate  weight  loss  which  often 
accompanies  initiation  of  biguanide  therapy43. 
Indeed,  biguanide  therapy  has  proven  useful  in 
management  of  occasional  patients  with  the  syn- 
drome of  reactive  hypoglycemia  due  to  overly 
rapid  absorption  of  glucose  from  the  upper  gastro- 
intestinal tract  probably  by  slowing  the  rate  of 
glucose  absorption44. 

Efforts  are  now  being  made  to  discern  a sub- 
cellular  action  which  would  provide  a unifying 
explanation  for  all  of  these  clinical  and  experi- 
mental biguanide  effects.  Biguanides  in  solution 
carry  a positive  charge,  and  their  interaction  with 
mitochondria45,  as  well  as  their  distribution  within 
the  body,  appears  to  depend  on  their  cationic 
properties.  This  hypothesis  has  recently  received 
considerable  experimental  support  from  the  de- 
scription of  calcium-like  activity  of  a variety  of 
with  isolated  mitochondria46  and  in  a purified  en- 
zymatic system47.  Since  calcium  and  magnesium 
ions  play  critical  regulatory  roles  at  the  cellular 
level  in  carbohydrate,  fat,  and  protein  metabolism, 
it  would  not  be  surprising  if  ultimately  it  becomes 
possible  to  pinpoint  actions  at  specific  divalent 
metal  ion  sites  within  specific  tissues  as  the  key 
pharmocologic  targets  for  biguanides. 

CLINICAL  USES  OF  ORAL  AGENTS 

On  the  basis  of  the  pharmacological  and  bio- 
chemical principles  outlined  above,  rational  use  of 


the  sulfonylur;as  and  biguanides  wouid  seem  to 
be  relatively  straightforward.  That  is,  sulfony- 
lureas  should  be  effective  in  lowering  blood  sugar 
in  mild  to  moderate,  non-ketosis-prone  maturity 
; onset  type  diabetics;  biguanides,  for  different  rea- 
sons, should  be  useful  in  the  same  group  of  pa- 
tients' and  the  two  types  of  agents  should  be  more 
effective  in  combination  than  either  one  alone.  All 
three  of  these  statements  appear  to  be  correct, 
as  far  as  they  go.  However,  a variety  of  other 
questions  intrude  themselves  into  any  discussion 

1 ) Do  these  agents  reverse  all  acute  metabolic 
derangements  in  diabetics  in  addition  to  blood 
sugar  level? 

2)  Do  these  drugs  actually  work  better  than 
placebo  or  diet  therapy  alone,  (or  in  combination? 

3)  Are  these  drugs  capable  of  preventing  the 
chronic,  degenerative  vascular  and  neuropathic 
complications  of  the  disease?  and 

4)  Are  these  agents  toxic,  acutely  or  chronic- 
ally? 

Fuil  discussion  of  all  of  these  points  is  far  be- 
yond the  scope  of  this  article.  A few  comments 
on  each  of  them  may  be  in  order,  however. 

Concerning  the  firs  question,  there  does  appear 
to  be  evidence  indicating  that  both  sulfonylureas 
and  biguanides  -favorably  affect  the  elevated  free 
fatty  acids,  negative  nitrogen  balance'  and  in- 
appropriate insulin  levels  of  diabetics11.  12> 48~50. 

On  the  second,  at  least  one  large  double-blind 
prospective  controlled  study51  has  shown  that  in 
about  one  third  of  patients  the  initial  fall  in  blood 
sugar  was  as  great  on  placebo  alone  as  it  was  on 
sulfonylurea  therapy;  a “good  clinical  response” 
,'of  any  given  patient  to  sulfonylurea  must,  there- 
fore, always  be  viewed  with  some  reservations 
about  the  role  of  the  pharmacologgical  agent  in 
that  response52. 

On  the  third  and  fourth  points  major  disagree- 
ment exists,  and  there  is  probably  no  alternative 
available  to  the  practicing  physician  other  than  his 
own  review  of  the  published  evidence,  including 
the  results  (of  the  cooperative  University  Group 
Diabetes  Program  study53. 54  and  the  recent  sum- 
maries of  critiques55  and  of  defenses56. 

Perhaps  the  minimum  that  can  be  stated  is  that 
the  oral  agents  are  still  very  useful  in  control  of 
the  overt  symptoms  of  the  disease:  polyuria,  poly- 
dipsia, moniliasis,  malaise,  and  others.  Short-term 
therapy  to  this  end  may  be  indicated  both  initially 
and  in  periods  of  transient  exacerbation  not  asso- 
ciated with  ketosis  or  marked  catabolism;  occa- 
( Continued  on  next  page) 
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sional  patients  who  cannot  or  will  not  take  insulin 
on  a long-term  basL  may  be  symptomatically  im- 
proved on  chronic  oral  therapy.  However,  there 
exists  a growing  tody  of  evidence  that  both  classes 
of  agents  can  and  do  exert  significant  pharmaco- 
logical effects  unrelated  to  their  antidiabetic  ac- 
tivity in  a wide  variety  of  tissues,  as  well  as  a 
growing  sense  of  the  vast  amount  we  still  do  not 
understand  about  their  actions.  It  seems  appro- 
priate, therefore,  to  retain  a large  measure  of  cau- 
tion in  their  long-term  use,  and  of  humility  con- 
cerning the  interpretation  of  any  single  piece  of 
evidence  concerning  their  pharmacology.  Trans- 
lated into  clinical  terms,  this  may  mean  there  is 
still  no  substitute  to  a highly  individualized  and 
flexible  approach  to  the  therapeutic  program  for 
each  and  every  patient,  no  matter  bow  “routine” 
his  or  her  disease  may  appear. 

Frank  Davidoff,  M.D.,  Associate  Professor  of  Medi- 
cine, Harvard  Medical  School,  Beth  Israel  Hospi- 
tal, Boston,  Mass.  02215. 
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Electrocoagulation  In  The  Treatment  Of 
Cancer  Of  The  Rectum 


Results  Of  Procedure  Are  Comparable 
To  Or  Exceed  Those  Following  Adorn • 
ino-Perineal  Resection 


By  John  L.  Madden,  M.D.  and  Souhei  Kandalaft, 
M.D. 

The  elective  treatment  of  cancer  of  the  rectum 
by  electrocoagulation  is  admittedly  a decided  de- 
parture from  the  universally  accepted  practice. 
Heretofore,  with  but  few  exceptions,  electrocoagu- 
lation was  reserved  for  palliation  in  the  treatment 
of  inoperable  rectal  cancers. 

The  purpose  of  this  study  is  to  present  the  re- 
mits obtained  in  the  use  of  electrocoagulation  as 
the  preferred  method  in  the  treatment  of  a series 
of  110  patients  with  cancers  of  the  rectum. 

HISTORICAL  SURVEY 

Byrne2  is  oftentimes  improperly  credited  as  the 
first  to  use  electrocoagulation  in  the  treatment  of 
rectal  cancer.  However,  his  experience  was  limited 
to  the  use  of  galvano-cautery  in  the  treatment  of 
uterine  cancer.  Proper  credit  is  due  to  the  late 
A.  A.  Strauss33  of  Chicago,  who  in  1913  vas  evi- 
dently the  first  to  employ  electrocoagulation  in 
the  treatment  of  cancer  of  the  rectum.  Initially 
the  method  was  used  for  palliation,  but  as  his  ex- 

JOHN  L.  MADDEN,  M.D  .of  New  York  City  and 
SOUTHEL  KANDALAFT,  of  New  York  City 
Department  of  Surgery,  St.  Clare’s  Hospital  and 
Health  Center,  New  York,  New  York. 


perience  accumulated  it  was  subsequently  em- 
ployed as  the  primary  treatment  of  choice. 

Following  the  pioneer  and  continued  efforts  Of 
Strauss33,  34,35  the  reports  of  other  authors  were 
published  sporadically,  but  the  use  of  electro- 
coagulation never  gained  general  favor.  Percy25,  26 
was  a staunch  advocate  of  the  use  of  the  actual 
cautery  in  the  treatment  of  cance-  uf  the  breast. 
Later  Kiger1(i  in  1923  reported  on  tne  use  of  this 
method  in  the  treatment  of  rectal  cancer.  In  1934 
the  curative  potential  of  electrocoagulation  in  rec- 
tal cancer  was  stressed  by  Henschen12  in  Germany 
and  in  an  excellent  study  in  1938  by  Thorlackson 
and  Hay36  of  Canada. 

In  1949  Poirier28  of  France  reported  encourag- 
ing results  of  electrocoagulation  in  a study  that 
was  initiated  in  1942.  His  subsequent  experience 
with  the  use  of  this  method  were  reported  in 
195529  and  again  in  19  6 930.  In  an  accumulated 
experience  totalling  134  patients  with  rectal  can- 
cer, 44  were  followed  from  5 to  25  years.  The 
absolute  5 year  “cure  rate”  was  42.5  per  cent.  In 
1952  Kergin15  of  Canada  reported  excellent  resuits 
in  10  of  14  patients  in  a follow-up  which  varied 
(Continued  on  next  page) 
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from  a few  months  to  10  years.  Jackman14  in 
1961  reported  on  an  extensive  personal  experience 
in  the  treatment  of  153  patients  with  polypoid 
cancers  of  the  rectum  treated  by  fulguration  only. 
The  follow-up  period  was  from  8 to  18  years,  and 
the  success  rate  exceeded  80  per  cent.  The  method 
was  not  used  or  advised  in  the  treatment  of  ul- 
cerative cancers. 

In  196718  and  again  in  1971 19  our  own  en- 
couraging residts  in  the  treatment  of  rectal  cancer 
by  electrocoagulation  as  the  primary  or  preferred 
method  were  published.  More  recently  Crile  and 
Turnbull4  published  an  excellent  study  writh  con- 
vincing and  confirmatory  evidence  related  to  the 
efficacy  of  electrocoagulation  in  the  treatment  of 
cancer  of  the  rectum.  Tw7enty-two  (68  per  cent) 
of  62  patients  treated  by  electrocoagulation  lived 
5 years  or  m!ore  compared  to  102  (46  per  cent) 
of  220  treated  by  abdominoperineal  resection.  The 
68  per  cent  5 year  survival  rate  is  comparable  to 
our  own  of  74  per  cent,  as  will  be  subsequently 
shown. 

From  the  preceding  it  is  apparent  that  this 
“new”  method  has  been  in  use  for  the  past  60 
years  as  a definitive  as  well  as  a palliative  method 
of  treatment  for  rectal  cancer. 

TECHNIC  OF  FULGURATION 

Electrocoagulation  is  not  advised  in  the  treat 
ment  of  rectal  cancers  that  are  more  than  10  cm 
oephalad  to  the  anal  orifice.  Under  such  circum- 
stances either  an  anterior  or  an  abdominoperineal 
resection  in  done  depending  upon  the  findings  at 
the  time  of  operation.  In  patients  with  circumfer- 
ential lesions  an  abdominoperineal  resection  is 
advised.  However,  if  resection  should  be  contrain- 
dicated. electrocoagulation  is  done  for  palliation. 

In  the  treatment  of  cancer  of  the  rectum  by 
electrocoagulation,  it  is  recommended  and  prac- 
ticed that  all  patients  be  hospitalized.  It  is  not 
and  should  not  be  considered  an  office  procedure. 
The  bowel  is  prepared  by  the  use  of  magnesium 
sulphate,  one  teaspoonful  every  6 hours,  and  warm 
soda  bicarbonate  enemas  administered  each  morn- 
ing and  evening.  Bicarbonate  is  used  because  it 
is  a mucus  solvent  and  a non-irritant.  Antibiotic 
or  chemotherapeutic  drugs  are  not  prescribed. 

Spinal  anesthesia  is  preferred  because  of  the  ex- 
cellent muscle  relaxation  obtained  and  the  mini- 
mum of  postoperative  complications.  The  position 
of  the  patient  is  varied  according  to  the  location 
of  the  lesion.  The  prone  position  is  used  for  lesions 
of  the  anterior  wrall  and  the  lithotomy  position 
when  lesions  are  located  on  the  posterior  wall.  In 


some  patients  both  the  prone  and  lithotomy  posi- 
tions were  required  to  complete  the  electrocoagu- 
lat  on  of  the  lesion. 

The  index  and  middle  fingers  of  the  right  hand 
are  generously  anointed  with  a lubricant  jelly  and 
the  anal  orifice  is  dilated  gradually  to  a diameter 
that  would  admit  five  or  six  fingers.  Although 
there  is  a variety  of  operative  proctoscopes  avail- 
able for  exposure  of  the  lesion,  the  use  of  vaginal 
wall,  long  Deaver,  or  narrow  Harrington  retrac- 
tors either  alone  or  in  combination  is  preferred. 
Exposure  is  the  key  to  success,  and  the  whole  of 
the  lesion  must  be  seen.  If  this  is  not  possible, 
treatment  by  electrocoagulation  should  not  be  done. 
In  addition  to  the  retractors  a fibro-optic  head 
light  and  a Yankauer  tonsil  suction  apparatus  are 
indispensable.  The  suction  tip  removes  bowel 
fluids  and  particularly  the  smoke  which  emanates 
from  the  tissue  on  coagulation. 

There  are  many  electrical  units  available  for 
use,  and  the  choice  is  dependent  upon  the  surgeon. 
In  our  own  experience  the  unit  of  the  Bovie  type 
has  proved  completely  satisfactory.  A flat  stain- 
less steel  or  a disposable  ground  plate*  is  placed 
in  direct  contact  with  a maximum  area  of  the 
patient’s  skin  and  then  connected  to  the  machine. 
Hairy  or  scarred  areas  of  skin  surface  should  be 
avoided.  The  machine  is  then  activated  by  turning 
the  main  switch  knob  first  to  the  PAUSE  position 
momentarily  and  then  to  the  ON  position.  The 
current  selector  knob  is  set  on  2,  and  the  power 
control  knob  for  coagulation  is  set  at  45  on  the 
dial.  The  cutting  current  is  not  used,  and  accord- 
ingly its  knob  is  set  at  O on  its  dial.  Finally,  the 
pointer  of  the  voltage  compensator  must  always 
be  within  the  RED  section  of  the  meter. 

In  electrosurgery  the  smaller  the  surface  con- 
tact between  the  electrode  and  the  tissue,  the 
greater  is  the  heat  and  the  deeper  its  penetra- 
tion. Accordingly,  a needle  point  electrode  is  em- 
ployed in  preference  to  either  the  ball  point  or 
disc  type.  The  needle  point  electrode  has  a l'pwer 
power  setting  than  the  other  two,  and  regardless 
of  the  type  of  electrode  used  a lower  power  set- 
ting for  a longer  time  will  generate  a deeper  co- 
agulation than  will  a higher  power  setting  for  a 
shorter  interval.  Also  the  needle  point  electrode  is 
more  like  the  extension  of  the  surgeons  finger, 
since  it  provides  a tactile  discriminatory  sense 
that  is  lacking  in  the  use  of  the  other  electrodes. 

Initially,  the  boundaries  of  the  cancer  are  out- 

*Medical  Plastics,  Inc.  (MPi),  Minneapolis,  Minn. 
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lined  by  electrocoagulation  of  its  outer  margins. 
When  these  margins  are  raised  and  rolled,  they 
are  electroooagulated  and  scraped  until  the  level 
of  the  ulcer  cancer  is  reached.  The  needle  point 
is  then  inserted  into  the  substance  of  the  tumlor, 
the  depth  being  determined  by  the  resistance  felt 
and  the  area  electrocoagulated.  This  is  repeated 
in  a systematic  manner  throughout  the  whole  of 
the  tumor  area.  The  tumor  surface  is  then  fulu- 
gurated  and  scraped  repeatedly  until  a soft  pliable 
base  is  noted  on  digital  palpation.  Isolated  nodules 
of  tumor  tissue  remaining  are  readily  discernible 
on  palpation  and  treated  as  described. 

Strauss33- 34  favored  thorough  electrocoagulation 
of  the  tumor  tissue  and  advised  leaving  the  co- 
agulum  in  situ  rather  than  scraping  it  off.  The 
coagulated  surface  was  allowed  to  slough  off  spon- 
taneously, subsequent  to  which  the  electrocoagu- 
lation was  repeated.  Strauss34’  35  also  believed  that 
this  method  enhanced  the  production  of  an  auto- 
immune response  with  the  resulting  spontaneous 
destruction  of  any  existing  tumor.  However,  this 
belief  has  not  been  substantiated  by  scientific  data. 
Contrariwise,  it  is  our  belief  that  an  attempt  should 
be  made  to  destroy  the  tumor  completely  at  the 
“first  sitting”.  Accordingly,  the  tumor  is  electro- 
coagulated  and  scraped  until  it  is  grossly  de- 
stroyed. In  scraping  the  coagulum  either  a scalpel 
or  a sharp  uterine  curette  may  be  used,  but  the 
curette  is  preferred. 

Active  bleeding  commonly  occurs  after  the  early 
scrapings  of  the  coagulated  surface.  However,  as 
destruction  of  the  tumor  procedes,  the  bleeding 
lessens  and  ceases  on  its  completion.  After  the 
last  coagulation  is  done  an  elongated  dry  gauze 
sponge  is  inserted  into  the  rectum  and  its  end  is 
allowed  to  protrude  through  the  anus.  It  is  re- 
moved in  3 hours.  The  duration  of  operation  for 
the  first  treatment  may  be  2 or  even  3 hours  de- 
pending upon  the  size  annd  depth  of  the  tumor. 
Postoperatively  general  supportive  and  sympto- 
matic care  are  given  and  antibiotics  are  prescribed 
on  a selective  rather  than  routine  basis.  The  pa- 
tient is  allowed  out  of  bed  the  evening  of  the  day 
of  operation  and  return  of  bowel  function  is  aided 
by  the  use  of  mild  catharsis. 

How  deep  to  go  in  the  performance  of  electro- 
coagulation is  a question  that  is  invariably  asked. 
The  depth  is  dependent  upon  the  location  of  the 
tumor.  In  lesions  of  the  posterior  and  lateral  walls 
the  whole  thickness  of  the  rectum  may  be  pene- 
trated with  exposure  of  the  extrarectal  fatty  tissue 
without  any  ensuing  harm.  Anteriorly  the  extent 


of  electrocoagulation  is  limited  by  the  posterior 
vaginal  wall,  the  membraneous  urethra,  and  the 
bladder.  In  women  with  anterior  wall  lesions  the 
posterior  vaginal  septum  may  be  elevated  on  the 
index  finger  per  vaginam  better  to  determine  the 
depth  of  penetration  as  the  coagulation  continues. 

In  tumors  confined  to  the  wall  of  the  rectum 
destruction  is  indicated  by  the  appearance  of  small 
greyish-white  islands  which  represent  the  normal 
muscle  layer  of  the  rectum.  Their  appearance  sig- 
nifies the  completion  of  the  electrocoagulation  in 
that  area. 

Another  question  that  is  frequently  posed  is: 
How  far  beyond  the  borders  of  the  tumor  does 
one  go  in  doing  the  electrocoagulation?  It  has  been 
observed  repeatedly  that  once  the  needle  point 
enters  normal  tissue  there  is  a “bubbling”  of  the 
mucosa.  When  this  is  seen,  the  electrocoagulation 
is  extended  for  a distance  of  1 cm  into  normal 
tissue  about  the  circumference  of  the  tumor. 

Ten  to  12  days  after  the  initial  section  the 
operative  area  is  inspected  under  spinal  anesthesia. 
Varying  degrees  of  tissue  slough  are  seen  which 
is  readily  removed  by  electrocoagulation  with  the 
needle  electrode.  When  all  the  slough  is  removed, 
careful  digital  palpation  is  performed,  and  areas 
of  questionable  residual  tumor  are  biopsied  and 
then  treated  by  electrocoagulation  and  scraping 
until  a soft  pliable  base  is  obtained.  The  after 
treatment  is  the  same  as  previously  described,  and 
6 to  7 days  later  the  patient  is  discharged  from 
the  hospital  to  return  at  monthly  intervals  for 
6 months.  During  one  of  these  visits  a small  nodu- 
lar area  indicative  of  possible  residual  turqor  may 
be  detected.  Then  the  patient  is  again  admitted 
to  the  hospital,  a biopsy  is  obtained,  and  the  area 
treated  as  described  for  the  original  tumor.  The 
early  recognition  of  the  presence  of  residual  tumor 
and  its  immediate  destruction  by  electrocoagula- 
tion is  most  essential  to  the  success  of  this  method 
of  treatment. 

It  is  of  primary  importance  that  the  patient  be 
informed  by  the  surgeon  before  treatment  is  com- 
menced of  the  possible  necessity  for  one  or  even 
more  readmissions  to  the  hospital  during  the  first 
6 months’  follow-up  period.  When  such  a mutual 
understanding  exists,  tensions  are  soothed  and 
disappointments  abated.  If  at  the  end  of  6 months 
the  tumor  is  not  eradicated,  then  abdominoperineal 
resection  is  advised. 

Failures  do  occur  with  electrocoagulation  just 
as  with  any  other  method  of  treatment  of  cancer 
(Continued  on  next  page) 
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TABLE  I 


ELECTROCOAGULATION 

IN  THE  TREATMENT 

OF  CANCER  OF 

THE  RECTUM 

FEB. 

1954  - 

AUG.  1971 

AGE  AND  SEX 

DISTRIBUTION 

Age* 

Men  Women  Total 

% 

20-29 

1 

0 

1 

0.9 

20-29 

1 

0 

1 

0.9 

30-39 

2 

0 

2 

1.8 

40-49 

2 

1 

3 

2.7 

50-59 

11 

13 

24 

21.9 

60-69 

18 

16 

34  (88.6%) 

30.9 

70-79 

16 

18 

34 

30.9 

80-89 

8 

4 

12 

10.9 

58 

52  110 

100.0 

(52.7%)  (47.3%)  (100.0%) 

* Youngest  — 29 

yrs.  Oldest  — 87  yrs. 

Average  age  — 66.1  yrs. 

TABLE  II 

ELECTROCOAGULATION 

IN  THE  TREATMENT 

OF  CANCER  OF 

THE  RECTUM 

FEB. 

1954  -AUG.  1971 

DISTANCE 

FROM 

ANAL  ORIFICE 

Distance 

No.  of 

in  Cm. 

Patients 

% 

Anal 

7 

6.3 

2-6 

79 

71.9 

7-10 

23 

20.9 

Not 

Statd 

1 

0.9 

Total 

110 

100.0 

TABLE  III 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  - AUG.  1971 
SIZE  OF  TUMOR 

No.  of 


Sizze  in  Cm. 

Patients 

% 

1-4 

75 

68.2 

5-7 

22 

20.0 

Circumferential 

10 

9.1 

Not  Stated 

3 

2.7 

Total 

110 

100.0 

and  should  be  recognized.  However,  it  is  believed 
that  the  interval  of  6 months  allotted  to  the  local 
destruction  of  the  tumor  does  not  have  an  un- 
toward effect  on  the  course  of  the  disease.  Ad 
mittedly,  however,  this  belief  is  purely  empirical 
and  does  not  have  a scientific  basis  in  fact.  Never- 
theless, the  performance  •of  an  abdominoperineal 
resection  after  treatment  by  electrocoagulation  has 
not  been  complicated  by  any  undue  technical 
problems. 

CLINICAL  STUDY 

During  the  17J4  year  period  between  February 
1954  and  August  1971.  cancers  of  the  rectum  in 
1 10  patients  were  treated  by  electrocoagulation. 
The  age  and  sex  distribution  are  shown  in 
Table  I. 

In  seven  (6.3  per  cent)  patients  the  lesion  was 
located  in  the  anus  (Table  II).  In  three  of  the 


TABLE  IV 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1971 
NUMBER  OF  FULGURATION  SESSIONS* 


Figurations 

Patients 

% 

1 

15 

13.7 

2-4 

64 

58.3 

5-7 

23 

20.9 

8-13 

8 

7.1 

Total 

* Average:  4 

110 

sessions  per  patient. 

100.0 

TABLE  V 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1971 
COMPLICATIONS  IN  110  PATIENTS 


Number  % 

Bleeding*  23  20.9 

Perforation  2 1.8 

Rectovagina  1 fistula  2 1.8 

Pulmonary  embolus  1 0.9 


28  25.4 

*Stopped  spontaneously  — 13  (56.6%) 

Operation  required  — 10  (43.4%) 

Blood  transfusion  — 10  (43.4%) 

Recurrent  bleeding  — 5 (21.7%) 


seven  patients  the  histopathologic  diagnosis  was 
squamous  cell  cancer  and  in  the  remaining  four 
adenocarcinoma.  In  79  (71.9  per  cent)  patients 
the  tumor  was  located  between  2 and  10  cm  from 
the  anal  orifice.  In  one  (0.9  per  cent)  patient  the 
distance  of  the  tumor  was  not  stated.  Lesions 
higher  than  10  cm  are  not  amenable  to  treatment 
by  electrocoagulation  and  are  treated  by  anterior 
resection  or  by  abdominoperineal  resection. 

The  size  of  the  tumor  was  varied  (Table  III). 
In  75  (68.2  per  cent  patients  it  ranged  between 
1 and  4 cm  and  in  22  (20.0  per  cent)  between 
5 and  7 cm.  In  10  (9.1  per  cent)  patients  the 
lesions  were  circumferential,  and  in  the  remaining 
three  (2.7  per  cent)  the  size  was  not  recorded. 

The  number  of  figuration  sessions  varied  be- 
tween one  and  13,  the  average  being  four  sessions 
for  each  patient  (Table  IV).  One  session  sufficed 
in  only  15  (13.7  per  cent)  patients.  Most  of  the 
patients,  64  (58.3  per  cent),  had  two  to  four  ses- 
sions. In  23  (20.9  per  cent)  patients  five  to  seven 
sessions  were  required,  and  in  eight  (7.1  per  cent) 
the  number  varied  between  eight  and  13. 

The  duration  of  the  initial  electrocoagulatn  n 
session  varied  from  40  minutes  to  3 hours,  with 
an  average  duration  of  1 hour  and  20  minutes. 
Subsequent  sessions  were  shorter,  the  duration 
being  dependent  upon  the  extent  of  the  les.cn. 

Twenty-eight  (25.4  per  cent)  of  the  110  pa- 
tients had  complications  (Table  V).  lht  most 
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frequent  was  bleeding  whicn  occurred  in  23  (20.9 
per  cent)  patients.  In  13  (56.6  per  cent)  the 
bleeding  stopped  spontaneously,  whereas  in  10 
(43.4  per  cent)  operative  hemostasis  was  required. 
In  nine  patients  this  was  accomplished  by  electro- 
coagulation and  in  the  remaining  patient  by  suture 
ligation.  Blood  transfusions  of  one  to  four  units 
were  necessary  in  10  (43.4  per  cent)  of  the  23 
patients  and  five  had  repeat  episodes  of  bleeding. 

Perforation  into  the  peritoneal  cavity  was  a 
complication  in  two  (1.8  per  cent)  patients.  One 
was  treated  by  immediate  suture  closure  and  com- 
plementary transverse  colon  colostomy,  the  other 
by  definitive  abdominoendorectal  excision  with 
terminal  sigmoid  colostomy. 

Rectovaginal  fistulas  occurred  in  two  (1.8  per 
cent)  patients.  One  patient  had  an  inoperable 
squamous  cell  tumor  of  the  anus  which  extended 
deeply  into  the  right  buttock  to  form  a huge 
phlegmon.  Electrocoagulation  was  used  as  the 
most  desirable  form  of  palliation  combined  with  a 
sigmoid  loop  colostomy  in  continuity.  The  patient 
survived  a surprising  duration  of  44  months  be- 
fore dying  of  disease.  In  the  second  patient,  alive 
and  well  5 years  post  fulguration,  there  is  a fistula 
3 mm  in  size  which  is  asymptomatic. 

One  (0.9  per  cent)  patient  had  a non-fatal  pul- 
monary embolus  secondary  to  a deep  venous  throm- 
bosis in  the  left  lower  extremity.  A thrombectomy 
of  the  left  superficial  femoral  vein  was  performed 
followed  by  closure  of  the  phlebotomy  incision 
without  ligation  of  the  vein. 

FOLLOW-UP  STUDY 

The  over-all  follow-up  study,  including  both  the 
operable  and  inoperable  patients,  is  shown  in 
Table  VI.  Sixty  (54.6  per  cent),  or  over  half  of 
the  patients,  are  alive  and  well  without  evident 
disease  for  an  average  duration  of  4.2  years.  Of 
the  17  (15.4  per  cent)  patients  who  died  of  other 
causes,  and  whose  average  duration  of  survival 
was  2.7  years,  only  3 (17.6  per  cent)  had  disease 
present. 

For  a comparative  follow-up  the  patients  were 
separated  into  two  groups:  operable  and  inoperable 
(Table  VII).  The  average  ages  of  the  patients  in 
the  two  groups  were  63.5  years  and  72.4  years  re- 
spectively. The  patients  in  the  operable  group  were 
those  who  were  considered  ideal  candidates  in 


TABLE  VI 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  - AUG.  1972 

OVER-ALL  FOLLOW-UP  STUDY 

Duration  Average 


No. 

% 

(Yrs.) 

(Yrs.) 

Alive  and  Well 

60 

54.6 

1-18 

4.2 

Alive  with 

Disease 

11 

10.0 

1.6-  6.2 

3.0 

Dead  of  Disease 

22 

20.0 

0.5-  9 

2.9 

Dead  of  Other 

Causes 

Total 

17* 

110 

15.4 

100.0 

0.2-13 

2.7 

*Disease  Present  3 pts.  (17.6%) 

TABLE  VII 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  - AUG.  1972 

RESULTS  IN  RELATION  TO  OPERABILITY 


Alive 

Alive 

Dead 

Dead  of 

No.  of  and 

with 

of 

Other 

Pts. 

Well 

Disease 

Disease 

Causes 

Oper- 

able  77 

50 

8 

11 

8* 

(64.9%) 

(10.4%) 

(14.3%) 

(10.4%) 

Inoper- 

able  33 

10 

3 

1 

9** 

(30.3%) 

( 9.0%) 

(33.3%) 

(27.4%) 

Total  110 

60 

11 

22 

17 

(54.6%) 

(10.0%) 

(20.0%) 

(15.4%) 

*No  disease  present. 

**Disease 

present  — 

3 pts.  (33.3%) 

Aver.  Age:  Oper. 

63.5  yrs.; 

Inoper.  72.4  yrs. 

TABLE  VIII 

ELECTROCOAGULATION  IN  THE  TREATMENT 

OF 

CANCER 

OF  THE 

RECTUM 

FEB.  1954  -AUG. 

1972 

RESULTS 

IN  RELATION  TO  OPERABILITY 

Alive 

Follow- 

No.  of 

and 

up 

Pts. 

Well 

in  Mos. 

Operable 

77 

50* 

(64.9%) 

61.3 

Inoperable 

33 

10 

(30.3%) 

73.6 

110 

60 

(54.5%) 

*A.P.  Resection  - 1 pt.  (2.0%).  Age  78  yrs. 
Corrected  percentage  — 63.7  % 

TABLE  IX 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1972 
FAILURE  RATES 


every  way  for  treatment  by  abdominoperineal  re- 
section but  in  whom  electrocoagulation  was  used 
as  the  primary  and  preferred  method  of  treatment. 
The  inoperable  group  comprised  those  patients  in 
whom  there  were  one  or  more  of  the  generally 

Electrocoagulation  In  the  Treatment  of  Cancfj 


No.  of 

Pts. 

Failures 

% 

Operable 

77 

20 

25.9 

Inoperable 

33 

17 

51.5 

110 

37 

33.6 

(Continued  on  next  page) 
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TABLE  X 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1972 


110  PATIENTS 

A.P.  RESECTION  AFTER  FAILURE  OF 
ELECTROCOAGULATION 


No.  of 
Pts. 


Alive 

and 

Well 


Alive 

with 

Disease 


Died 

of 

Disease 


Died  of 
Other  P.O. 
Causes  Deaths 


11*  1 2 6 1 1** 
(10.0%)  (9.1%)  (18.1%)  (54.5%)  (9.1%)  (9.1%) 

*Dukes  B — 6 pts.  (54.5%). 

Dukes  C-5  pts.  (45.5%). 

Liver  metastates  - 1 pt.  (9.1%),  21  mos.  post  fulg. 
**83-year  old  woman  - 5 days  p.o.  Clostridium  in- 
fection. 


TABLE  XI 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1972 


RELATION  OF  TYPE  OF  TUMOR 
TO  SURVIVAL 


Alive 

Aver. 

No. 

and 

Surv. 

Pts. 

Well 

% 

Mos. 

Type  of  Tumor 
Villous  Adenoma, 

Malignant 

15 

(13.6%) 

12 

80.0 

36.5 

Polypoid 

48 

(43.7%) 

33 

68.8 

54.8 

Squamous  Cell 

3 

( 2.7%) 

1 

33.3 

65.0 

Ulcerative 

37 

(33.7%) 

14 

37.8 

52.4 

Encircling 

7 

( 6.3%) 

0 

0.0 

0.0 

Total 

110 

60 

(54.6%) 


TABLE  XII 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1972 

OVER-ALL  FOLLOW-UP  STUDY 


<1  1-2  2-5  5-10  >10 

No.  Pts  % Year  Years  Years  Years  Years 


Alive 

71* 

64.6 

0 

18 

25 

26 

2 

Dead 

39** 

35.4 

10 

11 

14 

3 

1 

Total 

110 

100.0 

10 

29 

39 

29 

9 

u 

*53  pts  (74.6%)  followed  > 2 yrs.;  28  pts. 
(39.4%)  > 5 yrs. 

Aver,  duration  of  follow-up  - 4 yrs. 

**22  pts.  (56.4%)  died  of  disease.  Aver.  Surv. 
30.1  mos. 


accepted  contraindications  to  an  abdominoperineal 
resection.  These  included  senility;  advanced  age; 
blindness;  incapacitating  cardiovascular,  hepa- 
torenal and  pulmonary  diseases;  distant  metas- 
tases;  fixation  of  the  tumor;  and  completely  en- 


circling lesions.  However,  it  did  not  include  pa- 
tients who  adamantly  refused  the  performance  of 
an  abdominoperineal  resection  despite  the  pres- 
ence of  a resectable  lesion.  Instead,  such  patients 
were  put  into  the  operable  group. 

The  results  of  electrocoagulation  in  relation  to 
operability  of  the  rectal  cancer  are  depicted  in 
Table  VII.  In  the  operable  group  of  patients  those 
in  whom  abdominoperineal  resection  is  the  gen- 
erally accepted  procedure  50  (64.9  per  cent),  or 
about  two  of  every  three  patients,  are  alive  and 
well  for  an  average  duration  of  5 years  and  one 
month.  One  (2.0  per  cent)  of  the  50  patients  had 
a subsequent  abdominoperineal  resection  performed 
and  is  alive  and  well  18  months  after  operation. 
Accordingly  49  (63.7  per  cent)  of  the  77  patients 
with  operable  lesions  are  alive  and  well  after 
electrocoagulation  alone  (Table  VIII).  Further- 
more, of  the  eight  (10.4  per  cent)  patients  in  the 
group  who  died  of  other  causes  none  had  disease 
present,  and  four  survived  more  than  five  years. 

In  contrast  to  the  operable  group  of  patients, 
the  results  in  the  patients  who  comprised  the  in- 
operable group  were,  as  anticipated,  not  so  satis- 
factory. However,  it  must  be  emphasized  that  these 
patients,  most  of  whom  were  referred  specifically 
for  palliative  treatment,  were  precarious  risks,  and 
little  in  the  way  of  definitive  treatment  could  be 
proposed  to  them.  Even  so,  10  (30.3  per  cent) 
are  alive  and  well  for  an  average  duration  of  6 
years  and  one  month.  Furthermore,  six  (66.6  per 
cent)  of  the  nine  patients  who  died  of  other  causes 
had  no  disease  present.  One  of  these  six  patients, 
a man  who  died  at  the  age  of  89  years,  was  mohe 
than  5 years  post-electnocoagulation. 

Of  the  total  of  110  patients  37  were  classified 
as  failures.  This  represents  an  over-all  absolute 
failure  rate  of  33.6  per  cent  (Table  IX).  When 
the  patients  are  separated  into  operable  and  in- 
operable groups,  the  failure  rates  are  25.9  per 
cent  and  51.5  per  cent  respectively.  In  the  oper- 
able group  the  20  failures  comprised  11  patients 
who  died  of  disease;  7 patients  who  died  of  disease 
after  abdominoperineal  resection,  one  patient  alive 
with  disease  after  abdominoperineal  resection,  and 
one  patient  who  is  alive  and  well  18  months  after 
abdominoperineal  resection.  In  the  inoperable 
group,  although  the  failure  rate  was  expectedly 
high,  the  salvage  rate  of  49.5  per  cent  was  an  un- 
expected high  yield  for  a group  of  patients  in 
whom  therapy  was  indeed  limited. 

In  the  total  of  37  (33.6  per  cent)  patients  who 
were  classified  as  failures,  there  were  five  (13.3 
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TABLE  XIII 

ELECTROCOAGULATION  IN  THE  TREATMENT 
OF  CANCER  OF  THE  RECTUM 
FEB.  1954  -AUG.  1972 
FOLLOW-UP  STUDY:  5-18  YEARS 


No.  of  pts 

Alive 

and 

well 

Alive 

with 

Disease 

Dead 

of 

Disease 

Dead 
of  other 
Causes 

Operable 

35* 

( 63.6%) 

(60.0%) 

2 

(5.8%) 

8 

(22.8%) 

4 

(11.4%) 

Inoperable 

20** 

( 36.4%) 

4 

(20.0%) 

1 

(5.0%) 

8 

(40.0%) 

7 

(35.0%) 

Total 

55*** 

(100.0%) 

25 

(45.5%) 

3 

(5.4%) 

16 

(29.1%) 

11 

(20.0%) 

*26  (74.3%)  pts.  lived  > 5 years. 

**  6 (30.0%)  pts.  lived  > 5 years. 

***32  (58.1%)  pts.  lived  > 5 years. 

****Aver.  duration  - 7 yrs.  Aver,  age  - 57.1  yrs. 


TABLE  XIY 

CANCER  OF  THE  RECTUM 
LOWER  10  CM. 
5-YEAR  SURVIVAL  RATES 


Author 

Year 

Nodes 

Nodes 

+ 

Over-all 

% 

Waugh 

1949 

72.2 

24.2 

49.4 

Gilbertsen 

1960 

77.0 

23.0 

52.0 

Grinell 

1953 

65.4 

34.6 

53.4 

Stearns 

1971 

76.3 

34.0 

53.4 

Lloyd-Davies 

1969 

65.5 

34.5 

54.8 

Aver. 

72.0 

28.0 

52.6 

Eliectrocoagulation  - 35  pts.  - Oper.  Lesion 

5-yr.  Survival  Rate  74.3 

Without  Recurrence  60.0 


per  cent)  who  had  true  recurrences  after  being 
apparently  free  of  disease  for  12  to  78  months 
the  average  interval  being  38.4  months.  The  re- 
maining 32  patients  who  were  failures  had  residual 
disease  at  each  follow-up  examination. 

A total  of  11  (10.0  per  cent)  of  the  110  pa- 
tients had  subsequent  abdominoperineal  resections 
performed  (Table  X).  In  six  (54.5  per  cent)  pa- 
tients the  lesion  was  classified  as  a Dukes  B and 
in  the  remaining  5 (45.5  per  cent)  Dukes  C.  Only 
one  (9.1  per  cent)  of  the  11  patients  is  alive  and 
well  18  months  after  operation.  One  patient,  an 
S5-year  old  woman  from  the  inoperable  group, 
died  five  days  after  operation  from  a fulminating 
Clostridium  infection  of  the  perineal  wound.  The 
other  10  patients,  all  of  whom  survived  the  opera- 
tion, were  from  the  operable  group. 

The  relation  of  the  morphologic  characteristics 
of  the  tumor  to  its  incidence  and  patient  survival 
rates  is  shown  in  Table  XI.  The  best  prognosis 


TABLE  XV 

CANCER  OF  THE  RECTUM 
LOWER  10  CM. 

ABDOMINOPERINEAL  RESECTION 
MORTALITY  RATES 


Author 

Year 

No.  of 
Pts. 

Mortality 

% 

Bacon 

1967 

585 

2.4 

Mayo 

1951 

689 

4.1 

Colcock 

1958 

300 

4.6 

Hughes 

1963 

391 

5.4 

Lloyd-Davies 

1957 

1090 

8.5 

Grinnell 

1953 

366 

16.9 

Ottenheimer 

1955 

2461 

17.8 

Total 

5882 

8.4 

Electrocoa 

gulation 

110 

0.0 

TABLE  XVI 

CANCER  OF  THE  RECTUM 
LOWER  10  CM. 


INCIDENCE  OF  LYMPH  NODE  METASTASIS 


Year 

No.  of 

Pts. 

Nodes 

+ 

% 

Waugh 

1949 

301 

140 

46. G 

Grinnell 

1953 

245 

104 

42.4 

Mayo 

1956 

569 

261 

45.8 

Gilbertsen 

1949 

301 

140 

46.6 

Morson 

1963 

1592 

762 

47.9 

Gabriel 

1969 

1211 

625 

51.6 

Stearns 

1971 

206 

84 

40.7 

Total 

4374 

2074 

47.4 

was  in  the  patients  with  malignant  villous  adeno- 
mas and  malignant  polypoid  tumors  which  were 
considered  as  separate  entities  rather  than  together 
under  the  one  heading  of  polypoid  tumors.  Two 
(13.3  per  cent)  of  the  15  patients  with  malignant 
villous  adenomas  died.  One  patient  had  a com- 
pletely encircling  lesion  and  died  of  disease  31 
months  after  electrocoagulation.  The  other,  an  82- 
year  old  woman,  died  18  months  later  of  unrelated 
disease.  Patients  with  encircling  lesions  had  the 
worst  prognosis.  In  the  treatment  of  such  lesions 
abdominoperineal  resection  is  advised.  Electro- 
coagulation should  be  used  as  palliation  only  in 
those  patients  in  whom  resection  is  contraindi- 
cated. 

The  over-all  follow-up  study  according  to  years 
of  survival  is  shown  in  Table  XII.  Fifty-three 
(74.6  per  cent)  of  the  71  patients  who  are  alive, 
or  three  in  every  four,  have  been  followed  more 
than  2 years,  and  28  (39.4  per  cent)  have  been 
followed  more  than  5 years.  The  average  duration 
of  follow-up  in  the  71  living  patients  is  4 years. 

The  absolute  5-year  survival  rates  are  shown 
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in  Table  XIII.  In  the  operable  group  thirty-five 
(45.4  per  cent)  of  the  total  of  77  patients  were 
available  for  study.  Twenty-six  (74.3%)  or  three 
in  four,  lived  more  than  5 years,  and  three  (11.5 
per  cent)  had  recurrent  disease.  Twenty -one,  or  ap- 
proximately two  in  three  (60  per  cent),  were  alive 
and  well  without  recurrence  for  an  average  survival 
of  7 years. 

Twenty  (60.6  per  cent)  of  the  33  patients  in 
the  inoperable  group  were  available  for  study,  and 
six  (30  per  cent)  had  lived  more  than  5 years  with- 
out recurrence  of  disease.  When  both  the  operable 
ar.d  inoperable  groups  are  considered  as  a whole, 
32  (58.1  per  cent)  patients,  or  almost  60  per  cent, 
lived  more  than  5 years  without  recurrence. 

These  data,  though  limited,  would  seem  to  in- 
dicate that  the  results  of  electrocoagulation  are  at 
least  equal  to  and  in  many  respects  superior  to 
abdominoperineal  resection  in  the  treatment  of 
cancer  of  the  rectum. 

DISCUSSION 

Electrocoagulation  by  definition5  is  ‘‘coagula- 
tion by  means  of  a biterminal  high  frequency  elec- 
tric current.”  Figuration  is  defined  as  “destruc- 
tion of  animal  tissue  by  electric  sparks  whose 
action  is  controlled  by  a movable  electrode.”  Es- 
sentially they  differ  only  in  degree,  figuration 
having  the  more  destructive  effect  of  heat.  Ac- 
cordingly, it  is  associated  with  more  extensive 
tissue  necrosis.  However,  in  this  presentation  both 
terms  are  used  interchangeably. 

Electrocoagulation  and  figuration  are  both 
forms  of  surgical  diathermy.  Diathermy  (Greek: 
dia  — through  or  across,  and  therme.  — heat)  is 
literally  a “heating  through”  of  the  tissues  by  the 
application  of  electric  currents.  It  differs  from 
the  cautery  in  that  the  patient  must  be  “grounded” 
and  also  in  the  diffusion  through  the  tissues  of  the 
heat  that  is  generated.  In  the  use  of  the  cautery 
the  heat  is  localized  to  the  surface  of  the  tumor 
that  is  being  destroyed  and  is  less  both  in  intensity 
and  diffusion.  Accordingly,  diathermy  is  the  pre- 
ferred method. 

Admittedly,  the  primary  and  definitive  treat- 
ment of  cancer  of  the  rectum  by  electrocoagulation 
is  a radical  departure  from  the  universally  accepted 
method  of  abdominoperineal  resection.  Therefore, 
with  rare  exceptions  it  has  been  used  purely  as  a 
palliative  procedure  in  patients  who  either  refused 
operation  or  were  considered  inoperable. 

In  our  experience  the  definitive  treatment  of 
cancer  of  the  rectum  by  electrocoagulation  was 
used  for  the  first  time  in  1954  and  this  purely  by 


chance.  An  abdominoperineal  resection  was  ad- 
vised but  steadfastly  refused.  The  patient  died 
13  years  later  at  the  age  of  73  from  a proved 
acute  myocardial  infarction.  During  the  ensuing 
5-year  period  between  1954  and  1959,  electro- 
coagulation was  used  selectively  in  only  three  other 
patients  and  in  each  the  result  was  excellent. 

In  1959  a 5 2 -year-old  woman  was  seen  with  a 
cancer  of  the  posterior  wall  of  the  rectum  which 
measured  2x2x1  cm  in  size  and  was  located  4 cm 
from  the  anal  orifice.  The  patient  was  in  excellent 
physical  condition  and  an  extended  “curative” 
operation  was  done.  The  distal  transverse  colon 
was  used  to  establish  a terminal  colostomy  and  a 
left  hemicolectomy  combined  with  aortocaval  node 
dissection,  pelvic  lymphadenectomy  and  abdomin- 
operineal resection  in  one  stage  wras  carried  out. 
The  histopathologic  diagnosis  of  the  lesion  was 
Dukes  A.  However,  the  patient  died  14  months 
later  of  disseminated  peritoneal  metastases.  Sub- 
sequent to  this  experience  and  beginning  in  1Q60, 
electrocoagulation  was  used  as  the  preferred 
method  in  the  treatment  of  operable  cancer  of  the 
rectum. 

The  historical  development  of  surgery  in  the 
treatment  of  cancer  of  the  rectum  culminated  in 
the  establishment  of  the  radical  one-stage  abdomin- 
operineal resection  of  Miles  as  the  primary  pro- 
cedure of  choice.  However,  the  results  of  this 
operation,  even  amongst  the  most  skilled  and  ex- 
perienced surgeons,  terminate  in  an  overall  5- 
year  survival  rate  that  varies  between  49.4  per 
cent  and  54.8  per  cent  (Table  XIV).  Furthermore, 
there  is  an  associated  mortality  rate  that  approxi- 
mates 5 per  cent  (Table  XV).  However,  when 
the  operation  is  performed  by  a variety  of  staff 
surgeons  representing  a large  general  hospital  as 
reported  by  Grinnell  or  in  a multiplicity  of  smaller 
community  hospitals  as  presented  by  Ottenheimer24 
the  mortality  rates  are  approximately  17  per  cent 
(Table  XV).  It  is  bek’eved  that  12  per  cent  would 
be  a fair  estimate  for  the  average  mortality  rate 
throughout  the  United  States.  In  comparison  there 
were  no  deaths  in  the  110  patients,  both  operable 
and  inoperable,  in  whom  the  tumor  was  treated 
by  electrocoagulation. 

Following  abdominoperineal  resection  there  is  a 
high  complication  rate,  particularly  related  to  blad- 
der and  sexual  dysfunction.  Furthermore,  these  are 
frequently  of  long  standing  and  are  mentally  dis- 
turbing. Colcock3,  in  a series  of  300  patients,  re- 
ported a complication  rate  of  58.3  per  cent.  Each 
(Continued  on  page  429) 
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Double  Contrast  Arthrography  Of  The  Knee  - A 
Report  Of  135  Consecutive  Studies  At  Rhode  Island 
Hospital 


Method  Is  A Useful  And  Accurate  Aid 
In  The  Diagnosis  Of  Torn  Or  Degen- 
erative Medial  Meniscus 


By  A.  A.  Savastano,  M.D.,  Paul  E.  Poirier,  M.D., 
and  Joseph  A.  Izzi,  M.D. 

Frequently  the  orthopedic  surgeon  is  faced  with 
a typical  knee  problem  in  which  he  is  left  in  doubt 
as  to  whether  there  is  a meniscal  lesion,  torn  cru- 
ciate ligament,  or  articular  cartilage  damage.  It 
is  the  purpose  of  this  report  to  present  135  knee 
arthrogram  studies  done  at  Rhode  Island  Hospital 
between  December  1970  and  January  1972  to 
illustrate  the  relative  facility  and  advantage  of 
such  study.. 

HISTORICAL  REVIEW 

Arthrography  of  the  knee  to  delineate  its  soft 
tissue  structures  is  not  a new  concept.  It  was  first 
demonstrated  in  1905  at  the  fourth  German  Or- 
thopedic Meeting  by  Wernerdorff  and  Robinson. 
Their  technique  utilized  the  injection  <of  air  as  a 
contrast  medium,  but  since  on  several  occasions 
patients  expired  from  air  emboli  this  method  was 
discontinued.  In  1906  Hof  fa  and  Ravenbusch  pub- 
lished a paper  on  knee  arthrography  using  pure 
oxygen.  No  further  contributions  were  made  until 
1930,  when  two  Swiss  surgeons,  Bircher  and  Ober- 
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holzer,  began  their  work  with  double  contrast 
studies  using  iodinated  contrast  media.  In  the  next 
few  years  a search  for  an  innocuous  contrast  me- 
dium was  undertaken.  Several  iodinated  contrast 
media  were  tried,  including  abrodil®  in  1931  and 
Lipiodol®  in  1932.  These  proved  to  be  irritating 
to  the  Synovium,  but  were  not  discontinued  until 
the  advent  of  double  contrast  study  technique. 
Meschan  and  McGaw  in  1947  reported  315  opera- 
tive cases  using  air  as  a contrast  medium.  In  1951 
GBeist  reported  the  use  of  35  per  cent  Diatrast® 
ii:  22  cases  with  no  ill  effects.  Fluoroscopy,  using 
air  contrast,  first  used  by  Niddecher  in  1953, 
proved  to  be  a better  technique  of  visualizing  the 
inner  structures  of  the  knee.  He  called  his  method 
‘‘Aimed  Pneumoarthrography'’.  Turner  and  Wurtz 
in  1959  reviewed  469  cases  of  arthrography,  using 
10  to  15  ml  of  35  per  cent  Diatrast.®  They  re- 
ported an  accuracy  of  72  to  90  per  cent  in  de- 
tecting cartilage  abnormalities  in  the  medial  menis- 
cus. In  1960  Zahressen  in  Sweden  used  8 to  10  ml 
of  Umbradil®  with  20  to  25  ml  of  air,  and  Heiser 
in  1962  reported  the  use  of  8 to  10  ml  of  50  per 
cent  Hypague.® 

Within  the  past  10  years  several  techniques  and 
contrast  media  have  been  used  throughout  the 
world.  It  is  not  within  the  scope  of  this  paper  to 
include  an  extensive  review  of  the  literature.  In 
our  study  we  have  used  a combination  of  tech- 
( Continued  on  next  page) 
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niques  introduced  by  several  researchers  applying 
Renographin-60®  as  the  contrast  medium  mixed 
with  10  ml  of  air  and  40  ml  of  carbon  dioxide.  The 
entire  study  was  carried  out  under  fluoroscopic 
control  better  to  position  and  visualize  the  inner 
structures  of  the  knee. 

INDICATIONS 

Double  contrast  arthrography  of  the  knee  has 
been  found  useful  to  evaluate  all  unclear  knee 
symptoms,  especially  when  the  subjective  symp- 
toms far  outweight  the  objective  findings.  It  is 
useful  also  in  evaluating  the  postmeniscectomy 
patient  when  symptoms  persist  or  in  documenta- 
tion of  disability  evaluation.  It  is  further  useful 
in  fresh  ligamentous  tears  when  there  is  difficulty 
in  localizing  the  meniscal  lesion  whether  in  the 
medial  or  lateral  meniscus.  Arthrography  also  has 
proved  useful  in  delineating  the  cruciate  ligaments, 
the  inferior  border  of  the  patella  to  demonstrate 
chondromalacie,  foreign  bodies,  and  Baker’s  cysts. 

EQUIPMENT 

1.  Razor  for  skin  preparation 

2.  Sponge  and  sterile  drapes 

3.  Kelly  clamp 

4.  Solutions  for  skin  preparation 

5.  Syringes  of  various  sizes 

6.  Hypodermic  needles  of  various  sizes 

7.  1 per  cent  xylocaine® 

8.  Renographin-60® 

9.  Carbon  Dioxide 

10.  ACE®  elastic  bandage 

1 1 . Fluoroscope 

TECHNIQUE 

The  patient  is  examined  in  both  the  supine  and 
sitting  positions.  The  knee  is  prepared  by  shaving 
excessive  hair  and  applying  Betadine®  solution 
under  strict  aseptic  conditions.  The  knee  is  draped 
with  sterile  drapes,  and  the  knee  joint  is  ap- 
proached from  the  superior-lateral  aspect  of  the 
patella  using  1 per  cent  xylocaine®  to  anesthetize 
the  skin  and  subcutaneous  tissues.  An  18-gauge 
needle  is  then  inserted  into  the  knee  joint,  and 
any  effusion  is  evacuated  completely.  Under  fluoro- 
scopic control.  5 to  7 ml  of  Renographin-60®  are 
injected.  It  is  often  difficult  to  ascertain  whether 
the  joint  space  has  been  entered  when  no  effusion 
is  present.  The  dispersion  of  the  contrast  medium 
under  fluoroscopic  control  is  readily  recognized. 
Following  the  injection  of  the  contrast  medium, 
approximately  10  ml  of  room  air  is  injected  into 
the  knee,  followed  bv  40  ml  of  carbon  dioxide. 
This  distends  the  joint  better  to  visualize  the  soft 


structures.  The  knee  is  then  flexed  and  extended 
for  approximately  two  minutes  to  be  certain  that 
the  inner  structures  are  coated  with  the  contrast 
material.  Following  this  manipulation,  a 4-inch 
ACE®  elastic  bandage  is  snugly  applied  over  the 
suprapatella  pouch  to  force  the  gases  into  the 
knee  joint  and  distend  it  for  better  visualization 
and  the  patient  is  permitted  to  ambulate  for  ap- 
proximately five  minutes  further  to  insure  the 
coating  of  all  the  structures. 

The  patient  is  then  placed  on  the  fluoroscopic 
table  in  the  supine  position  with  an  assistant, 
usually  the  orthopedic  surgeon,  controlling  the 
lower  extremity.  Pressure  is  applied  first  to  the 
lateral  aspect  of  the  joint  forcibly  to  open  the 
joint  space  medially.  Spot  films  are  taken  under 
fluoroscopic  control  to  be  certain  that  the  X-ray 
beam  is  aimed  directly  into  the  joint  space  and 
to  prevent  overlapping  of  bones.  Several  views 
are  obtained,  first,  in  the  antero-posterior  position, 
rotating  the  leg  internally  until  lateral  views  are 
taken  for  posterior  horn  views.  The  same  pro- 
cedure is  then  carried  out  for  the  lateral  side  of 
the  knee.  Next  the  patient  is  turned  to  the  prone 
position,  and  several  exposures  are  taken  in  the 
posteranterior  position.  All  X-ray  films  are  re- 
viewed prior  to  removal  of  the  ACE®  bandages 
in  case  any  further  views  are  needed.  At  this  point 
the  ACE®  bandage  is  released,  and  cross  table 
anteroposterior  and  lateral  exposures  of  the  knee 
are  taken  with  the  knee  in  slight  flexion  and  with 
an  assistant  manipulating  the  knee  to  demonstrate 
a possible  anterior  draw  sign.  This  better  visual- 
izes the  cruciate  ligament.  It  is  also  in  this  cross 
table  lateral  view  that  the  under  surface  of  the 
patella  is  best  visualized. 

INTERPRETATION 

In  the  X-ray  films  there  are  definite  localizing 
signs  in  the  interpretation  of  the  areas  of  the  men- 
isci (see  figures  1 to  5).  In  the  medial  meniscus 
th?  anterior  horn  has  a relatively  small  meniscus 
with  a side  superior  capsular  space  and  a convex 
tibial  plateau.  The  patella  is  also  visible.  The 
middle  zone  has  a relatively  small  meniscus  with 
?.  narrow  superior  capsular  space,  and  the  tibial 
plateau  is  flat.  The  posterior  horn  has  a broad 
meniscus  with  a very  narrow  superior  capsular 
space  and  a concave  tibial  plateau.  The  lateral 
meniscus  on  the  other  hand  has  a broad  meniscus 
in  the  anterior  horn  and  a broad  superior  capsular 
space.  The  patellar  border  is  also  visible.  The 
middle  zone  of  the  lateral  meniscus  has  a high 
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Fig.  1 

Arrow  points  to  normal  medial  meniscus  delineated 
by  double  contrast  arthrography.  Notice  the  sharp 
triangular  edges  of  the  meniscus  in  cross  section. 


Fig.  2 

Arrow  points  to  the  torn  medial  meniscus.  Notice 
how  the  dye  has  seeped  into  a longitudinal  tear 
disrupting  the  normal  triangular  configuration. 


Fig.  4 

Arrow  points  to  medial  meniscus  with  several 
“bucket  handle”  tears. 


Fig.  5 

Photograph  of  the  meniscus  seen  in  the  arthrogram 
in  Fig.  4. 


Fig.  3 

Photograph  of  the  same  meniscue  seen  in  the 
arthrogram  in  Fig.  2. 


meniscus  with  a narrow  superior  capsular  space, 
and  an  inferior  recess  is  visible.  The  posterior 
horn  of  the  lateral  meniscus  has  a broad  meniscus 
with  a very  narrow  superior  capsular  recess  and 
a large  inferior  recess.  The  hiatus  popliteus  is  also 
visible  as  is  the  head  of  the  filbula.  In  the  inter- 
pretation of  a normal  meniscus  one  expects  to 
see  the  very  sharp  edges  in  the  triangular  cross 
section  of  the  meniscus  with  the  height  being 
less  than  the  width  throughout.  The  medial  men- 
iscus should  also  be  adherent  to  the  medial  col- 
lateral ligament  throughout  its  midzone  portion. 
The  lateral  meniscus  on  the  other  hand  presents 
a more  difficult  interpretation  because  of  the  pres- 
( Continued  on  next  page) 
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ence  of  the  popliteus  tendon.  The  contrast  medium 
tends  to  coat  the  popliteus  tendon  as  well  as  the 
other  structures  and  obscures  the  total  visualiza- 
tion of  the  lateral  meniscus  for  tears.  In  our  study 
we  have  refrained  from  making  any  defninite  diag- 
nosis of  lateral  meniscal  tears  because  of  this.  Ab- 
normal interial  menisci  on  the  other  hand  readily 
demonstrate  tears  either  interiorly,  horizontally,  or 
vertically  throughout  any  portion  of  the  three 
previously  mentioned  zones.  In  addition,  degen- 
erated menisci  can  be  interpreted  by  rounding 
of  the  sharp  triangular  borders  and  when  the  width 
of  the  meniscus  is  less  than  its  height  at  any  zone. 
In  addition  to  meniscal  problems,  the  cruciate 
ligaments  can  also  be  visualized  and  interpreted 
as  to  extreme  narrowing  or  complete  obliteration. 
Not  infrequently  an  unsuspected  Baker's  cyst  is 
visualized  by  arthrography. 

RESULTS  OF  STUDY 

One  hundred  and  thirty-five  consecutive  arthro- 
grams  were  reviewed.  All  surgically  treated  pa- 
tients were  followed  by  correspondence  with  their 
attending  physicians.  The  arthrograms  were  classi- 
fied as  either  positive  or  negative  for  medial  menis- 
cal tears.  Of  the  135  cases  studied,  57  were  inter- 
preted as  positive  and  78  as  negative.  Of  the  57 
cases  with  positive  studies.  38  eventually  were 
operated  upon;  and  in  each  case  the  operative 
findings  were  in  accord  with  the  preoperative 
radiologic  interpretation.  Of  the  78  cases  with 
negative  interpretations,  15  eventually  were  oper- 
ated upon;  in  two  of  these  cases  a torn  medial 
meniscus  was  found.  .Also  among  the  15  cases  with 
negative  reports  in  which  operation  was  performed, 
there  were  10  cases  of  degenerative  menisci  with- 
out tears  and  three  of  normal  menisci.  In  our 
study  the  correlation  of  positive  interpretations  to 
the  surgical  findings  was  100  per  cent.  Of  the  15 
negative  interpretations.  13  were  confirmed  for  a 
correlation  of  86.6  per  cent.  For  all  53  operative 
cases,  the  correlation  was  96  per  cent. 

CONCLUSIONS 

In  reviewing  this  series  it  became  evident  that 
the  later  studies  were  more  accurate  than  the 
earlier.  This  is  explained  bv  improved  experience 
in  both  the  technical  aspects  and  in  interpreting 
the  X-rays.  There  were  no  cases  of  infection  sec- 
ondary to  arthrography,  and  morbidity  was  negli- 
gible. The  procedure  is  carried  out  on  an  ambu- 
latory basis.  Patients  are  warned  that  they  will 
feel  a bubbling  sensation  within  the  knee  joint 


for  several  hours  after  the  arthrogram  is  com- 
pleted. This  sensation  resolves  with  the  absorption 
of  the  gases  and  contrast  medium.  The  procedure 
is  a useful  and  accurate  aid  in  establishing  the 
diagnosis  of  torn  or  degenerative  medial  menisci. 
However,  arthrography  may  be  misleading  in  the 
diagnosis  of  lateral  meniscal  lesions.  Greater  ex- 
perience in  interpretation  of  this  condition  may 
improve  the  results. 
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Editorials 

LIGHT  EMITTING  DIODES 


These  remarkable  little  devices,  known  familiarly 
as  LEDs,  in  the  short  time  that  they  have  jbeenj 
available  have  wrought  a minor  technological  revo- 
lution. The  story  of  LEDs  goes  back  to  1907 
when  one  H.  J.  Round  found  that  he  could  produce 
flashes  of  yellow  light  by  making  contact  between 
some  battery  wires  and  a crystal  of  silicon  car- 
bide. This  observation  lay  dormant  until  the  1950s 
when  it  was  discovered  that  the  semiconductors 
silicon  and  germanium  could  be  made  to  emit 
infra-red  light  by  controlled  agitation  of  their  elec- 
trons. It  was  not  until  1962  that  LEDs  capable 
of  emitting  light  in  the  visible  spectrum  were  pro- 
duced. This  opened  the  door  to  a wide  range  of 
developments.  Current  commercially  available 
diodes  make  use  of  semi-conductor  compounds  of 
the  element  gallium. 

LEDs  are  outmoding  hands  on  watches  and 
clocks,  are  replacing  tiny  incandescent  lamps  as 
indicator  lights,  and  have  made  practical  the 
pocket  calculator  which  is  the  size  of  a small  tran- 
sistor radio.  The  numbers  formed  by  diodes  in 
bright  red  lights  may  be  quite  legible  in  sizes  as 


small  as  one-eighth  inch.  An  arrangement  of  seven 
diodes  provides  an  illuminated  display  of  every 
digit  from  zero  to  nine.  The  diodes,  placed  in  a 
figure-of-eight  configuration,  are  embedded  in  an 
epoxy  plastic  lens. 

By  varying  materials  lights  of  other  colors  may 
be  produced,  yellow  and  green  showing  increasing 
popularity.  LEDs  respond  many  times  faster  than 
incandescent  lamps  and  are  sturdier  and  less  frag- 
ile, more  shock  resistant,  and  longer  lasting.  Their 
half-life  in  light  output  is  an  amazing  100.000 
hours. 

In  addition  to  their  great  usefulness  in  the 
laboratory  and  in  computers,  they  are  emerging 
as  increasingly  popular  in  the  consumer  world  of 
pocket  calculators  and  digital  watches.  One  su:h 
watch,  with  a quartz  crystal  for  time  control,  is 
accurate  to  within  60  seconds  a year.  The  time 
in  digits  lights  up  upon  pressing  a button. 

This  new  technological  mini-miracle  will  un- 
doubtedly appear  increasingly  in  medical  usage 
both  in  the  laboratory  and  in  clinical  equipment. 


PROVIDENCIA  STUARTII 


The  growing  importance  of  the  organism  Provi- 
dencia  stuartii  as  a cause  of  burn  sepsis  should 
be  of  especial  interest  to  Rhode  Islanders.  The 
late  eminent  Professor  Charles  A.  Stuart  of  Brown 
University,  a bacteriologist  and  immuniologist  of 
international  reputation,  made  major  contributions 
to  the  understanding  of  salmonella  and  other  en- 
teric gram  negative  organisms.  This  unfamiliar 
organism,  which  he  first  described,  bears  not  only 
his  name  but  the  name  of  the  city  where  he  lived 
and  worked  most  of  his  years.  It  is  a gram  nega- 
tive rod,  a member  of  the  enterobacteriaceae  fam- 
ily which  embraces  also  escherichia,  proteus,  sal- 
monella, serratia,  and  others. 

Effective  antibiotic  treatment  of  burns  resulted 
in  the  control  of  streptococcus  and  staphylococcus 
sepsis,  but  was  followed  in  the  early  1960s  by  the 
emergence  of  Pseudomonas  aeruginosa  as  a leading 
culprit  in  burn  infection  and  death  from  burn 
sepsis.  Modern  burn  treatment  by  topical  appli- 
cations of  Sufamylon®  or  other  preparations  and  by 
systemic  antibiotic  administration  resulted  in  a 


substantial  improvement  in  burn  morbidity  and 
mortality.. 

A retrospective  study  by  Curreri,  et  al.  from 
the  Brooke  Army  Medical  Center  shows  a sur- 
prising increase  in  the  presence  of  this  unfamiliar 
organism  in  burn  cultures.  As  of  1970  they  found 
that  the  incidence  of  Provideneia  stuartii  bacterie- 
mia  wras  almost  twice  that  of  Pseudomonas  aeru- 
ginosa and  appeared  to  be  increasing.  There  has 
also  been  a marked  rise  in  incidence  of  positive 
sputum  cultures  of  this  organism  in  burned  pa- 
tients, associated  with  an  apparent  increase  in 
pulmonary  deaths. 

Its  identification  depends  upon  rather  elaborate 
biochemical  testing  in  several  different  media,  so 
that  it  is  often  reported  merely  as  enterobacter 
or  paracolon  group  without  specific  identification, 
with  the  result  that  it  is  frequently  missed.  Its 
frequency  in  the  hospital  environment  throughout 
the  United  States  appears  to  be  increasing.  Sys- 
temic invasion  is  thought  to  be  primarily  by  way 
(Continued  on  next  page) 
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of  the  respiratory  tract.  It  has  been  isolated  in 
blood,  sputum,  urine,  and  burn  wound  cultures 
from  thermally  injured  patients. 

The  organism  is  relatively  resistant  to  anti- 
biotics as  evidenced  by  the  fact  that  only  12  per 
cent  of  isolated  strains  were  sensitive  to  the  two 
most  effective  antibiotics. 

The  study  reveals  in  a large  burned  population 
the  emergence  of  a highly  lethal  and  relatively 


resistant  organism,  which  has  hitherto  remained 
largely  unrecognized.  Its  incidence  is  probably 
widespread.  Professor  Stuart  would  surely  have 
faced  this  new  intelligence  about  Providenda 
stuartii  with  mixed  emotions. 

REFERENCE 

Curreri  PW  et  al:  Providencia  Stuartii 

Sepsis:  A new  challenge  in  the  treatment  of  burns. 

Ann  Surg  177:133-8,  Feb  1973 


ERRATA 

In  the  article  "Drug  Disposition  in  the  Fetus  and  Newborn  Infant,"  by  Sum- 
mer J.  Yaffe,  M.D.,  published  in  the  July,  1973  issue  of  the  Journal  (Vol.  56,  No. 
7),  the  legends  to  Fig.  1 and  2 on  pages  281  and  282  were  transposed.  The  ac- 
knowledgement at  the  end  of  the  paper  should  be  the  research  grant  HD06611. 
The  Editors  regret  these  errors. 


Needed  By  Our  Medical  Schools — 

MONEY  NOT  ‘TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  — the  kind  that  AMA 
Education  and  Research  Foundation  funds  provide.  Medical  Schools  receive 
AMA-ERF  money  WITHOUT  STRINGS  ATTACHED.  It  may  be  used  as 
they  see  fit  to  solve  their  most  pressing  financial  problems. 

LOAN  GUARANTEE  FUND 

Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term 
unsecured  loan?  Most  lending  institutions  do  not  make  that  kind  of  loan, 
even  for  a worthy  reason  like  medical  education.  The  Loan  Guarantee 
Fund  was  established  to  aid  medical  students,  interns  and  residents.  If 
all  other  resources  are  exhausted,  they  can  borrow  up  to  $1,500  a year 
($10,000  maximum).  AMA-ERF  guarantees  repayment  of  both  principal 
and  interest  to  the  participating  banks,  who  make  students  loans  as  a public 
service.  Contributions  to  AMA-ERF  are  tax  deductible. 

AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized : 

Name  and  address  of  member  of  family  to  be  notified:  


Amount  of  gift:  

Designated  for:  □ Loan  Guarantee  Fund 

□  Name  of  Medical  School 

□ Fund  for  Medical  Schools  (to  be  divided  equally  among 

all  medical  schools) 

Contributor  — 

Address 

Mail  to  your  county  AMA-ERF  Auxiliary  Chairman 

Mrs.  Daniel  G.  Calenda,  296  Taber  Avenue,  Providence,  R.  I.  02906 

Make  Checks  payable  to  AMA-ERF. 
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A DOUBLEDUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  mtER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  RR.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


How  to  better  achieve  a smooth  "pilf'response : 

A blueprint  for  introducir 

I.  If  one  "pill"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
Medical  history,  physical  examination 
Past  pill  experience 

, n 


Known  special  hormonal  needs 


he  pill" to  your  patient 

Demulen,  3.  If  your  patient  requires 

a 50-mcg.  a different  hormonal  balance- 
iow-estrogen"  pill,  temporarily  or  for  the 
is  a logical  long  term- 

first  choice.  Searle  offers  you  alternatives 


orastandard" 

>0-mcg.  start 

When  slightly  more 
estrogenic  activity  is 
indicated 

For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestogens 

Demulen 

ailable  in  21-  and  28-pill  schedules, 
ch  white  tablet  contains:  ethynodiol 
icetate  1 mg. /ethinyl  estradiol  50  meg. 
ch  pink  tablet  in  Demulen-28®  is  a 
icebo,  containing  no  active  ingredients. 

i 

Ovulen 

Available  in  20-,  21-  and  28-pill  schedules. 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28*  is  a placebo 
containing  no  active  ingredients. 

m 

i 

Enovid-E 

Available  in  20-  and  21-pill  schedules. 

Each  tablet  contains  norethynodrel  2 5 
mg  mestranol  0.1  mg 

^ moderately 
rogestogen-dominant 
ombination  with  low 
strogenic  activity.  * 

:ARLE  1 product  01  Sear*®  4 Co. 

I 1 San  Juan,  Puerto  Rico  00936 

i 

A centrally  balanced 

estrogen/progestogen 

combination* 

p Product  of  Starts  A Co. 

San  Juan.  Puerto  Rico  00936 

2 

i 

An  estrogen-dominant 
combination  with  no 
androgenic  activity* 

Product  of  Searle  Laboratories 

SEARLE  Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago.  Illinois  60680 

Where  “ The  Pill"  Began 
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Note:  Oral  contraceptives  are  complex  medications.  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  full  prescribing  information, 
inly  on  animal  studies.  For  brief  summary  of  prescribing  information,  please  see  next  page. 


If  one  "pill"  were  right  for  every  woman,  we'd  make  it. 


Ovulen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain  -3  leading  to  this  conclusion,  and  one* 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates4  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  fact< 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunctic 
require  careful  observation.  In  breakthrough  bleeding,  and  in 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  caus 
should  be  borne  in  mind,  in  undiagnosed  bleeding  per  vagina 
adequate  diagnostic  measures  are  indicated.  Patients  with  a h 
tory  of  psychic  depression  should  be  carefully  observed  and  t 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  A 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pit 
itary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  furth 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a s: 
nificant  percentage  of  patients  on  oral  contraceptives.  The  mec 
anism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patien 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulf 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fa 
tor,  although  treatment  with  Ovulen  or  Demulen  may  mask  tl 
onset  of  the  climacteric.  The  pathologist  should  be  advised 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  subm 
ted.  Susceptible  women  may  experience  an  increase  in  blood  pre 
sure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contrace 
tives— A statistically  significant  association  has  been  demonstrate 
between  use  of  oral  contraceptives  and  the  following  serious  a 
verse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cer 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  sue 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fc 
lowing  serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retin. 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patien1 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestin, 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthroug 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  durin 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  change 
(tenderness,  enlargement  and  secretion),  change  in  weight  (ir 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  seen 
tions,  suppression  of  lactation  when  given  immediately  post  parturr 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pre 
sure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  i 
users  of  oral  contraceptives,  an  association  has  been  neither  cor 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-lik 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syr 
drome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hi1 
sutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosurr, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  ora 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re 
tention  and  other  tests;  coagulation  tests:  increase  in  prothrombir 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  an: 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up 
take  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Cor 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pracf 
13-. 267-279  (May)  1967.  2.  Inman,  W.  H.  W„  and  Vessey,  M.  P.:  In 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebrs 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Br' 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P„  and  Doll,  R 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  ar: 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-65" 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Green; 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contrace: 
tives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epider 
90:365-380  (Nov.)  1969. 
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ELECTROCOAGULATION  IN  THE 
TREATMENT  OF  CANCER 

(Continued  from  page  422) 
of  the  14  deaths  (4.6  per  cent)  was  related  to  one 
or  more  of  the  complications  that  ensued.  The 
complications  following  electrocoagulation  were 
much  less  frequent  (25.4  per  cent)  and  not  of  the 
same  order  of  magnitude  (Table  V). 

In  the  treatment  of  cancer  of  any  organ  an  es- 
tablished tenet  of  good  surgical  treatment  is  the 
removal  of  the  primary  lesion  and  its  lymphatic 
drainage.  The  logical  corollary  of  this  tenet  was 
the  extension  of  operation  on  the  basis  that,  if  a 
“wide  excision”  was  good,  a “wider  excision” 
would  be  better.  Earlier  we  were  in  complete  ac- 
cord with  this  concept  as  indicated  in  previously 
published  reports.  However,  as  experience  accumu- 
lated, the  higher  complication  and  mortality  rates 
in  conjunction  with  the  absence  of  improvement 
in  long  term  survival  rates  did  not  justify  its  con- 
tinued use.  This  conclusion  is  supported  by  the 
results  reported  in  the  excellent  study  of  Fergu- 
son0. In  this  regard  one  must  never  lose  sight  of 
the  fact  that  the  surgical  treatment  of  cancer  has 
always  been  and  forever  will  be  a “macroscopic 


attack  on  a microscopic  disease.”  As  such  it  can 
never  prove  the  ultimate  in  cancer  therapy.  How- 
ever, despite  this  fact,  it  has  proved  “curative” 
in  many  patients.  Furthermore,  in  our  present  state 
of  knowledge  it  is  believed  to  be  the  best  method 
of  treatment  and  frequently  the  only  one  avail- 
able. 

The  prognosis  for  cancer  in  any  region  is  related 
to  the  presence  or  absence  of  metastases  to  the 
regional  lymph  nodes.  The  primary  objection  to 
the  treatment  of  cancer  of  the  rectum  by  electro- 
coagulation is  the  lack  of  knowledge  to  the  pres- 
ence or  absence  of  metastases  in  the  regional  lymph 
nodes.  Admittedly  this  is  a valid  objection,  and 
in  rebuttal  the  logical  answer  would  be  to  subject 
each  patient  to  abdominal  exploration  to  determine 
the  extent  of  the  disease  before  initiation  of  treat- 
ment by  electrocoagulation.  However,  this  deter- 
mination may  frequently  prove  difficult,  and  the 
necessity  for  abdominal  exploration  would  detract 
from  the  simplicity  of  the  operation  as  presently 
performed. 

In  cancer  of  the  rectum  the  incidence  of  lymph 
node  metastates  in  resected  surgical  specimens  that 
were  screened  carefully  varied  from  approximately 
(Continued  on  next  page) 
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40.0  per  cent  to  about  50  per  cent  with  an  aver- 
age incidence  of  47  per  cent  (Table  XYI).  Reason- 
ing a.  priori  from  these  data,  it  may  be  assumed 
that  one  of  every  two  patients  with  operable  can- 
cer of  the  rectum  that  were  treated  by  electro- 
coagulation had  "positive"  nodes  at  the  time  of 
operation. 

The  5-year  survival  rates  in  cancer  of  the  rec- 
tum are  intimately  related  to  the  presence  or  ab- 
sence of  lymph  node  metastases.  When  the  nodes 
are  "negative”,  about  three  out  of  every  four  pa- 
tients (72.0  per  cent)  survive,  compared  to  an 
average  survival  rate  of  only  about  one  in  four 
(28.0  per  cent)  when  they  are  ‘‘positive”  (Table 
XIV).  When  the  patients  with  ‘‘positive”  and 
“negative”  nodes  are  combined,  the  average  over- 
all 5-year  survival  rate  is  about  52.0  per  cent. 
However,  the  absolute  5-year  survival  rates  re- 
ported by  Grinnell9,  Hughes13,  and  Gilbertsen8 
are  25.6  per  cent,  38.6  per  cent,  and  40.0  per  cent 
respectively. 

Oftentimes  it  is  reasoned  that  abdominoperineal 
resection  with  ligation  of  the  inferior  mesenteric 
artery  at  its  origin  from  the  aorta  enhances  the 
chance  of  cure  by  inclusion  in  the  resected  speci- 
men of  the  high-lying  nodes  which  may  or  may 
not  contain  metastatic  foci,  and  thereby  improve 
the  results.  However,  Grinnell10  has  shown  that, 
when  there  are  metastases  to  the  lymph  nodes 
about  the  origin  of  the  inferior  mesenteric  artery, 
cancer  cells  have  spread  to  other  nodes  and  lym- 
phatics beyond  the  reach  of  cure  by  operation. 
In  his  series  none  of  the  19  patients  with  high- 
lying  nodal  metastases  was  salvaged  by  the  ex- 
tended operation. 

How  does  this  survival  rate  following  abdom- 
inoperineal resection  compare  with  that  following 
treatment  of  cancer  of  the  rectum  bv  electrocoagu- 
lation? In  this  comparison  it  is  assumed,  as  previ- 
ously mentioned,  that  metastases  to  the  regional 
lymph  nodes  were  present  in  approximately  half 
of  the  patients  that  were  treated  by  electrocoagu- 
lation. However,  neither  the  number  of  patients 
nor  the  duration  of  follow-up  is  sufficient  to  make 
a valid  comparison.  Nevertheless,  the  35  patients 
with  operable  lesions  that  were  ideally  suited  for 
treatment  by  abdominoperineal  resection,  but  who 
instead  were  treated  by  electrocoagulation,  are 
available  for  an  absolute  5-18  year  follow-up 
(Table  XIII).  Twenty-six  (74.3  per  cent)  of  the 
35  patients  lived  5 years,  and  21  (60.0  per  cent) 
are  alive  and  well  5 years  or  longer,  with  an  aver- 
age survival  of  7 years.  Two  of  the  four  patients 


who  died  of  other  causes  lived  more  than  5 years, 
and  neither  had  recurrent  disease.  Accordingly,  23 
(65.7  per  cent)  of  the  35  patients  were  free  of 
disease  5 years  and  longer.  Furthermore,  when 
both  the  operable  and  the  inoperable  groups  of 
patients  are  combined,  55  (50.0  per  cent)  of  the 
original  110  patients  are  available  for  study. 
Twenty-five  (45.5  per  cent)  of  the  55  patients 
are  alive  and  well  5 years  or  longer.  A total  of 
three  patients  died  of  other  causes  5 or  more  years 
after  treatment,  and  none  had  recurrent  disease. 
Accordingly,  28  (50.9  per  cent)  of  the  55  patients, 
or  one  in  every  two,  lived  5 or  more  years  without 
evidence  of  recurrence  of  the  cancer. 

A criticism  of  the  series  of  patients  reported  is 
the  unduly  high  percentage  (30.0  per  cent)  com- 
prising the  inoperable  group.  Admittedly,  this  is 
true.  However,  this  is  readily  explained  by  the 
fact  that  many  of  these  were  referred  by  other 
surgeons  who  had  rejected  them  for  treatment  by 
resection.  The  terms  operability  and  inoperability 
will,  of  course,  vary  from  surgeon  to  surgeon. 
However,  in  keeping  with  the  true  meaning  of  the 
word,  the  patients  in  the  inoperable  group  were 
indeed  either  unduly  "high  risks”  or  patients  in 
whom,  for  one  or  more  reasons,  an  abdominoper- 
ineal resection  was  contraindicated.  Furthermore, 
age  per  se  was  not  an  indication  for  inoperability. 
However,  among  the  criteria  were  such  factors  as 
senility,  blindness,  crippling  infirmities  in  the  aged 
and  physical  incapacitation  from  advanced  stages 
of  pulmonary  emphysema  and  cardiovascular  dis- 
ease, cirrhosis  of  the  liver,  unresectable  lesions  on 
exploratory  laparotomy,  completely  encircling 
lesions,  and  the  presence  of  remote  metastases. 
Heretofore,  other  than  attempts  at  palliation  by 
radiation  therapy,  nothing  could  be  offered  to 
these  patients.  Accordingly,  and  as  a consequence, 
there  is  a high  referral  rate  of  patients  classified 
as  inoperable. 

Another  objection  to  the  material  presented  is 
that  a double  blind,  randomized  study  of  matched 
pairs  of  patients  was  not  done.  Therefore,  the  re- 
sults presented  cannot  be  considered  statistically 
significant.  However  many  of  the  present  and  long 
established  tenets  for  the  treatment  of  various 
diseases,  both  medical  and  surgical,  were  not  based 
on  randomized,  double  blind  studies.  I refer  in 
particular  to  liver  and  insulin  in  the  treatment 
of  pernicious  anemia  and  diabetes  respectively  and 
also,  to  mention  but  a few,  the  surgical  manage- 
ment of  patients  with  hvpersplenism,  vascular  dis- 
eases, and  cancer  in  the  various  organs  throughout 
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the  body.  One  must  avoid  losing  a proper  perspec- 
tive by  becoming  overly  scientific  or  even  pseudo- 
scientific. If,  perchance,  a spoiled  egg  is  tasted  or 
a tight  shoe  is  worn,  I am  sure  it  would  not  be 
necessary  to  conduct  a double  blind,  randomized 
study  to  tell  if  the  egg  was  bad  or  the  shoe  was 
too  tight.  Similarly,  if  a patient  with  a proved 
cancer  of  the  rectum  is  alive  and  well  12  or  13 
years  after  its  eradication  by  electrocoagulation, 
then  seeing  is  believing.  Indeed,  in  the  evaluation 
of  clinical  studies  a modicum  of  common  sense 
should  also  prevail. 

Progress  in  medicine  can  never  be  made  without 
change,  but  change  in  itself  does  not  necessarily 
mean  progress.  The  relatively  recent  change  in  the 
treatment  of  cancer  of  the  rectum  by  extension 
of  the  operation  to  include  removal  of  as  much  of 
the  lymphatic  drainage  as  possible  has  failed  to 
improve  survival.  Similarly,  the  intraperitoneal  and 
postoperative  use  of  chemotherapeutic  drugs  has 
similarly  failed. 

Electrocoagulation  in  the  treatment  of  cancer 
of  the  rectum  is  a decided  change  relative  to  the 
generally  accepted  principles  that  have  been  es- 
tablished. Whether  or  not  this  particular  change 
will  result  in  progress  is  presently  not  known. 
However,  the  accumulated  data  presented  would 
suggest  the  continued  use  of  this  method  to  de- 
termine its  ultimate  true  value.  This  can  be  ac- 
celerated if  prospective  study  groups  are  estab- 
lished in  various  centers  throughout  the  nation  as 
well  as  in  other  countries.  If  this  method  is  truly 
worthwhile,  then  the  results  of  electrocoagulation 
as  presented  should  be  readily  duplicated  provided 
the  technic  as  described  is  practiced.  The  follow- 
ing quotation  from  Lord  Bacon  is  believed  most 
appropriate  in  relation  to  the  treatment  of  cancer 
of  the  rectum  by  electrocoagulation:  “Learn  not 
on  authority;  the  test  of  truth  is  time.” 

CONCLUSIONS 

Electrocoagulation  continues  to  be  of  proved 
merit  in  the  treatment  of  cancer  of  the  rectum. 

The  results  following  electrocoagulation  are  at 
least  comparable  to  and  in  many  respects  exceed 
those  following  abdominoperineal  resection. 
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cases.  Can  Med  Assoc  J 38:107-19,  Feb  38 
37Wassink  WF:  The  curative  treatment  of  carcinoma 
recti  by  means  of  electrocoagulation  and  radium. 
Arch  Chir  Neerl  8:313-30,  1956 
38Waugh  JM,  Kirklin  JW:  The  importance  of  the 
level  of  the  lesion  in  the  prognosis  and  treatment 
of  carcinoma  of  the  rectum  and  low  sigmoid  colon. 
Ann  Surg  129:22-33,  Jan  49 


John  L.  Madden,  M.D. 

St.  Clare’s  Hospital  and  Health  Center 
415  West  51st  Street 
New  York,  N.Y.  10019 

^ ^ ^ 

1973-74  DIRECTORY 

A complimentary  copy  of  the  1973-1974  mem- 
bership directory  will  be  mailed  to  all  members  of 
the  Society  in  the  next  few  weeks.  Additional  copies 
may  be  purchased  from  the  Executive  Office  at  a 
charge  of  $1.00  to  members  and  $3.00  to  non-mem- 
bers. The  task  of  compiling  the  data  for  the  di- 
rectory is  a formidable  one  due  to  continual 
changes  of  addresses  and  telephone  numbers. 

The  executive  staff  has  made  every  effort  to  avoid 
errors  in  this  publication,  but  if  any  member  finds 
an  error,  please  notify  Mrs.  Sciarra  at  the  execu- 
tive office  at  331-3207. 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ 1 ONE  SOURCE /TOTAL  INSURANCE 

559-9 
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ORAL  HYPOGLYCEMIC  AGENTS 

(Continued  from  page  414) 

29Davidoff  F : Effects  of  guanidine  derivatives  on 
mitochondrial  function.  I.  Phenethylbiguanide  in- 
hibition of  respiration  in  mitochondria  from  guinea 
pig  and  rat  tissues. J Clin  Invest  47:2331-43,  Oct 
68 

30Harsant  PR:  A review  of  the  mode  of  action  of 
phenformin.  Postgrad  Med  J 45:20-3,  May  69 

31Searle  GL,  Gulli  R,  Cavalieri  RR:  Effect  of  phen- 
formin in  nondiabetic  humans.  Estimation  of  glu- 
cose turnover  rate  and  Cori  cycle  activity.  Metabol- 
ism 18:148-54,  Feb  69 

32Kreisberg  RA,  Owen  WC,  Siegal  AM:  Hyperlac- 
ticacidemia  in  man:  ethanol-phenformin  synergism. 
J Clin  Endocrinal  Metab  34:29-35,  Jan  72 

33Searle  GL,  Cavalieri  RR:  Glucose  kinetics  before 
and  after  phenformin  in  the  human  subject.  Ann 
NY  Acad  Sci  148:734-42,  26  Mar  68 

34Losert  W,  Schillinger  E,  Kraaz  W,  et  al:  Tierex- 
perimentelle  Untersuchungen  zur  Wirkungsweise 
der  Biguanide.  3:  Versuche  mit  nicht  hypogly- 
kamisch  wirkenden  Biguaniddosen.  Arzneim  Forsch. 
22:1540-52,  Sep  72 

35 Frayn  KN,  Adnitt  PI:  Effects  of  metformin  on 
glucose  uptake  by  isolated  diaphragm  from  normal 
and  diabetic  rats.  Biochem  Pharmacol  21:3153-62, 
1 Dec  72 

36Davidson  MB,  Bozarth  WR,  Challoner  DR,  et  al: 
Phenformin,  hypoglycemia  and  lactic  acidosis.  Re- 
port of  attempted  suicide.  N Engl  J Med  275: 
886-8,  20  Oct  66 

37Bengtsson  K,  Karlberg  B,  Lindgren  S:  Lactic 
acidosis  in  phenformin-treated  diabetics.  A clinical 
and  laboratory  studv.  Acta  Med  Scand  191:203-8, 
Mar  72 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


38MacGregor  GA,  Poole-Wilson  PA,  Jones  NF:  Phen- 
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39Czyzyk  A,  Tawecki  J.  Sadowski  J,  et  al:  Effect 
of  biguanides  on  intestinal  absorption  of  glucose. 
Diebetes  17:492-8,  Aug  68 

40Caspary  WF,  Creutzfeldt  W:  Analysis  of  the  in- 
hibitory effect  of  biguanides  on  glucose  absorption: 
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7:375-85,  Oct  71 

41Wick  AN,  Stewart  CJ,  Serif  GS:  issue  distribution 
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cycle  intermediates  and  NADH.  J Bioenerg  3:481 
98,  72 

47Davidoff  F,  Carr  S:  Calcium-like  action  of  phene- 
thylbiguanide and  related  compounds:  inhibition 
of  pyruvate  kinase.  Proc  Nat  Acad  Sci  USA  69: 
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4sKudzma  DJ,  Bradley  EM,  Lecocz  R:  Effect  of  tol- 
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50Turtle  JR:  Glucose  and  insulin  secretory  response 
patterns  following  diet  and  tolazamide  therapy 
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PEER  REVIEW 

(Concluded  from  page  408) 
lions  of  the  present  State  Peer  Review  Committee, 
probably  absorbing  it  as  a functioning  entity. 

Its  computer  storage  and  retrieval  functions 
would  be  contracted  for  with  Rhode  Island  Blue 
Cross  and  Blue  Shield.  Blue  Cross  and  Blue  Shield 
should  arrange  to  take  over  the  responsibility  of 
HARI  which  is  currently  receiving  PAS-MAP 
Summary  Reports  and  quarterly  LOS  packages  of 
all  hospitals  from  CPHA.  Whether  or  not  all  PAS- 
MAP  data  should  be  received  can  be  determined 
later  based  on  technical  requirements.  Blue  Shield 
would  supplement  these  data  with  its  current  Utili- 
zation Review  Package.  To  the  extent  that  these 
resources  are  inadequate  or  could  not  be  devel- 
oped to  meet  all  needs  for  establishment  of  criteria 
and  study  of  patterns  of  care,  the  Blue  Cross  and 
Blue  Shield  data  bank  could  be  programmed  to 
furnish  the  additional  data. 

A retrieval  and  study  team  could  be  developed 
at  Blue  Cross  and  Blue  Shield  from  current  or 
additional  personnel  as  the  needs  of  the  program 
are  demonstrated. 

SUMMARY 

1 ) All  hospitals  will  implement  medical  audit 
under  PAS-MAP. 

2)  The  State  Medical  Society  will  develop  a 
PSRO. 

3)  The  PSRO  will  probably  absorb  the  func- 
tions of  the  present  State  Peer  Review  Com- 
mittee. 

4)  The  PSRO  will  contract  with  Blue  Cross 
and  Blue  Shield  to  conduct  its  data  storage, 
retrieval,  and  study  functions. 

5)  All  PAS-MAP  data  currently  in  repository 
at  HARI  will  be  transferred  to  Blue  Cross 
and  Blue  Shield.  This  is  desirable  on  a 
short  term  as  well  as  on  a long  term  basis. 
Whether  all  PAS -MAP  data  as  received  by 
hospitals  should  be  included  can  be  deter- 
mined later  as  technical  requirements  be- 
come clearer. 

6)  The  three  data  bases  — the  Blue  Cross  and 
Blue  Shield  bank,  the  Blue  Shield  Utiliza- 
tion Review  Package,  and  PAS-MAP  — 
should  be  coordinated. 

7)  The  Blue  Cross  and  Blue  Shield  data  may 
then  be  programmed  to  complement  the 
other  data  resources  as  need  is  demon- 
strated. 

This  proposal  appears  to  provide  a comprehen- 
sive plan  for  coordinated  Peer  Review  throughout 
the  State  utilizing  currently  available  resources. 

^ ^ ^ 


TWO  SENTENCE  ESSAY 
Marry  the  Boss's  Daughter  Department 

WTe  must  not  forget  the  women  of  the  Mayo 
family  who  played  such  an  important  role  in  the 
later  success  of  the  clinic.  Observe  for  a moment 
the  men  that  they  married  (i.e.,  Henry  Plummer, 
Donald  Balfour,  E.  Starr  Judd,  Fred  Rankin,  and 
Waltman  Walters),  all  household  names  in  medi- 
cine and  surgery. 

. . . R.  R.  White  III,  Presidential  Address, 
Western  Surgical  Association. 


PHYSICIAN'S  SUITE 

Excellent  5-Room  Physician's  Suite  — Prime 
Edgewood  Location.  Includes  Waiting  Room, 
Nurses  Office,  2 Examining  Rooms,  Doctor's 
Private  Office,  and  Lavette  with  Dressing  Rm. 

All  Utilities  included.  Available  Nov.  I, 
1973.  By  Appointment  Only. 

785-0012  (R.E.  Porter) 


NORTH  PROVIDENCE 
MEDICAL  BUILDING 

CONDOMINIUM 
FOR  LEASE 

• Drug  Store  #Labs 

• Health  Center  Area 
• Medical  Offices 

353-1629  - 353-4747  - 353-1425 
Call  John  or  Joe  Luca 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 
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FARRELL  RECEIVES 
OSTEOPATHIC  AWARD 

John  E.  Farrell,  Executive  Secre- 
tary Emeritus,  was  presented  the 
Distinguished  Service  Award  of 
the  Rhode  Island  Society  of  Osteo- 
patic  Physicians  and  Surgeons  at  the 
2nd  New  England  Osteopathic  As- 
sembly held  at  North  Falmouth  on 
October  13. 

Cited  for  his  “singular  coopera- 
tion and  support  on  behalf  of  the 
osteopathic  profession,”  Farrell  be- 
came the  first  person  not  an  osteo- 
pathic physician  to  receive  the  award 
in  the  history  of  the  society.  A din- 
ner audience  of  more  than  200  from 
Rhode  Island,  Massachusetts  and 
Connecticut  gave  him  a standing 
ovation  at  the  presentation. 

Social  Security 
Disability  Plan 
Summarized 

Dr.  Paul  J.  Conley,  Chief  Medical 
Consultant  of  the  Disability  Deter- 
mination Unit  of  the  Rhode  Island 
Dept,  of  Social  and  Rehabilitative 
Services,  has  submitted  the  following 
report  to  the  executive  office  for  the 
information  of  the  membership: 

Under  the  provisions  of  the  social 
security  disability  program,  the  na- 
tion’s largest  disability  plan,  a work- 
er under  65  can  receive  monthly 
benefits  if  he  or  she  becomes  unable 
to  work  due  to  a mental  or  physical 
impairment  that  has  lasted  — or  is 
expected  to  last  — at  least  12  months 
or  is  expected  to  result  in  death. 

More  than  96  million  workers  can 
count  on  monthly  cash  benefits  in 
the  event  of  such  severe  and  extend- 
ed disability.  In  addition,  the  de- 
pendents of  these  workers  are  also 
eligible  for  monthly  benefits.  Over 
1.8  million  workers  and  1.4  million 
dependents  are  now  receiving  dis- 

(Continued  on  Page  5) 


Improvements  in  the  Medical  Fee 
Schedules  Under  Medicaid  Listed 


Dr.  Peter  L.  Mathieu,  Jr.,  Chairman  of  the  Social  Welfare  Committ , 
announced  at  the  meeting  of  the  House  of  Delegates  the  following  impro'  ■ 
ments  in  medical  fee  schedules  under  Medicaid  starting  October  1,  1973. 

1.  Increase  the  allowance  for  the  routine  follow-up  office  visit  from  t: 
usual  and  customary  charges  as  filed  with  the  Fiscal  Intermedia1 
on  January  1,  1969,  up  to  a maximum  allowance  of  $10.00  to  the  ust. 
and  customary  charge  as  filed  with  the  Fiscal  Intermediary  on  Jt 
1,  1973,  up  to  a maximum  of  $10.00.  (Simply  updating  the  acceptal 
certified  usual  and  customary  charge  with  the  same  prevailing  lin 
tation  of  $10.00.)  This  points  to  the  value  of  updating  by  the  physici 
his  usual  and  customary  charges  to  remain  au  courant. 

2.  Increase  the  maximum  allowance  for  multiple  surgical 

performed  in  a 90-day  period  related  to  the  same  condition 
to  $750.  (Physician  Service  Plan  B.)  | 

3.  Increase  the  fee  for  visits  to  patients  residing  in  Skilled  Nursii 
Homes  and  Intermediate  Care  Facilities  as  follows: 

From  To 


First  patient - $10.00  $10.00 

Second  patient 5.00  10.00 

Third  patient 3.00  5.00 

Fourth  patient 5.00 

(Maximum  payment  for  a single  visit  regard- 
less of  number  of  patients  seen)  18.00  30.00 


4.  Make  provision  for  payment  for  Echoencephalogram  at  the  rate  '■ 
$25.00  when  performed  in  a physician’s  office  (neurologists  and  ne 
rosurgeons  engaged  in  the  practice  of  neurology  and  neurosurgery  ? 

5.  Increase  the  reimbursement  for  a comprehensive  eye  examinatic  ! 
when  performed  by  an  opthalmologist  from  $15.00  to  $17.00.  Th 
applies  only  to  the  complete  eye  examination  provided  by  ophthz  1 
mologist  and  does  not  apply  to  routine  follow-up  office  visits. 

6.  Effect  the  following  revisions  in  the  x-ray  fee  schedule: 

From  T o 


Chest  x-ray  (PA  & Lateral)  $12.00  $15.00 

Lumbo-sacral  spine  and  pelvis 15.00  20.00 

Barium  enema 25.00  30.00  t 

Barium  enema  with  air  contrast  studies 25.00  35.00 

KUB  (Flat  — plate  of  abdomen) 10.00  15.00 

x-ray  of  hips 10.00  15.00 

x-ray  of  knees 10.00  15.00 


newborn  babies. 


PROPOSED  NEW  REGULATIONS 

Doctor  Mathieu  also  pointed  out  proposed  regulations  countersigns  j 
physicians’  oral  orders  for  drugs  by  the  attending  physician  within  48  hour 
Doctor  Mathieu  said  that  it  was  recommended  by  the  Social  Welfare  Con 
mittee  and  the  Department  of  Social  Services  that  the  time  restriction  b 
deleted  and  that  the  physician  be  required  to  countersign  all  oral  orders  nc 

(Concluded  on  Page  5) 
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SECRETARY  REPORTS  COUNCIL  ACTIVITIES 


Dr  Stephen  J.  Hoye,  Secretary  of 
the  Society,  reported  the  major  ac- 
tions of  the  Council  since  the  last 
meeting  of  the  House  in  March. 
Doctor  Hoye  noted  that  the  Council 
has  held  three  regular  meetings  and 
one  special  meeting. 

A summary  of  the  Council’s  ac- 
tions follow: 

Approval  was  given  of  the  Presi- 
dent’s appointment  of  Howard  S. 
Browne,  Jr.,  M.D.,  of  Newport  as 
Trustee-at-Large  to  the  Board  of 
Trustees  of  the  Medical  Library  for 
1974. 

The  Council  commended  Dr.  A. 
A.  Savastano  for  his  assiduous  efforts 
in  organizing  the  nationally  known 
ind  highly  successful  Medical  As- 
jects  of  Sports  Conference  held  at 
he  University  of  Rhode  Island. 

The  Council  was  informed  of  the 
Allowing  information  telative  to  the 
3hase  IV  Price  Regulations:  “Phy- 
icians  may  raise  their  fees  a maxi- 
num  of  2.5%  per  year,  provided  the 
aise  does  not  increase  their  profit 
nargin.  If  a physician  has  not  raised 
lis  fees  since  the  institution  of  wage 
nd  price  controls  in  1971,  the  phy- 
ician  may  raise  his  fees  a cumula- 
ive  total  of  5%,  provided  he  does 
ot  violate  the  profit  margin  in 
oing  so.  Physicians  are  no  longer 
equired  to  post  signs  under  the 
’hase  IV  regulations.”  Notices  were 
lserted  in  the  July  and  September 
sues  of  the  Rhode  Island  Medical 
turnal. 

Doctor  Hackman  Commended 

The  Council  noted  that  the  news- 
jpers  had  commented  on  the  Presi- 
:nt’s  fine  presentation  opposing  the 
ug  formulary  and  drug  substitu- 
)n  bills  at  the  hearings  before  the 
ouse  and  Senate  Committees  of  the 
bode  Island  General  Assembly. 

The  President  commended  Dr. 
Dbert  V.  Lewis  for  his  excellent 
esentation  at  the  PSRO  meeting 
* the  Rhode  Island  Department  of 


Health  in  August.  Dr.  Lewis  spoke 
on  behalf  of  R.  I.  PSRO,  Inc.  and 
gave  sound  reasons  as  to  why  Rhode 
Island  should  have  a single  statewide 
PSRO  designation. 

The  Council  was  informed  that 
Di.  Donald  B.  Effler,  The  Cleveland 
Clinic,  Cleveland,  Ohio,  has  been 
named  as  the  1974  Chapin  Orator. 
Dr.  Russell  B.  Roth,  President  of  the 
American  Medical  Association,  has 
also  been  invited  to  address  the  So- 
ciety’s Annual  Meeting  on  Wednes- 
day, March  13,  1974,  at  the  Colonial 
Hilton  Inn. 

The  Council  cited  Dr.  Earl  J. 
Mara  for  his  long,  faithful  and  loyal 
service  to  the  Rhode  Island  Medical 
Society.  Doctor  Mara,  former  Presi- 
dent of  the  Society,  was  a member  of 
the  Council  for  many  years  during 
the  past  three  decades. 

Approval  was  given  the  joint  bill- 
ing procedure  whereby,  commencing 
in  1974,  RIMPAC  dues  will  be  in- 
cluded with  the  Medical  Society 
annual  dues  statement. 

The  Council  was  informed  of  the 
staff  preparation  of  the  Blue  Cross- 
Blue  Shield  mailing  for  1973-1974 
and  that  Blue  Shield  Plan  100  will 
be  offered  to  the  membership  provid- 
ing that  a sufficient  number  (50%) 
of  physicians  subscribe  to  the  plan. 

The  Council  voted  to  support  a 
surgical  study  to  be  conducted  by 
Rhode  Island  Health  Services  Re- 
search, Inc.  The  request  for  support 
originated  with  the  American  Col- 
lege of  Surgeons. 

Regarding  the  problems  of  claims 
payments  and  the  supply  of  patient 
data  to  the  Rhode  Island  Group 
Health  Association,  the  Council 
voted: 

1)  That  physicians  need  to  furnish 
only  summary*  reports  on  patients 
on  request  from  the  physician  in 
charge  of  the  R.  I.  Group  Health 
Association,  as  they  would  do  for 
any  insurance  company  request. 


2)  That  the  issue  regarding  payment 
of  unusal  and  customary  fees  for 
R.  I.  Group  Health  Association 
patients  referred  to  a physician  as 
a private  patient  be  referred  to 
the  Ad  Hoc  Committee  for  Re- 
view of  the  R.  I.  Group  Health 
Association  with  the  request  that 
it  resolve  the  matter  and  estab- 
lish guidelines  as  necessary. 

Appointment  Approved 
The  Council  approved  of  the  ap- 
pointment of  Dr.  George  Monahan, 
Chairman  of  the  Committee  on  Oc- 
cupational Health,  as  official  dele- 
gate to  the  33rd  Annual  Congress  on 
Occupational  Health. 

The  President  informed  the  Coun- 
cil of  his  July  appearance  on  Chan- 
nel 12  TV  in  which  he  fielded  ques- 
tions pertaining  to  the  scientific 
value  of  acupuncture. 

The  Council  was  informed  that 
Dr.  Robert  V.  Lewis,  Immediate 
Past  President,  was  named  to  the 
Graduate  Medical  Education  Coun- 
cil of  Brown  University, 

The  Council  approved  a resolu- 
tion which  was  submitted  to 
the  American  Medical  Association 
House  of  Delegates  and  subsequent- 
ly adopted  concerning  the  develop- 
ment of  compatibility  of  coding 
systems  and  of  diagnostic  codes  for 
hospital  discharge  data.  This  resolu- 
tion also  required  the  AMA  Council 
on  Medical  Service  to  report  back 
any  results  to  the  House  of  Dele- 
gates at  the  1973  Clinical  Conven- 
tion. 

The  Council  voted  to  express  to 
the  officials  of  the  State  Department 
of  Corrections,  and  to  the  Governor, 
that  the  Society  is  concerned  about 
the  health  care  of  the  inmates  of  the 
ACI,  and  that  it  is  prepared  to  es- 
tablish an  Advisory  Committee  to 
the  Director  to  assist  in  any  way  pos- 
sible toward  solutions  to  current 
problems.  Since  the  vote  of  the 
(Continued  on  Page  6) 
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12  Tips  Offered  For  Controlled  Drugs 

(1)  Keep  your  prescription  blanks  in  a safe  place  where 
they  can’t  be  stolen  easily.  Minimize  the  number  of  Rx  pads 
in  use. 

(2)  Write  Rxs  for  Schedule  I drugs  in  ink  or  indelible 
pencil  or  use  a typewriter.  They  must  be  signed  by  the  physician. 

(3)  Write  out  the  actual  amount  prescribed  in  addition 
to  giving  an  arabic  number  or  roman  numeral  — in  order  to 
discourage  alterations  in  written  prescriptions. 

(4)  Avoid  writing  prescriptions  for  large  quantities  of 
controlled  drug  products  unless  you  absolutely  determine  that 
such  quantities  are  necessary. 

(5)  Maintain  only  a minimum  stock  of  controlled  drugs 
in  your  medical  bag. 

(6)  Take  your  medical  bag  with  you  when  you’re  away 
from  your  automobile  or  lock  it  in  the  trunk. 

(7)  Be  cautious  when  a patient  tells  you  that  another 
physician  had  been  prescribing  a controlled  drug  product  for 
him.  Consult  the  physician  or  the  hospital  records  — or  else 
examine  the  patient  thoroughly  and  decide  for  yourself  if  a 
controlled  drug  product  should  be  prescribed. 

(8)  Prescription  blanks  should  only  be  used  for  writing 
prescriptions  — and  not  for  notes  or  memos.  A drug  abuser 
could  easily  erase  the  message,  and  use  the  blank  to  forge  a 
prescription. 

(9)  Never  sign  Rx  blanks  in  advance. 

(10)  Maintain  an  accurate  record  of  controlled  drug 
products  you  have  dispensed  — as  required  by  the  Controlled 
Substances  Act  of  1970  and  its  regulations.  However,  you  may 
administer  medication  to  a patient  in  the  course  of  your  normal 
professional  practice  without  maintaining  any  record. 

(11)  Assist  the  pharmacist  when  he  telephones  you  to 
verify  information  about  a prescription  you  may  have  written. 
A corresponding  responsibility  rests  with  the  pharmacist  who 
dispenses  the  prescription. 

(12)  Phone  the  nearest  office  of  the  Drug  Enforcement 
Administration  to  obtain  or  to  furnish  information.  Your  call 
will  be  held  in  the  strictest  confidence. 


Secretary  Reports 

(Concluded  from  Page  3) 
Council,  the  Committee  under  the 
Chairmanship  of  Richard  D.  Ba- 
ronian,  M.D.,  has  met  with  the  De- 
partment of  Corrections  officials  and 
is  awaiting  specific  guidelines  regard- 
ing the  committee’s  role  in  reviewing 
medical  care  at  the  prison.  The  other 
members  of  the  Committee  are: 
Ronald  J.  Cavanagh,  M.D.,  Mary  P. 
Colbert,  M.D.,  Joseph  Donahue, 
M.D.,  Peter  Mathieu,  M.D.,  Mildred 
Robinson,  M.D.  and  H.  Denman 
Scott,  MX). 

Program  Endorsed 

The  Council  voted  that  the  Rhode 
Island  Medical  Society  endorse  the 
efforts  of  the  Rhode  Island  Ophthal- 
mological  Society  to  engage  a public 
relations  firm  to  publicize  widely  the 
ophthalmological  and  optometric  is- 
sues resulting  from  the  legislative 
action. 

The  Council  reaffirmed  its  mail 
ballot  in  July  which  endorsed  the 
Health  Planning  Council’s  project 
to  attain  an  “Optimum  Balance  of 
Health  Care  Facilities  and  Services” 
for  Rhode  Island. 

The  Council  approved  the  appoint- 
ment of  a representative  of  the 
Child-School  Health  Committee  to 
attend  the  14th  National  Conference 
on  Physicians  and  Schools  to  be  held 
on  October  4-6.  Dr.  Betty  Mathieu 
represented  the  Society  at  this  meet- 
ing. 

Approval  was  given  for  the  Wom- 
an’s Auxiliary  to  present  an  AMA- 
ERF  check  in  the  amount  of  $1,- 
361.42  sent  to  the  Society  as  a con- 
tribution for  Brown  University  Med- 
ical School. 

The  Council  was  informed  of  the 
appointment  of  Dr.  Allan  R.  G. 
Wallace  of  Newport  as  a representa- 
tive of  the  Society  to  the  Governor’s 
Permanent  Advisory  Council  on 
Drug  Abuse  Control. 

The  Council  agreed  that  letters  of 
dispute  concerning  fees  should  be 
forwarded  to  the  Chairman  of  the 


Mediation  Committee  who  would 
then  screen  them  for  a possible  mal- 
practice or  legal  involvement.  The 
Chairman  would  transmit  to  the 
State  Committee  on  Peer  Review 
those  letters  which  do  not  seem  to 
involve  possible  litigation. 

The  Council  endorsed  a '‘State- 
Wide  Conference  on  the  Hospital 
Care  of  the  Alcoholic”  held  on 
October  16  and  17  at  the  Butler 
Health  Center. 


HEALTH  DEPT. 
NEEDS  MDs 

Physicians  are  wanted  by  the 
Rhode  Island  Department  of  Health 
to  participate  in  medical  review  for 
in-patients  in  skilled  nursing  homes. 
Payment  for  services  are  on  a per 
diem  basis.  Those  physicians  who  are 
interested  in  such  medical  review, , 
please  contact  Mr.  Anthony  Incol- 
lingo  at  277-2566. 


Healing  nicely, 
but  it  still 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriurri25  mg 

(chlordiazepoxide  HCI) 


£4 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  seme,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

.LIBRARY 


Benefits -to-risks  ratid 
permits  higher  dosage  N0V  151973 


YORK  ACADEMY 
MEDICINE 


For  over  1 3 years. 

Librium  has  been  recog- 
nized lor  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

<(roch?)> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tensior 
occurring  alone  or  accompanying  various  disea: 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possibl 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cautic 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machi 
ery.  driving).  Though  physical  and  psychologic 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (indudii 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnant 
lactation,  or  in  women  of  childbearing  age  requir 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradi 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitoi 
and  phenothiazines.  Observe  usual  precautions  ii 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulatio 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiet 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishec 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  ant 
confusion  may  occur,  especially  in  the  elderly  ant- 
debilitated.  These  are  reversible  in  most  instance; 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  irregularities,  nausea  an 
constipation,  extrapyramidal  symptoms,  increaso 
and  decreased  libido— all  infrequent  and  general! 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few'  mav  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
llan,  check  on  whether  or  not  the 
iatient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
»een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
> excessive  psychic  tension  per- 
sts  and  should  be  discontinued 

1 hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
fcneral,  when  dosage  guidelines 

e followed,  Valium  is  well 
derated  (see  Dosage).  For  con- 
gruence it  is  available  in  2-mg,  5-mg 
;id  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
live  been  the  most  commonly  re- 
prted  side  effects. 

Until  response  is  determined, 
ntients  receiving  Valium  should 
b cautioned  against  engaging  in 
hzardous  occupations  requiring 
omplete  mental  alertness,  such 

2 driving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypote.. 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  'Pension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2]/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nig;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Yaliuni 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearil  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 

(B)98-1 46-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  lull  prescribing  information. 
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lore  than  sleei 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dal 
ii.  r I (flurazepam  HCI):  no  depression  of  cardiac  or  respiratory  fur 

\ 0 1 | \J  0 Sell  6 1 V was  notecl  in  Patiants  administered  recommended  or  higherc 

-'for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldo 
quired  discontinuance  of  therapy.  Morning  hang-over''  with  Dalmane  has  been  relatively  infrequent 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients ) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pa 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  r 
time  awakenings  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r< 
dosage  during  the  night. 


R0 P With  Dalmane  has  been  shown  to  be  con- 

i sistently  effective  even  during  con- 

inSISienOV  secutlve  n'9hts  of  administration, 

J with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
odiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
lable  hypnotic. 

A/hen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
cation,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
turate  agent  proved  effective  and  relatively  safe  for  relief  of 
nnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
[e  g.,  operating  machinery,  driving).  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  30  mg  usual  dosage,  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div .,  Hoffmann-La  Roche  Inc. 
N utley,  New  Jersey  07110 


It’s  time  for  action  to  defend  the  law 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


Stat 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulation: 


The  American  Academy  of  Dermatolc 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
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The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 
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The  American  Psychiatric  Associate 


r1 


The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


T 
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1 1 Statement  on  Antisubstitution  Laws  and  Regulations 


I The  purpose  of  this  statement  is 
[firm  the  support  of  the  participat- 
l>rganizations  for  the  laws,  regula- 
p.and  professional  traditions  which 
li  ibit  the  unauthorized  substitution 
Jug  products. 

• Traditionally,  physicians,  den- 
5 and  pharmacists  have  worked 
iteratively  to  serve  the  best  inter- 
r of  patients.  Productive  coopera- 
nas  been  achieved  through 
ual  respect  as  well  as  a common 
) ern  for  the  ideals  of  public 
nee.  This  mutual  respect  has  been 
deted,  in  part,  by  joint  support 
'i  the  years  for  the  adoption  and 
Bxement  of  laws  and  regulations 
nifically  prohibiting  unauthorized 
iltitution  and  encouraging  joint 
BJSsion  and  selection  of  the 
■;e  of  supply  of  drug  products. 
>)asic  principles  of  medical,  den- 
l id  pharmacy  practice  are  thus 
Led  and  preserved  in  the  interest 
ftient  welfare. 

The  antisubstitution  laws  have 
ri  bstructed  enhancement  of  the 
C'ssional  status  of  pharmacy  any 
0 than  they  have  in  and  of  them- 
L s guaranteed  absolute  protec- 
ir  rom  unsafe  drugs,  or  freed 
Icians,  dentists  and  pharmacists 
X their  responsibilities  to  patients, 
practical  matter,  however,  such 
a and  regulations  encourage  inter- 
0 ssional  communications  regard- 
grug  product  selection  and  assure 
c profession  the  opportunity  to 
rise  fully  its  expertise  in  drug 
a a,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
: i ged  to  increase  the  frequency 
c egularity  of  their  contacts  with 
c nacists  in  selection  of  quality 
u products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


BOCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


/ 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471+  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  thej 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprir 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  shoulc 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrii 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe1 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those  | 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hour 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  071101 

T4  patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 
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Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


jmplete  Product  Information: 

ascription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
;t,  available  in  scored  light-green  tablets,  each  containing  80  mg 
imethoprim  and  400  mg  sulfamethoxazole, 
imethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine, 
is  a white  to  light-yellow,  odorless,  bitter  compound  with  amolec- 
,ar  weight  of  290.3. 

ilfamethoxazole  is  A/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
i almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
cular  weight  of  253.28. 

tions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
I dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid, 
methoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
drofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
izyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
cutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
sential  to  many  bacteria. 

vitro  studies  have  shown  that  bacterial  resistance  develops  more 
>wly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
me. 

vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
cterial  activity  of  Bactrim  includes  the  common  urinary  tract 
thogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
ving  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
'Ha-Enterobacter,  Proteus  mirabitis  and  indole-positive  proteus 
ecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(M  1C— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

acteria 

alone 

alone 

TMP 

SMX 

scherichia 

Dli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

roteus  spp. 
idole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

roteus 

lirabi/is 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

lebsiella- 

nterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

■man  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
(ministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
e are  similar  to  those  achieved  when  each  component  is  given 
me.  Peak  blood  levels  for  the  individual  components  occur  one 
•four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
nzole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
I ely  the  same  regardless  of  whether  these  compounds  are  admin- 
i;red  as  individual  components  or  as  Bactrim.  Detectable 
founts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
tod  24  hours  after  drug  administration.  Free  sulfamethoxazole 
id  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
( repeated  administration,  the  steady-state  ratio  of  trimethoprim 
t sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

! famethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
to-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
til  metabolized  forms.  The  free  forms  are  considered  to  be  the 
I rapeutical ly  active  forms.  Approximately  44  percent  of  trimeth- 
crim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
l|Od.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
<|:reases  the  protein  binding  of  trimethoprim  to  an  insignificant 
Hjree;  trimethoprim  does  not  influence  the  protein  binding  of 
S famethoxazole. 

ikretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
II r filtration  and  tubular  secretion.  Urine  concentrations  of  both 
s famethoxazole  and  trimethoprim  are  considerably  higher  than 
i[  the  concentrations  in  the  blood.  When  administered  together 
i in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
t)  urinary  excretion  pattern  of  the  other. 

I ications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
t pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
I'coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
Ihntly,  indole-positive  proteus  species). 

I wrtant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
ics is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
c ly  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
£ itraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Fignancy  and  during  the  nursing  period  (see  Reproduction 
s dies). 

V -nings:  Deaths  associated  with  the  administration  of  sulfonamides 
h e been  reported  from  hypersensitivity  reactions,  agranulocyto- 
| aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
tiethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
Interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
pients  concurrently  receiving  certain  diuretics,  primarily  thia- 
i^s,  an  increased  incidence  of  thrombopenia  with  purpura  has 
t n reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic, 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.A/.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 
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Pretend  it’s 1945. 
Would  you  invest  in  Kodak? 


When  it  comes  to  making 
investment  decisions,  there’s  nothing 
like  20  or  30  years'  hindsight. 

And  when  it  comes  to  judging 
the  performance  of  your  invest- 
ments, it’s  the  long  term  that  counts. 

The  life  of  a trust  represents 
years  of  investment  decisions  whose 
cumulative  effect  is  far-reaching. 

And  the  record  of  Industrial  National 
Bank’s  Trust  Department  is  your 
best  assurance  that  that  effect  will  be 
a positive  one. 

We  take  a back  seat  to  no  one 
in  the  business  of  professional 


financial  management.  And  we’re 
proud  of  our  consistent  long-term 
performance  record. 

In  fact,  we'd  like  to  discuss  the 
record  with  you.  and  to  show  you 
how  our  combination  of  the  right 
people,  the  right  philosophy,  and 
the  right  organization  can  bring  a 
realistic  new  performance  orienta- 
tion to  the  management  of  your 
investments. 

Call  Mr.  Evans  at  278-6607. 
Trust  Department,  Industrial 
National  Bank,  100  Westminster  Si 
Providence,  Rhode  Island  02903. 


B BASK 

Industrial  National  Bank 

Something  extra 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  December  12,  1973 


ENDOCRINE  ASPECTS  OF  METABOLIC  DISEASE 
Milton  W.  Hamolsky,  M.D. 
Physician-in-Chief 
Rhode  Island  Hospital 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


Thursday,  December  13,  1973 


THE  THERAPY  OF  ADOLESCENT  SCHIZOPHRENIA 
Derek  H.  Miller,  M.D. 

Chief,  Adolescent  Service  and  Associate  Chair- 
man, Department  of  Psychiatry 
University  Hospital,  Ann  Arbor,  Mich. 


Butler  Hospital 
Ray  Hall 

4:30  p.m.  to  6:00  p.m. 


Friday,  December  14,  1973 


USES  AND  ABUSES  OF  DIGITALIS 
Allan  Goldblatt,  M.D. 

Associate  Professor  of  Pediatrics,  Harvard  Med- 
ical School,  Chief,  Pediatric  Cardiology, 
Massachusetts  General  Hospital 


Roger  Williams  Hospital 
Kay  Auditorium 
10:30  a.m.  to  12  noon 


Wednesday,  December  19,  1973 


RADIOLOGICAL  ASPECTS  OF  METABOLIC  DISEASE 
Thomas  Forsythe,  M.D. 

Radiologist 

Rhode  Island  Hospital 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


Wednesday,  January  2,  1973 


FAT  EMBOLISM 

Karl  E.  Karlson,  M.D. 

Surgeon-in-Chief,  Cardio-Thoracic  Surgery 
Rhode  Island  Hospital 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1 :00  p.m. 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  January  9,  1974 

ORTHOPAEDIC  NEUROLOGY 
John  O.  Strom,  M.D. 

Director,  Electroencephalography 
Rhode  Island  Hospital 


Friday,  January  11,  1974 

MENINGOCOCCAL  DISEASE  - PREVENTION  AND  PROPHYLAXIS 
Ronald  Gold,  M.D. 

Assistant  Professor  of  Pediatrics,  University  of 
Connecticut  Health  Center 
Hartford,  Connecticut 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


Roger  Williams  Hospital 
Kay  Auditorium 
10:30  a.m.  to  12  noon 
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Medical  Education  Program  — Status  Report 


1. )  Administrative  Organization 

With  the  implementation  of  the  M.D.  program 
in  January  1973,  the  Division  of  Biological  and 
Medical  Sciences  was  given  a new  structure  to 
administer  its  added  responsibilities.  Dr.  Pierre 
M.  Galletti  now  serves  as  Vice  President  of  the 
University  with  responsibility  over  all  matters 
that  relate  to  Biology  and  Medicine.  Dr.  Eliza- 
beth H.  Leduc,  in  the  new  position  of  Dean  of 
the  Division,  has  become  the  principal  academic 
officer  for  the  entire  Division  with  direct  author- 
ity over  undergraduate  and  graduate  programs  in 
Biology.  Dr.  Stanley  M.  Aronson  serves  as  Dean 
of  Medical  Affairs  with  direct  authority  over  the 
Program  in  Medicine  (i.e.  the  four  years  leading 
to  the  M.D.  degree),  graduate,  and  continuing 
medical  education.  Messrs.  Levi  C.  Adams  and 
William  D.  Howe  have  been  promoted  to  the  posi- 
tions of  Assistant  Vice  Presidents  (External  Af- 
fairs and  Business  Affairs  respectively). 

2. )  Curriculum 

The  preaccreditation  visit  of  the  Browm  Pro- 
gram took  place  in  August  1972.  Based  on  the 
results  of  the  survey,  which  were  officially  com- 
municated in  November  1972,  the  clinical  com- 
ponent of  the  M.D.  program  was  implemented 
with  a pilot  group  of  12  medical  students  starting 
on  January  30,  1973  and  with  a full  class  of  60 
students  starting  August  1,  1973. 

The  two  years  of  essentially  clinical  training 
are  to  be  divided  into  seven  12-week  modules,  with 
a week  of  vacation  between  each.  Five  required 
modules  will  be  spent  on  total  immersion  clerk- 
ships in  Medicine,  Surgery.  Human  Growth  and 
Development  (half  Pediatrics,  half  Obstetrics), 
Psychiatry,  and  Community  Health  (one  half  for 
each)  and  a clinical  area  left  to  the  choice  of  the 
student.  The  remaining  two  modules  may  be  de- 
voted to  investigative  pursuits,  campus  studies 


(whether  in  the  Division  or  the  University  at 
large),  or  clinical  studies  (in  Providence  or  else- 
where). 

Special  programs  are  being  developed  under 
varied  sponsorship  including  exercises  in  Socio- 
economic Medicine,  Alcoholism,  Urban  Studies  and 
Medicine,  Human  Sexuality,  and  Medical  Ethics. 

3.)  Faculty  Augmentation 

Four  new  clinical  faculty  groupings  (sections) 
have  been  constituted  or  expanded  recently  under 
new  leadership.  Psychiatry  and  Human  Be- 
havior, under  the  leadership  of  Dr.  Ben  W.  Feather 
from  Duke  Lmiversity,  has  now  gathered  seven 
full-time  faculty  members  at  the  Butler  and  Vet- 
erans’ Administration  Hospitals.  Human  Growth 
and  Development,  under  Dr.  Leo  Stern  from  Mc- 
Gill, is  now  established  as  a single  group  at  the 
Lying-In  Hospital  and  Rhode  Island  Hospital,  and 
is  currently  seeking  senior  full-time  leadership  in 
Obstetrics  and  Neonatology.  Radiation  Medicine, 
under  Dr.  Arvin  S.  Glicksman  from  Mount  Sinai 
Medical  School,  will  occupy  a new  radiotherapy 
facility  at  Rhode  Island  Hospital  in  early  spring 
of  1974.  Community  Health  has  been  given  lead- 
ership in  the  person  of  Dr.  Alfred  Wessen,  Pro- 
fessor of  Sociology  at  Brown  since  1970,  and  for- 
merly director  of  the  Behavioral  Science  Division 
of  World  Health  Organization  in  Geneva. 

Another  essential  development  is  the  addition  of 
about  120  part-time,  voluntary  members  to  the 
Division  faculty.  The  experience  with  the  clerk- 
ships in  Surgery  at  the  Rhode  Island  and  The 
Miriam  Hospitals  suggest  that  voluntary  faculty 
can  play  an  important  role  in  the  tutorial  training 
which  is  so  much  a part  of  our  clinical  program. 
Altogether  we  have  now  over  200  part-time  clini- 
cal faculty,  which  is  close  to  20  per  cent  of  the 
practicing  physicians  in  Rhode  Island. 

(Continued  on  next  page) 
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4. )  Hospital  Relationship 

In  January  1973,  the  Brown  Program  in  Medi- 
cine entered  into  formal  affiliation  agreement  with 
the  Providence  Veterans'  Administration  Hospital, 
supplementing  previously  established  agreements 
with  six  other  hospitals.  An  agreement  with  Brad- 
ley Hospital  (a  facility  for  emotionally  disturbed 
children)  is  to  be  signed  shortly  bringing  the  com- 
plement of  beds  in  the  affiliated  institutions  to 
about  2.000  or  about  one-half  of  the  short-term 
care  hospital  beds  in  Rhode  Island. 

Additional  associations  for  specific  purposes  are 
currently  under  negotiation  with  the  Newport 
Hospital  (Community  Mental  Health  Center),  the 
Hussey  C i ty  Hospital  and  Truesdale  Clinic  in  Fall 
River,  Massachusetts  (Rehabilitation  Medicine), 
and  the  Rhode  Island  State  Health  Department 
(Public  Health),  and  negotiations  will  be  extended 
to  other  institutions  as  opportunities  arise. 

5. )  Relationship  to  Rhode  Island  Medical  Society 

The  Liaison  Committee  between  the  Medical 

Society  and  the  Brown  program  has  continued  to 
meet  regularly  throughout  the  year.  At  its  sug- 
gestion. practicing  physicians  were  invited  to  form 
the  Board  of  Interviewers,  a group  that  person- 
ally interviews  all  candidates  for  admission  to 
medical  school  at  Brown,  including  those  enrolled 
as  college  freshmen.  Twenty  members  of  the  Medi- 
cal Society,  from  as  far  as  Kingston  and  New- 
port. interviewed  candidates  in  February.  March, 
and  September  1973  and  participated  in  debrief- 
ing sessions  designed  to  improve  the  system  for 
next  year's  round  of  admissions. 

The  Rhode  Island  Medical  Journal  now  fea- 
tures a regular  editorial  column  which  allows  offi- 
cials of  the  Medical  Program  to  share  their  prob- 
lems with  the  medical  community  and  to  keep  it 
informed  of  new  developments. 

Lectures  and  seminars  organized  by  the  Medi- 
cal Program  are  now  brought  to  the  attention  of 
the  profession  by  the  inclusion  of  a yellow  an- 
nouncement card  which  is  inserted  in  the  Rhode 
Island  Medical  Journal  at  the  time  of  mailing. 

6. )  Student  Body 

Three  classes  of  60  students  are  now  enrolled  in 
the  Program  in  Medicine.  Of  the  total,  25  per 
cent  are  women  and  22  per  cent  are  Rhode  Is- 
landers. Recruitment  of  minority  students  in  the 
lower  (college)  classes  of  the  Medical  Education 

* 


Program  has  not  yet  had  a significant  impact  at 
the  medical  school  level. 

Starting  in  1973-74  we  plan  to  enroll  about 
two-thirds  of  the  class  at  the  college  freshmen 
level,  and  one-third  at  the  first  year  of  medical 
school  level.  At  the  college  level,  we  are  planning 
jointly  with  the  Brown  University  faculty  a Medi- 
cine-Humanities option  to  parallel  the  Med.cal 
Sciences  option. 

We  are  also  discussing  early  identification  of 
distinguished  college  freshmen  in  the  premedical 
programs  at  Providence  College  and  the  University 
of  Rhode  Island  in  order  to  facilitate  access  to  the 
Brown  Program  in  Medicine  to  state  residents  en- 
rolled at  those  institutions. 

7.)  Finances 

The  Brown  Medical  Education  Program  has 
been  the  recipient  of  a $3,000,000  grant  from 
H.E.W.  Bureau  of  Health  Manpower  for  the  pur- 
pose of  conversion  to  a full  M.D.  program.  This 
grant  will  help  us  to  cover  the  costs  of  expansion 
in  the  clinical  area  in  the  period  up  to  1975. 

The  State  Legislature  in  April  1973  authorized 
a $400,000  contract  for  medical  education  services 
in  1973-1974.  This  budget  item  was  hotly  debated 
around  the  question  of  enrollment  of  state  resi- 
dents, but  the  demonstration  of  concern  for  local 
applicants  and  the  development  of  an  informal 
key  putting  weight  on  enrollment  of  state  resi- 
dents avoided  the  inclusion  of  any  quota  system. 

A local  fund-raising  campaign  was  started  in 
November  1972  and  closed  in  June  1973,  having 
exceeded  its  goal  of  $3,000,000  in  contributions 
and  pledges  toward  a beginning  endowment  of  the 
Medical  Education  Program.  This  constitutes  an 
appreciable  demonstration  of  support  by  our  local 
community,  which  in  our  view  had  to  precede  any 
concentrated  efforts  to  raise  funds  on  the  national 
level. 

At  this  point,  the  financial  position  of  the  Brown 
program  is  still  precarious.  Whereas  we  can  see 
our  way  clear  up  to  1975-76.  the  latter  part  of  this 
decade  will  be  a difficult  one.  Thus,  it  is  impera- 
tive that  we  continue  to  develop  support  both  for 
operating  expenditures  and  toward  the  constitu- 
tion of  reserves  or  endowment  to  avoid  over-de- 
pendency on  often  unpredictable  federal  and  state 
support. 

Pierre  M.  Galletti,  M.D.,  Ph.D. 

September  20.  1973 

* 
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A Report  Of  f ile  House  Of  Delegates  Of  The 
Rhode  Island  Medical  Society 

A Summary  Of  The  Meeting  Of  October  3,  1973 


A regular  meeting  of  the  House  of  Delegates 
of  The  Rhode  Island  Medical  Society  was  held 
at  the  Medical  Library,  Providence,  Wednesday, 
October  3,  1973.  The  meeting  was  called  to  order 
by  the  Speaker  of  the  House,  Dr.  Herbert  F.  Haget 
at  8 p.m. 

ADDRESS  OF  THE  SPEAKER 

The  meeting  will  come  to  order. 

It  is  a pleasure  to  welcome  to  this  meeting,  the 
former  members,  the  new  members,  delegates,  offi- 
cers, ex-officio  members,  representatives  of  the 
specialty  societies,  commissioners,  chairmen,  and 
guests. 

Because  of  the  large  number  of  new  members, 
with  whom  we  all  wish  to  become  acquainted,  the 
chair  requests  that  each  person  will  rise  when  the 
secretary  calls  his  name,  so  that  he  may  be  recog- 
nized. The  chair  proposes  that  this  practice  be 
continued  at  future  meetings  so  that  we  can  more 
speedily  become  acquainted  with  each  other. 

The  Secretary  will  call  the  Roll.  (The  roll  is 
called ) . 

* * * 

Delegates  in  attendance  were:  Drs.  Herbert  F. 
Hager,  Thomas  F.  Head,  David  Newhall,  Carl 
V.  Anderson,  Robert  E.  Baute,  Charles  B.  Round, 
Joseph  E.  Wittig,  Charles  S.  Dotterer,  David  R. 
Hallmann,  Richard  Kuhn,  James  A.  McGrath, 
Erwin  Siegmund,  Leonard  S.  Staudinger.  Edmund 
T.  Hackman,  Stephen  J.  Hoye,  John  P.  Grady, 
Robert  V.  Lewis,  D.  Richard  Baronian,  Bertram 
H.  Buxton,  Jr.,  Joseph  E.  Caruolo,  George  V. 
Coleman,  John  A.  Dillon.  Joseph  D.  DiMase,  Jo- 
seph L.  Dowling,  Jr.,  Donald  P.  Fitzpatrick,  Mil- 
ton  W.  Hamolsky,  Henry  M.  Litchman,  Peter  L. 
Mathieu,  Jr.,  Samir  G.  Moubayed,  P.  Joseph 
Pesare,  Ralph  F.  Pike,  Richard  P.  Sexton,  George 
H.  Taft,  Wilson  F.  Utter,  Seebert  J.  Goldowsky, 
William  J.  MacDonald,  and  John  J.  Cunningham. 

Delegates  absent  were:  Drs.  J.  Douglas  Xisbet, 
William  J.  O'Rourke,  Frederick  Peirce,  Jr.,  Robert 
Fortin,  Paul  J.  M.  Healey,  Mary-Elaine  Rohr, 
A.  John  Elliot,  Louis  Morrone,  Francis  L.  Scar- 
paci,  J.  Gerald  Lamoureux,  A.  A.  Savastano,  Na- 
than Chaset  (ill),  Dominic  L.  Coppolino,  Herbert 
Ebner,  Martin  E.  Felder,  Martin  Feldman,  David 
Freedman  (ill),  Edward  J.  Gauthier,  Constantine 


S.  Georas,  Frank  Giunta,  Charles  L.  Hill,  John  B. 
Lawlor,  Vincent  I.  MacAndrew,  Raul  Nodarse, 
James  A.  Reeves,  Robert  P.  Sarni,  Guy  A.  Setti- 
pane,  William  R.  Thompson,  Armand  D.  Yersaci, 
Elihu  S.  Wing,  Jr.,  Joseph  E.  Cannon,  and  Arnold 
Porter. 

Commissioners  in  attendance  were;  Drs.  Leon- 
ard S.  Staudinger,  Thomas  F.  Head,  and  Richard 
P.  Sexton. 

Commissioners  absent  were:  Drs.  Kenneth  Liff- 
mann  and  Frank  W.  Sullivan. 

Specialty  Society  representatives  in  attendance 
were:  Drs.  Henry  M.  Litchman,  David  Hallmann, 
Wilson  F.  Utter,  Patrick  A.  Broderick,  Arthur  I. 
Geltzer,  and  Joseph  E.  Caruolo. 

Specialty  Society  representatives  absent  were: 
Drs.  John  D.  Pinto,  Daniel  B.  Massouda,  Charles 
E.  Millard,  Hector  Ja=»,  William  F.  Varr,  Richard 
Peters,  Bencel  L.  Schiff.  Guy  A.  Settipane,  Charles 
L.  Hill,  and  David  M.  Barry  (ill). 

* * * 

SPEAKER'S  ADDRESS  CONTINUES 

According  to  the  Rules  and  Bylaws  of  the  So- 
ciety, 20  delegates  shall  constitute  a quorum  and 
that  number  is  present. 

One  of  the  prerogatives  of  the  Speaker  of  the 
House  is  to  address  the  House  of  Delegates  at  the 
opening  of  each  meeting  as  to  matters  of  conduct 
and  procedure  in  the  House. 

The  chair  will  utilize  Roberts  Rules  of  Order  in 
the  Newly  Revised  Edition,  rather  than  some  of 
the  older  or  abridged  editions.  The  chair  plans,  by 
utilizing  the  pr  nciple  of  unanimous  or  general 
consent  to  speed  up  the  disposition  of  many  rou- 
tine matters.  This  principle  will  give  the  chair 
latitude  to  dispose  of  quickly,  without  a motion, 
those  matters  not  likely  to  engender  dissension 
and  debate.  However,  the  chair  will  not  be  of- 
fended, if  at  any  time  a member  objects,  and  re- 
quests the  more  time-consuming  method  involving 
a motion,  a second,  debate,  and  vote,  in  order  to 
record  into  the  minutes  the  more  accurate  divi- 
sion of  the  House. 

The  House  usually  meets  in  September  and  in 
January,  and  with  an  annual  meeting  in  March. 
The  latter  is  often  held  on  the  same  day  as  the 
annual  meeting  of  the  Blue  Shield  Corporation. 

(Continued  on  page  471) 
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RSiode  Island  Physicians  Aid  Block  Island  Residents 


By  Edward  J.  Lynch 


Thirteen  Rhode  Island  physicians,  including  12 
medical  doctors  and  one  osteopathic  physician, 
recently  filled  a huge  medical  gap  when  it  was 
learned  that  Block  Island  had  suffered  the  loss 
of  its  only  resident  physician  and  was  without 
adequate  medical  care. 

In  earl}'  January  of  this  year.  Dr.  Robert  L. 
Conrad,  Chairman  of  the  Emergency  Medical 
Services  Committee  of  the  Rhode  Island  Medical 
Society,  read  in  a local  newspaper  of  the  plight 
of  Block  Island  citizens  who  were  bereft  of  a 
doctor  who  could  care  for  their  medical  needs.  It 
was  also  pointed  out  by  the  newspaper  that  the 
Block  Island  Town  Council  was  facing  a difficult 
situation  in  obtaining  the  services  of  another 
qualified  medical  practitioner  on  the  island. 

Because  this  situation  involved  emergency  care 
in  a part  of  Rhode  Island,  Doctor  Conrad  called 
Mr.  William  Transue.  Chairman  of  the  Physicians 
Search  Committee  on  the  Island,  to  determine 
whether  some  type  of  part  time  medical  assistance 
could  be  feasible  until  a regular  resident  doctor 
could  be  obtained.  The  citizens  of  Block  Island 
through  their  administrative  offices  expressed  their 
view  that  they  would  appreciate  any  medical  help 
that  could  be  secured. 

Doctor  Conrad  arranged  a meeting  with  the 

EDWARD  J.  LYNCH,  of  Barrington t Rhode  Is- 
land, Assistant  Executive  Secretary,  The  Rhode  Is- 
land Medical  Society,  Providence,  R.  /. 


members  of  the  Block  Island  Town  Council,  and 
he  flew  out  to  the  Island  to  survey  the  medical 
facilities  and  to  evaluate  what  type  of  medical 
program  could  be  established. 

Since  Doctor  Conrad  is  a member  of  the  Wash- 
ington County  Medical  Society,  which  is  the  closest 
organized  medical  organization  to  Block  Island, 
it  was  felt  that  physician  volunteers  could  be 
obtained  from  this  organization  of  doctors  to 
provide  some  type  of  partial  coverage. 

The  proposed  program  for  medical  help  for  the 
people  of  Block  Island  was  announced  at  both 
Westerly  and  South  County  Hospitals.  Several 
physicians  immediately  offered  their  personal  serv- 
ice while  several  others  accepted  an  active  role  in 
the  program  after  the  critical  need  was  explained 
to  them.  Both  general  practitioners  and  members 
of  various  specialty  groups  were  asked  to  do  family 
practice  on  the  Island  by  covering  four  out  of 
seven  days  per  week.  A schedule  was  thus  created 
by  Doctor  Conrad  to  provide  this  interim  cover- 
age and  a nurse  secretary  was  named  to  arrange 
appointments  for  the  people  of  Block  Island.  If 
the  people  knew  that  a physician  representing  a 
specific  specialty  would  be  coming  to  the  Island, 
that  specific  type  of  medical  problem  would  be 
directed  to  the  physician  on  his  appointed  day. 

In  a cooperative  spirit,  the  Town  Council  of 
Block  Island  subsidized  transportation  to  the 
Island  (whether  by  air  or  sea).  The  Council  mem- 
bers also  provided  living  accommodations  and 
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FIGURE  1 


meals  for  both  the  physician  and  his  wife  if  they 
wished  to  make  a brief  vacation  trip  to  the  Island. 
The  various  doctors  covered  the  Island  from  as 
long  as  one  week  to  a few  days  or  to  a single  day 
at  a time  going  back  and  forth  by  airplane.  Routine 
office  visits  were  maintained  while  the  doctor  was 
on  the  Island.  Several  emergencies  also  occurred 
while  the  recruited  physicians  were  on  the  Island 
which  required  suturing  of  lacerations  and  other 
emergency  procedures.  Some  emergency  cases  re- 
quired air  ambulance  transfer  from  the  Island 
to  the  mainland. 

The  program  was  an  unmitigated  success.  The 
grateful  citizens  of  Block  Island  recently  arrived 
at  the  Emergency  Room  of  South  County  Hospital 
to  express  their  appreciation  to  Doctor  Conrad 
and  the  other  12  physicians  who  offered  their  per- 
sonal assistance  when  it  was  needed.  The  people 
of  Block  Island  presented  Doctor  Conrad  with  a 
four-page  multi-colored  hand  written  poster,  auto- 
graphed with  the  names  of  many  of  the  people 
of  Block  Island  to  whom  the  physicians  had  ren- 
dered medical  care.  (Please  see  Figures  1 and  2.) 
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FIGURE  2. 


A personal  letter  of  appreciation  was  also  sent  to 
each  physician  by  the  President  of  the  Town 
Council. 

Participating  in  the  program  at  Block  Island, 
besides  Doctor  Conrad,  were:  Roger  Ashley,  M.D., 
Mauricio  Golberg,  M.D.,  George  S.  Hambly,  M.D., 
John  J.  Walsh,  M.D.,  J.  Merrill  Gibson,  M.D., 
Thomas  Nestor,  M.D.,  John  D.  Pinto,  M.D.,  Al- 
fred Gobeille,  M.D.,  John  P.  Wood,  M.D.,  and 
A.  John  Elliot,  M.D.,  all  of  the  Washington 
County  Medical  Society;  Anthony  J.  Migliaccio, 
M.D.,  of  Providence,  and  Lawrence  E.  Bouchard, 
D.O.,  of  Narragansett. 

Since  the  time  of  the  initial  medical  difficulty, 
Dr.  Charles  Cornbrooks  has  been  appointed  by 
the  Island’s  community  to  oversee  their  medical 
needs.  While  Doctor  Cornbrooks  is  the  resident 
physician.  Doctor  Conrad  has  established  a cur- 
rent coverage  system  to  ease  the  constant  medical 
treatment  load  which  Doctor  Cornbrooks  carries. 
This  backup  system,  constantly  monitored  by  Doc- 
tor Conrad,  gives  both  the  citizens  of  Block  Island 
and  their  new  resident  doctor  greater  confidence 
in  ascertaining  that  their  medical  needs  will  not 
go  unmet. 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ 1 ONE  SOURCE  /TOTAL  INSURANCE 

558-9 
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Book  Reviews 

THE  FIRST  FIVE  YEARS.  A Relaxed  Approach 
to  Child  Care  by  Virginia  Pomeranz,  M.D.,  with 
Dodi  Schultz,  Garden  City,  New  York,  Double- 
day & Company,  Inc.,  1973.  $6.95 
This  book  was  written  for  mothers.  It  is  packed 
with  good,  sound,  common-sense,  advice.  Doctor 
Pomeranz  is  a practicing  physician  of  20  years 
and  evidently  knows  her  subject.  She  teaches  that 
the  best  mothers  are  happy,  relaxed,  and  unafraid. 
All  pediatricians  wall  agree  with  almost  everything 
in  the  book. 

However,  there  are  two  moot  points.  She  writes 
that  nursing  mothers  must  take  a quart  of  milk 
daily  unless  they  find  it  quite  repulsive.  That 
amount  is  probably  bad  for  the  waist-line,  and 
possibly  the  heart,  and  would  take  some  of  the  fun 
out  of  nursing.  It  is  questionable  whether  as  much 
is  necessary.  After  all,  the  cow  does  a good  job 
without  any. 

The  other  concerns  the  question  of  over-feeding. 
She  says  that  it  is  impossible  to  over  feed  a baby; 
that  he  will  eat  only  as  much  as  is  good  for  him. 
Most  young  animals,  except  cats,  will  stuff  them- 
selves if  given  the  chance,  and  that  is  probably 
true  of  some  human  babies.  In  many  animals,  this 
has  been  shown  to  shorten  life.  There  may  be  a 
connection  between  overfeeding  in  infancy  and 
the  early  occurrence  of  coronary  disease.  Over 
feeding  is  probably  bad  at  any  age. 

This  little  volume  is  very  readable,  often  amus- 
ing, and  all  mothers  will  find  it  helpful,  interesting 
and  enjoyable. 

Harold  G.  Calder,  m.d. 

* * * 

IS  MY  BABY  ALL  RIGHT?  A Guide  to  Birth 
Defects  by  Virginia  Apgar,  M.D.,  and  Joan 
Beck,  Illustrated  by  Ernest  W.  Beck,  New 
York,  Trident  Press,  1972.  $9.95. 

This  book  of  nearly  500  pages  is  really  excellent. 
Doctor  Apgar  now  directs  the  medical  program 
for  the  National  Foundation  — March  of  Dimes. 
Miss  Beck  is  a well  known  writer.  They  say  that 
the  book  is  intended  for  “parents,  families,  stu- 
dents, and  everyone  who  cares  intelligently  about 
the  quality  of  family  life".  However,  the  ordinary 
physician,  who  sees  children,  will  find  here  all  he 
needs  to  know  about  embryology,  genetics,  neo- 
natal injury,  all  the  common  birth  defects  and  fam- 
ily counseling.  It  is  not  intended  for  the  genetic 
specialist  and  all  the  great  number  of  defects, 
most  of  which  are  very  rare,  are  omitted. 

(Continued  on  page  447) 
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Maybe  the  patieht’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
ExtentabS®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Tour  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

M)inu>tapp 

tJ.vlatlabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

/HfROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge"  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains:  Phenobarbital  (Va  gr.).  16  2 mg.  (warning- 
may  be  habit  forming);  Aspirin  (2’/2  gr).  162  0 mg  ; Phenacetin  (3  gr).  194  0 mg  ; Codeine 
phosphate.  Va  gr.  (No  2).  V»  gr  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature 

/j?.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
vl*  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va. 
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BOOK  REVIEWS 

(Concluded  from  page  446) 

The  defects  which  are  fully  treated  include 
sickle  cell  anemia,  birth  marks,  cerebral  palsy, 
chromosome  abnormalities,  cleft  lip  and  palate, 
club  foot,  cystic  fibrosis,  diabetes,  deafness,  con- 
genital heart  defects,  hemophilia,  dislocation  of 
the  hip,  hydrocephalus,  inborn  errors  of  metabol- 
ism, mental  retardation,  minimal  brain  disfunction, 
PKU,  pyloric  stenosis,  RH  disease,  rubella,  short 
stature,  spina  bifida,  congenital  syphilis,  tumors, 
and  vesical  defects.  There  is  a good  chapter  on 
how  to  prevent  defects  with  plans  for  the  future. 

One  of  the  best  is  on  family  counseling. 

A charming  feature  of  the  book  is  the  frequent 
introduction  of  short  case  histories  intended  to 
illustrate  the  subject  or  to  aid  the  parents  in  ad- 
justing to  a difficult  situation  and  sometimes  to 
give  hope  that  the  defect  can  be  overcome.  For 
example,  they  include  the  story  of  Christy  Brown 
who  is  so  handicapped  by  cerebral  palsy  that  he 
is  unable  to  dress  or  feed  himself.  He  has  com- 
plete use  of  only  his  left  leg.  Yet  he  wrote  a popu- 
lar novel  by  typing  one  letter  at  a time  with  his 
left  little  toe. 

Genetics  is  a relatively  new  and  growing  field, 
and  most  doctors  not  actively  concerned  with  it 
should  keep  up  to  date.  There  is  no  book  better 
qualified  to  do  this. 

It  is  strongly  recommended 

Harold  G.  Calder,  m.d. 


BOOKS  RECEIVED  FOR  REVIEW 

(Continued  from  October,  1973  Issue) 

THE  FIRST  FIVE  YEARS.  A Relaxed  Approach 
to  Child  Care  by  Virgginia  E.  Pomeranz  with 
Dodi  Schultz.  Garden  City,  Doubleday  & Com- 
pany, Inc.,  1973.  $6.95 

YOUR  PROSTATE.  What  It  Is,  What  It  Does, 
and  the  Diseases  That  Affect  It  by  Robert  L. 
Rowan  and  Paul  J.  Gillette.  Garden  City, 
Doubleday  & Company,  Inc.,  1973  $5.95 

THE  EXPECTANT  FATHER.  A Practical 
Puide  by  George  Schaefer.  New  York,  Barnes  & 
Noble  Books  (Division  of  Harper  & Row), 

1972.  Reprint  of  original  edition  published  by 
Simon  and  Schuster,  1964.  Revised.  $1.95 

DR.  THOMPSON’S  NEW  WAY  FOR  YOU  TO 
CURE  YOUR  ACHING  BACK  by  Jess  Stearn. 
Garden  City,  Doubleday  & Company,  Inc., 

1973.  $7.95 


Attractive  & Functional  Offices 


Division  of  National  Office  Supply  Co. 


□ DO 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 
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Profile  20 


Results  in 


Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 

ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 
HEMATOCRIT 
WHITE  BLOOD  COUNT 
RED  BLOOD  COUNT 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


J-lophinS  l l jeclicci  ( oCabot  'a  l on j 

335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


Peripatetics 

The  largest  number  of  surgeons  in  the  history 
of  the  American  College  of  Surgeons  were  recently 
inducted  as  new  fellows.  Included  are  FRAN- 
CESCO CANXISTRA.  ALEXANDER  M.  CA- 
LENDA,  LELAND  W.  JONES.  ROBERT  S.  L. 
KINDER.  RICHARD  L.  TESTA,  JACK  M. 
MONCHIK,  and  DOMENICO  A.  DiDONATO. 

* * * 

The  following  Rhode  Island  physicians  among 
others  attended  the  meeting  of  the  American  Col- 
lege of  Surgeons:  FIORIXDO  A.  SIMEOXE,  ROB- 
ERT CONRAD,  CHARLES  ROUND,  CHARLES 
ASHWORTH,  JOSEPH  E.  CARUOLO,  EUGENE 
HEALEY,  PAUL  HEALEY,  FRANK  LOGLER, 
HAYES  CLUXTON,  KENNETH  LIFFMANN, 
RICHARD  PERRY,  MARTIN  FELDER,  SEE- 
BERT  J.  GOLDOWSKY,  ABRAHAM  HOR- 
VITZ,  JAMES  YASHA  R,  LEONARD  STAUDIN- 
GER,  THOMAS  PERRY,  THOMAS  RANDALL, 
RICHARD  DYER,  WILLIAM  THOMPSON, 
ROBERT  RIEMER,  BRIAN  DORMAN, 
GEORGE  COOPER,  and  DAVID  BARRAr. 

* * * 

TIM  XORBECK,  Executive  Secretary,  and 
TED  LYNCH.  Assistant  Executive  Secretary, 
were  guests  of  the  Washington  County  Medical 
Society  at  a recent  meeting  at  the  Elm  Tree  Inn 
in  Pawcatuck.  Connecticut. 

;}c  j{c 

WILLIAM  MIXER  has  been  named  Executive 
Board  chairman  of  Save  the  Bay.  an  environ- 
mental group.  ANTHONY  CHATOWSKY,  a psy- 
chiatrist on  the  staff  of  the  Newport  Hospital, 
was  elected  to  the  Executive  Board  of  the  same 
organization. 

* * * 

HENRY  T.  RANDALL  will  be  the  Chairman 
of  a post-graduate  course  on  Fluids  and  Electro- 
lytes at  the  Spring  meeting  of  the  College  of  Sur- 
geons March  25-28,  1974  in  Houston,  Texas. 

* * 

A new  addition  to  the  Medical  Staff  at  Kent 
County  Memorial  Hospital  is  STEPHEN  P. 
BL'RNS.  Doctor  Burns  has  been  added  to  the 
Radiological  team  which  includes  Chief  JOHN 
M.  VESEY,  THOMAS  E.  HUNT,  VERDAT 
ERBUG,  and  NAPOLEON  C.  MATUCAN. 

* * * 

Three  members  of  the  Society  wrere  instrumental 
in  arranging  a Neuro-Radiological  Conference  at 
the  Memorial  Hospital  in  Pawtucket  recently.  The 
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doctors  are  DAVID  HALLMANN,  Radiologist-in- 
Chief  at  the  Memorial  Hospital;  RICHARD 
HAND,  Director  of  Radiology  at  St.  Joseph’s 
Hospital,  and  DAVID  BARRY,  Neuro-Surgeon- 
in-Chief  at  the  Memorial  Hospital.  The  speaker 
was  \\  ILLIAM  SCOTT,  of  the  Department  of 
Radiology  at  the  Massachusetts  General  Hospital 
and  Harvard  Medical  School. 

* * * 

ROBERT  P.  McCOMBS  has  been  named  Di- 
rector of  Continuing  Medical  Education  at  the 
Memorial  Hospital  in  Pawtucket.  He  will  serve 
the  hospital  part-time  as  a teacher  in  Internal 
Medicine  and  an  adviser  in  educational  matters 
and  as  a medical  consultant.  He  is  presently  a 
Professor  of  Medicine  at  Tufts  University  School 
of  Medicine. 

* * * 

ERIC  DENHOFF  has  been  appointed  Clinical 
Professor  of  Pediatrics  at  Brown  University. 

* * * 

MELVIN  HOFFMAN,  President  of  The  Miriam 
Hospital  Staff  Association,  was  appointed  Chair- 
man for  the  Subcommittee  on  Reaffiliation  of  the 
American  Heart  Association.  Doctor  Hoffman 
will  chair  the  on-site  team  visiting  the  southern 
region  of  the  American  Heart  Association. 

* * * 

BERTRAM  SELVERSTONE  discussed  cere- 
bral aneurysms  in  a talk  at  the  annual  meeting 
of  the  Neurosurgical  Society  of  America  in  Ber- 
muda recently.  Also  present  at  the  meeting  was 
MARION  WITOSZKA  who  discussed  “Central 
Nervous  System  in  Hemorrhagic  Shock  (Metabolic 
Changes)”. 

* * * 

ARVIN  S.  GLICKSMAN  is  the  new  chairman 
of  the  Department  of  Radiation  Therapy  at  Rhode 
Island  Hospital  as  of  July  1.  He  also  serves  as  pro- 
fessor and  chairman  of  the  Department  of  Radi- 
ation Medicine  at  Brown  University.  His  associate 
is  BANICE  WEBBER,  who  formerly  practiced 
general  surgery  in  Providence,  but  is  now  a spe- 
icalist  in  radiation  therapy.  The  department  hopes 
to  publish  a series  of  papers  in  this  Journal. 

* * * 

LEO  STERN,  who  was  appointed  as  chief  of 
pediatrics  at  Rhode  Island  and  Providence  Lying- 

t, 


In  Hospitals  last  November,  assumed  his  duties 
here  July  1. 

* * * 

EUFROCINO  BELTRAN  has  been  elected 
president  of  the  Butler  Hospital  Medical  Staff 
Association.  WILMA  ROSEN  is  the  association’s 
new  vice  president;  ROBERT  FOWLER,  secre- 
tary-treasurer; and  JOSEPH  BARUCH  and 
HENRY  IZEMAN  are  counsellors-at-large. 

* * * 

RONALD  R.  RICCO  has  been  named  Obstetri- 

cian-in-Chief  at  the  Memorial  Hospital  in  Paw- 

tucket. Doctor  Ricoo  joined  the  staff  of  the  hos- 
pital in  July,  1970. 

* * * 

A new  Alcohol  Treatment  and  Education  (ATE) 
Unit  opened  recently  at  Glendale  Adventist  Medi- 
cal Center,  Glendale,  California.  The  new  unit 
will  be  under  the  direction  of  LAURENCE  SENSE- 
MAN,  former  chairman  of  the  Mental  Health  Com- 
mittee of  the  Society. 

* * * 

RICHARD  McDERMOTT  and  DONALD 
KAUFMAN  of  the  Gastroenterology  Division  cap- 
tured top  honors  at  the  18th  Annual  Scientific  As- 
sembly held  at  Rhode  Island  Hospital.  Doctor 
McDermott,  assisted  by  Doctor  Kaufman,  evalu- 
ated the  clinical  picture  of  patients  with  acute 
hepatitis  B (serum  hepatitis)  and  assayed  blood 
for  the  presence  of  the  associated  antigen  during 
the  convalescent  period.  Doctor  Kaufman’s  paper 
on  the  subject  took  first  place  in  the  clinical  divi- 
sion. 

In  the  research  division,  Doctor  McDermott’s 
abstract  won  first  place.  He  outlined  the  search 
for  two  subdeterminants  of  the  hepatitis  associated 
antigen  which  may  be  useful  in  predicting  chronic 
antigenemia  in  hepatitis  patients. 

* * * 

ROBERT  P.  DAVIS,  Physician-in-Chief  of  The 
Miriam  Hospital,  participated  in  a post  graduate 
course  on  “Management  of  Acute  Respiratory 
Failure”  at  the  122nd  Annual  Convention  of  the 
American  Medical  Association  on  June  23,  in  New 
York.  Doctor  Davis  lectured  on  “Acid  Base  Dis- 
orders in  Pulmonary  Diseases”. 
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Physicians  Seek  Opportunities 

Thomas  P.  Laughren,  M.D. 

The  University  of  Wisconsin 
Department  of  Psychiatry 
1300  University  Avenue 
Madison.  Wisconsin  53706 
Psychiatry 

* * * 

Chen  F.  Lian,  M.D. 

Assistant  Professor 

Yale  University 

Yale-New  Haven  Hospital 

789  Howard  Avenue 

New  Haven,  Connecticut  06504 

Radiology 

* * * 

Mohamed-Gous  Patel,  M.D. 

11691  Archdale 
Detroit,  Michigan  48227 
Obstetrics  and  Gynecology 
* * * 

Paul  Mayer,  M.D. 

143  Green  Acres  Drive 
Burlington,  Vermont  05401 
Internal  Medicine 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy 

(401)421-1138  (401)765-1220 

Central  Laboratory  43  Bay  State  Road.  Boston,  Mass 
Telephone  (617)  536-2121 
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In  Rhode  Island 

S.  A.  Haleem,  M.D. 

146  Kneeland  Avenue 
Yonkers,  New  York  10705 
Urology 

* * * 

Ratnakar  Andalkar,  M.D. 

11  Amherst  Street 
Biddeford,  Maine  04005 
General  Surgery 

* * * 

George  D.  Tedesco,  M.D. 

Vanderbilt  University  Hospital 
1161  21st  Avenue 
Nashville,  Tennessee  37203 
Anesthesiology 

* * * 

Sirous  Arija,  M.D. 

2218  Inwood  Drive 

Huntington,  West  Virginia  25701 

General  Surgery 

* * * 

Michael  E.  Bohan,  M.D. 

57  Sargent  Road 
Swampscott,  Massachusetts 
Internal  Medicine 

* * * 

Samir  R.  Neimat,  M.D. 

815  Southlawn  Drive 
Iowa  City,  Iowa  52240 
Cardiovascular  Surgery 
* * * 

Carlos  Ramirez,  M.D. 

44  Broadlawn  Park 

Chestnut  Hill,  Massachusetts  02167 

General  Surgery 

* * * 

Donald  J.  Thomson,  M.D. 

Fitzsimons  General  Hospital 
Department  of  Neurology 
Denver,  Colorado  80232 
Neurology 

* * * 

Moon  W.  Song,  M.D. 

200  Carman  Avenue 
Apartment  10  C 

East  Meadow,  New  York  11554 
Obstetrics  and  Gynecology 

* * * 

Winston  C.  Payne,  M.D. 

3122  Glenview  Avenue 
Royal  Oak,  Michigan  48073 
Ophthalmology 
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Asghar  Oliai,  M.D. 

39  W.  Squire  Drive  #7 

Rochester,  New  York  14623 

Internal  Medicine  and  Gastroenterology 

* * * 

Jeffrey  T.  Klein,  M.D. 

4433  Sue  Eileen  Court 
Dayton,  Ohio  45424 
Internal  Medicine 

* * * 

Donald  C.  Martin,  Jr.,  M.D. 

Chief  Resident  in  Surgery 
University  of  Pennsylvania 
The  Graduate  Hospital 
Philadelphia,  Pennsylvania  19146 
General  Surgery 

* * * 

Ronald  F.  Sural,  M.D. 

The  Ohio  State  University  Hospitals 
410  West  10th  Avenue 
Columbus,  Ohio  43210 
Urology 

* * * 

Shin  E.  Kim,  M.D. 

Mercy  Hospital 
301  St.  Paul 

Baltimore,  Maryland  2202 
Associate  or  Assistant 
Pathology 

* * * 

Anant  Bhati,  M.D. 

506  Dixmyth  Avenue 
Cincinnati,  Ohio  45220 
Obstetrics  and  Gynecology 
* * * 

G.  Bushnell  Smith,  M.D. 

1907  South  Broad  Street 
Philadelphia,  Pennsylvania  19148 
Medical  Neurology 

* * * 

Gary  M.  Cohen,  M.D. 

The  School  of  Medicine 

Yale  University 

Section  of  Gastroenterology 

333  Cedar  Street 

New  Haven,  Connecticut  06510 

Gastroenterology 

* * * 

Lawrence  J.  Lippert,  M.D. 

Box  84 

North  Shore  Hospital 
Community  Drive 


Manhasset,  New  York  11030 
Obstetrics  and  Gynecology 
* * * 

Dale  Rowett,  M.D. 

118  Hobart  Street 

New  Haven,  Connecticut  06511 

Internal  Medicine 

* * * 

David  S.  Ross,  M.D. 

1136  NW  108 

Oklahoma  City,  Oklahoma  73114 
Pediatrics 

* * * 

Richard  C.  Pembrook,  M.D. 

Lord’s  Point 
R.  F.  D.  $:1,  Box  667 
Stonington,  Connecticut  06378 
Cardiology 

* * * 

Robert  V.  Dolan,  M.D. 

1427  Damon  Court 
Rochester,  Minnesota  55901 
General  Surgery 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 
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* Additional  information  available 

f to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


•6WJQ0S 

C3NWI801 


URINEX:  Ufological  INformation  Extraction;  An 
Automated  History-Taking  System  For  Urological 
Diseases 


System  Provides  An  Effective  Liaison 
Betiveen  Physician  And  Patient 


By  Elliot  M.  Perlman,  W.  S.  Klutz, 

M.D.  and  Peter  A.  Stewart,  Ph.D. 

When  the  idea  first  arose  to  utilize  computers 
in  clinical  medicine,  optimism  among  computer  en- 
gineers ran  rampant.  Physicians  would  be  obsolete 
in  10  years,  and  the  AM  A would  be  taken  over 
by  IBM!  ‘‘Computer  Program  Seeks  to  Diagnose 
All  Man’s  Diseases”,  promised  a New  York  Times 
article  in  1966. 1 

Now  that  the  initial  fervor  has  subsided,  it  has 
become  increasingly  apparent  “ . . . that  what  is 
easy  for  the  computer  may  be  difficult  for  man, 
and  what  is  easy  for  man  may  be  extremely  dif- 
ficult for  the  computer”.  Representative  of  this 

ELLIOT  M.  PERLMAN,  M.M.S.,  Jessie  Smith 
Noyes  Foundation  Fellow,  1970-71.  Brown  Uni- 
versity, Providence,  Rhode  Island. 

WILLIAM  S.  KLUTZ,  of  Providence,  Rhode  Is- 
land; Director  of  Department  of  Nuclear  Medicine, 
Roger  Williams  General  Hospital,  Providence,  R.  I. 
PETER  A.  STEWART.  Ph.D.,  of  Providence, 
Rhode  Island,  Professor,  Section  of  Physiology  and 
Biophysics,  Division  of  Biological  and  Medical  Sci- 
ences, Brown  University,  Providence,  R.  I. 

Based  on  a thesis  submitted  by  Elliot  M.  Perlman 
in  partial  fulfillment  of  the  requirements  for  the 
Master  of  Medical  Sciences  degree,  June,  1971,  Brown 
University. 


enlightened  attitude  is  an  excellent  review  article 
by  Barnett2,  in  which  seven  current  topics  in 
medical  computer  usage  are  discussed:  clinical 
laboratory,  patient  monitoring,  hospital  informa- 
tion systems,  patient  screening,  automated  medical 
history,  medical  records,  and  medical  diagnosis. 
The  URINEX  (Urological  INformation  Extrac- 
tion) System  presented  here  involves  the  last  three 
topics.  The  system  obtains  a detailed  urological 
history  directly  from  the  patient,  prints  this  his- 
tory in  a readable  outline  form  for  the  physician, 
and  then  makes  a limited  differential  diagnosis. 

GENERAL  DESCRIPTION  OF  THE  URINEX 
SYSTEM 

In  the  URINEX  System  the  patient  partici- 
pates in  an  interactive  dialogue,  the  machine  por- 
tion of  which  is  produced  on  a cathode  ray  screen 
connected  to  a computer  (Figure  1).  The  system 
displays  on  the  screen  a series  of  questions  similar 
to  those  normally  presentted  to  a patient  by  a 
physician  taking  a typical  urological  history  (Fig- 
ure 2).  Included  are  the  usual  identifying  data 
questions,  (such  as  name,  age,  race,  and  religion), 
a detailed  series  of  urinary  history  questions,  and 
a brief  system  review  section. 

(Continued  on  next  page) 
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The  patient  answers  questions  by  using  a light- 
pen  and  a typewriter  keyboard.  The  system  is  an 
interactive  one,  and  the  sequence  of  questions 
which  appears  on  the  screen  is  largely  dependent 
on  the  answers  the  patient  gives.  In  most  ques- 
tions a single  answer  is  selected  from  two  or  more 
possible  choices,  but.  where  it  is  appropriate,  more 
than  one  of  these  choices  may  be  selected  by  the 
patient.  Occasionally  diagrams  may  be  presented 
instead  of  verbal  questions  (Figure  1).  The  pro- 
gram gives  the  patient  as  much  time  as  he  desires 
on  any  question  and  also  allows  him  to  correct 
errors  he  has  made.  The  patient  cannot  go  on  to 
the  next  question  without  answering  the  previous 
one.  'When  he  finishes  answering  a question,  it 
usually  disappears  from  the  screen  and  is  imme- 
diately replaced  by  another  one.  Occasionally, 
however,  an  answered  question  may  remain  on  the 
screen  if  it  is  pertinent  to  the  questions  which 
follow. 

When  the  patient  completes  the  entire  set  of 
questions  (w'hich  may  range  from  about  40  to  130 
questions),  the  machine  punches  out  nine  cards, 
which  contain  some  alphabetic  information  and 


Fig.  1 

Patient  taking  computerized  interview. 


200  single-digit  integers.  These  integers  are  the 
entire  history  in  coded  form. 

Utilizing  the  numerical  data  on  the  cards,  the 
system  can  then  formulate  a history  summary 
which  closely  parallels  the  standard  recommended 


SAMPLE  QUESTION  SEQUENCE 


Fig  2. 

A sample  sequence  of  questions  from  the  computerized  interview. 
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UROLOGICAL  INFORMATION  EXTRACTION 
PART  1 — HISTORY  SUMMARY 

September  14,  1970 

Name  — 

Identifying  Data  — 

The  patient  is  a 66-year-old  White  Catholic  male. 
He  is  married.  His  weight  is  200  pounds. 
PRESENT  ILLNESS 
NOCTURIA 

Began  — Several  months  ago. 

Frequency  of  Occurrence  — Every  time  the  patient 
sleeps. 

Description  — 

Awakenings  Per  Sleep  — About  every  hour. 
BURNING  SENSATION  IN  ABDOMINAL  OR 
PELVIC  AREAS 
Began  — Several  months  ago. 

Frequency  of  Occurrence  — Once  every  day,  or 
more. 

Description  — 

Locations  — In  the  bladder  area. 

Lower  right  quadrant. 

Lower  left  quadrant. 

Suprapubic  area. 

Severity  — Moderate. 

Effect  oof  Urination  - — Increases  discomfort. 
Length  of  Attacks  — Seconds. 

Fever,  Sore  Throat  Concurrently  — No. 

No  Chills. 

RETENTION 

Began  — One  month  ago  or  less. 

Frequency  of  Occurrence  — Has  occurred  only  once 
or  twice. 

Description  — 

Catheterization  History  — Yes. 

Fig.  3 

The  identifying  data  and  part  of  the  present  illness 
section  of  the  history  summary,  as  compiled  and 
printed  out  by  the  computer. 

UROLOGICAL  INFORMATION  EXTRACTION 
PART  2 — DIFFERENTIAL  DIAGNOSIS 

September  14,  1970 

NAME  — 

IDENTIFYING  DATA — 

The  patient  is  a 66-year-oold  white  Catholic  male. 
He  is  married.  His  weight  is  200  pounds. 
DIAGNOSIS  PROBABILITY 

Benign  prostatic  hypertrophy  0.99561 

Carcinoma  of  the  Prostrate  0.00342 

Acute  pyelonephritis  0.00095 

Carcinoma  of  the  bladder  0.00000 

Acute  glomerulonephritis  0.00000 

Fig.  5 

The  differential  diagnosis,  calculated  by  the  com- 
puter, is  printed  out  along  with  the  identifying  data. 


history  format  (Figures  3 and  4).  Included  are  an 
“identifying  data”  section,  a “present  illness”  sec- 
tion, and  a “past  history”  section.  The  identifying 
data  section  is  in  concise  sentence  form.  The  pres- 
ent illness  and  past  history  sections  present  in 
outline  form  all  of  the  symptomatology  obtained 
in  the  history.  The  final  portion  of  the  summary 
is  the  “negative  history”  section,  which  lists  all 


PAST  HISTORY 
HEMATURIA,  GROSS 
Began  — One  to  five  years  ago. 

Duration  — One  month  or  less. 

Frequency  of  Occurrence  — Has  occurred  only  once 
or  twice. 

Description  — 

Lrine  first  looked  like  weak  tea,  either  red- 
tinged  or  brown-tinged. 

When  During  Urination  — Patient  does  not 
know. 

Urine  now  looks  perfectly  clear. 

NEGATIVE  HISTORY 

No  frequency  of  urination 
No  enuresis 
No  incontinence 

No  pain  in  abdominal  or  pelvic  areas 
No  fever  or  sore  throat  associated  with  urinary 
problems 

No  constipation  associated  with  onset  of  urinary 
problems 

No  diarrhea  associated  with  onset  of  urinarv  prob- 
lems 

No  hemorrhoids 
No  renal  calculi 

No  history  of  serious  injury  to  abdominal  or  pelvic 
areas 

No  nausea  associated  with  urinary  problems 
No  vomiting  associated  with  onset  of  urinary 
problems 

No  headache  associated  with  onset  of  urinary 
problems 

No  edema  associated  with  onset  of  urinary  prob- 
lems 

Fig.  4 

Portions  of  the  past  history  and  negative  history 
sections  of  the  history  summary  print-out. 


of  the  negative  findings. 

After  the  history  summary  is  printed  out,  the 
machine  then  uses  the  data  on  the  same  nine  cards 
to  decide  which  of  five  diseases  the  patient  may 
have.  This  differential  diagnosis  is  also  printed  out 
(Figure  5). 

METHODS 

The  computerized  history-taking  program  was 
written  in  Fortran  IV7,  Level  E,  and  utilized  the 
Graphic  Subroutine  Package  (GSP),  a series  of 
Fortran  subroutines  used  for  image  generation  and 
display  on  an  IBM  2250  (Model  4)  Cathode  Ray 
Screen.  The  2250  was  connected  to  an  IBM  1130 
Computer.  The  program  also  required  the  single 
disk  drive  system  normally  used  with  the  1130. 

The  sequence  of  questions  presented  to  the  pa- 
tient is  based  on  an  outline  given  by  Campbell 
for  a standard  urological  history.  The  questions 
were  carefully  written  to  ensure  understanding  by 
the  patient.  They  are,  for  the  most  part,  short 
and  easily  readable.  The  suggestions  given  by 
(Continued  on  next  page) 
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HI  STL 

HISTORY  TAKING  PROGRAM 


Fig.  6 

Flow  chart  of  the  history-taking  FORTRAN 
program,  HISTL. 


Collen,  et  al.4  in  their  attempts  to  produce  useful 
questionnaires  have  been  closely  followed.  The 
questions  have  few  limiting  phrases,  use  precise 
words,  and  utilize  quantifying  phrases  rather  than 
vague  descriptive  terms  such  as  “frequently”  or 
“occasionally”.  The  choice  “I  don't  know”  as  an 
answer  to  a question  has  been  used  minimally  in 
the  system  and  only  in  those  questions  that  abso- 
lutely require  it.  It  was  felt  that  in  most  ques- 
tions. especially  those  relating  to  chronology,  a 
guess  would  be  much  more  informative  than  an 
“I  don’t  know”  response.  Moreover,  it  was  found 
through  experimentation  with  “I  don't  know”  as 
a choice  that  subjects  were  likely  to  choose  this 
answer,  rather  than  to  rethink  the  question  care- 
ully.  Figure  2 presents  part  of  the  question  se- 
quence to  illustrate  the  type  of  questions  used. 
Figure  6 is  a flow  chart  of  the  entire  history- 
taking program. 


DIAGL  PART  I 
HISTORY  PRINT-OUT 


Fig.  7 

Flow  chart  of  history  summary  portion  of  the 
FORTRAN  program,  DIAGL. 


The  results  of  this  history-taking  program  are 
punched  out  on  nine  cards,  as  already  indicated. 
These  cards  can  then  be  used  as  input  to  a second 
FORTRAN  program,  called  DIAGL,  which  prints 
out  the  history  summary  and  then  calculates  diag- 
nostic probabilities.  Figures  7 and  8 present  flow 
charts  for  the  two  parts  of  this  program.  As- 
suming that  the  patient  has  one  of  the  diseases 
listed,  the  seoond  part  of  this  program  calculates 
the  probabilities  of  the  patient’s  having  each  dis- 
ease, and  thus  indicates  the  most  likely  diagnosis. 
The  calculations  are  based  on  Bayes’  theorem, 
in  a manner  similar  to  that  described  by  Warner, 
et  al.7 

RESULTS 

The  URINEX  System  was  tested  on  several 
patients  from  Roger  Williams  General  Hospital  in 
Providence,  Rhode  Island..  Because  the  URINEX 
System  was  operational  only  at  the  Brown  Uni- 
versity Computing  Center,  the  patients  had  to 
come  to  the  computer  “interview”  after  their  dis- 
charge from  the  hospital.  They  were  asked  to  an- 
swer the  questions  as  if  it  were  the  day  of  their 
admission  to  the  hospital. 

All  instructions  were  provided  by  the  system  it- 
self. The  patients  were  initially  slow  and  cautious 
in  answering  the  questions,  but  within  a few  min- 
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Di  AGL  PART  2 
DIFFERENTIAL  DIAGNOSIS 


Fig-  8 

Flow  chart  of  the  differential  diagnosis  portion  of 
the  FORTRAN  program,  DIAGL. 


iiles  they  became  proficient  at  using  the  lightpen 
and  typewriter  inputs.  All  patients  found  the  com- 
puter interaction  interesting  and  enjoyable,  and 
the  whole  procedure  easy  to  do.  They  rated  the 
questions  sufficiently  varied  in  format  (e.g.,  the 
use  of  diagrams,  or  questions  with  multiple  an- 
swers) to  avoid  monotony,  but  simple  and  concise 
enough  to  be  readily  understandable.  Most  pa- 
tients who  took  the  computer  interview  found  the 
oomputer  interaction  equal  to  or  preferable  to  a 
doctor’s  questioning.  However,  one  patient  who 
had  been  admitted  to  the  hospital  with  fever, 
pain,  and  great  discomfort  felt  that  she  would 
rather  have  spoken  personally  to  a doctor  while 
she  was  in  such  distress. 

Several  physicians  were  given  the  output  of  the 
computerized  history-summary  program  to  exam- 
ine and  criticize.  They  found  the  history  sum- 
maries to  be  readable,  concise,  and  informative. 
Moreover,  all  agreed  that  such  a system  has  great 
practical  value  and  could  be  readily  incorporated 
into  clinical  practice,  in  either  a clinic,  a multi- 
phasic  screening  unit,  or  in  a physician’s  office. 

URINEX:  URological  Information  Extraction; 
Taking  Systf.m  for  Urological  Diseases 


DISCUSSION 

The  URINEX  System  demonstrates  that  a com- 
puter can  successfully  act  as  a liaison  between 
the  patient  and  the  physician,  posing  questions 
to  the  patient  in  a language  he  can  understand 
easily,  and  translating  this  information  into  a form 
the  physician  can  use  conveniently.  A great  deal 
of  effort  has  been  expended  on  this  prototype  sys- 
tem to  ensure  ease  of  interaction  between  patient 
and  computer.  Questions  are  concise  and  unam- 
biguous, and  use  as  simple  a vocabulary  as  pos- 
sible. 

Of  equally  great  importance  is  the  emphasis 
placed  on  the  computer-physician  communication 
process  in  an  attempt  to  bridge  the  “communica- 
tions gap”  that  often  exists  between  computers 
and  clinicians.  Computer  output  often  is  not  de- 
signed with  enough  consideration  given  to  this 
problem.  Most  physicians  are  not  interested  in 
sorting  through  reams  of  unfamiliar  tabular  data 
which  somehow  seems  to  characterize  computer 
output.  For  this  reason  the  URINEX  System 
prints  its  output  in  a format  with  which  the  phy- 
sician is  familiar,  using  medical  terminology  and 
standard  history  organization  and  identifying  data, 
present  illness,  past  history,  and  negative  findings. 
Finally,  a list  of  diagnostic  probabilities  is  pre- 
sented. 

While  the  specific  differential  diagnosis  shown 
in  Figure  5 for  this  prototype  system  is,  of  course, 
limited  in  its  scope  and  its  practical  value,  it  is 
included  to  demonstrate  the  ability  of  this  system 
to  process  medical  data  without  the  intervention 
of  trained  medical  personnel.  The  diagnosis  is 
made  directly  from  the  answers  given  by  the  pa- 
tient himself;  no  data  are  entered  by  a physician 
or  technician.  This  model  system  can  readily  in- 
teract with  the  patient,  process  and  draw  conclu- 
sions from  information  that  it  has  obtained  from 
the  patient,  and  then  communicate  the  results  to 
the  doctor. 

Many  types  of  useful  medical  data  could  be 
obtained  efficiently  from  patients  utilizing  a simi- 
lar interactive  system.  One  of  the  most  important 
yet  often  overlooked  areas  of  history-taking  is 
that  portion  concerned  with  general  health  habits, 
such  as  food  idiosyncrasy,  adequacy  of  diet,  sleep 
<-egimen,  weight  changes,  allergies,  use  of  drugs 
such  as  aspirin  and  other  patent  medicines,  and 
smoking  and  drinking  habits  (Slack,  et  al.5). 
Clearly,  an  automated  system  to  obtain  this  type 
of  information  could  be  developed  along  similar 
(Concluded  on  next  page) 

An  Automated  History- 
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lines  to  URINEX.  Moreover,  family  history  and 
social  history  could  also  be  readily  documented 
and  evaluated  by  such  a computer  “interview”. 

Although  computer  interactive  histories  are  some- 
times viewed  askance  by  physicians  because  of  the 
impersonality  of  the  machine,  it  is  often  the  case 
that  patients  feel  more  comfortable  discussing  cer- 
tain intimate  problems  in  this  impersonal  at- 
mosphere. A well-developed  interactive  system 
might  do  a superb  job,  for  example,  in  obtaining 
a sexual  or  menstrual  history. 

The  applications  of  such  automated  systems  in 
clinical  medicine  are  numerous.  The  use  of  a ques- 
tioning device  such  as  the  URINEX  System  in 
multiphasic  screening  projects  would  be  extremely 
valuable.  Efficient  use  of  physicians’  time,  the 
need  for  precise  records,  and  the  necessity  of  pre- 
senting rapidly  the  same  series  of  questions  to 
numbers  of  patients  are  all  paramount  in  oper- 
ating an  effective  multiphasic  screening  center. 
Similar  systems  could  also  be  utilized  at  hospital 
admissions,  or  in  an  office  practice. 

SUMMARY 

URINEX  is  a computerized  history-taking  sys- 
tem. It  displays  to  the  patient  a sequence  of  medi- 
cal history  questions  on  a cathode  ray  screen,  and 
receives  information  from  the  patient  via  lightpen 
and  typewriter  inputs.  After  the  patient  has  com- 
pleted his  “interview”,  the  computer  prints  out 
a concise  summary  in  a format  resembling  the 
standard  medical  history.  It  also  produces  a tenta- 
tive differential  diagnosis. 

Patients  “interviewed”  by  this  system  found  the 
interaction  interesting  and  the  task  easy  to  per- 
form. Physicians  were  enthusiastic  about  the 
familiar  format  of  the  history  summaries.  The 
URINEX  system  thus  acts  as  an  effective  liaison 
between  the  physician  and  the  patient,  and  pro- 
vides a useful  model  for  exploring  further  clinical 
applications. 

CONCLUSIONS 

Many  computerized  medical  history-taking  sys- 
tems are  currently  being  tested,  and  some  are 
actually  being  employed  in  patient  care.  This  is 
one  promising  step  toward  solving  the  problem 
of  providing  adequate  medical  care  to  a great 
number  of  people.  However,  the  accumulation  of 
such  large  amounts  of  data  will  provide  no  benefits 
unless  the  information  can  be  evaluated  easily  by 
the  physician,  who  is  ultimately  responsible  for 
patient  care.  In  essence,  information  must  flow7 


freely,  not  oniy  between  the  patient  and  the  com- 
puter. but  also  between  the  computer  and  the 
physician.  1 he  L RIXEX  System  is  a successful 
experimental  approach  toward  solving  these  prob- 
lems. 
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The  Teaching  Hospital  — Who  Needs  It? 


We  Must  Recognize  The  Needs  And 
Wishes  Of  Patients , Of  The  Commun- 
ity'’ s Doctors , Of  The  Academicians , Of 
The  Entire  Community 


By  Mitchell  T.  Rabkin,  M.D. 


Someone  once  said  that  a community  hospital 
is  interested  in  patients  while  the  teaching  hospital 
is  interested  in  sickness.  I don’t  agree. 

What  characterizes  the  teaching  hospital  is  its 
relationship  to  the  medical  school,  whereby  certain 
standards  — - previously  determined  by  the  hospital 
alone  — are  now  set  by  the  hospital  in  conjunc- 
tion with  the  medical  school.  For  example,  the 
presence  of  house  officers,  that  is,  interns  and  resi- 
dents, and  programs  for  their  training  and  service, 
may  fall  for  decision  to  both  hospital  and  medical 
school.  The  complex  issue  of  quality  of  care  also 
becomes  a joint  concern.  Definitions  may  be  de- 
veloped together  on  the  process  of  medical  care 
(what  kind  of  work-up  the  patient  will  receive), 
how  the  care  is  to  be  documented  in  the  medical 
record,  the  qualification  of  individual  physicians, 
for  instance,  whether  general  practitioners  should 
do  major  surgery  or  only  Board  qualified  surgeons. 
Another  joint  interest  is  the  hospital’s  educational 
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program  for  its  staff  physicians,  and  the  degree 
to  which  the  staff  must  participate.  Such  matters 
provoke  the  development  of  standards  and  rules 
at  the  teaching  hospital,  deemed  to  be  in  the  in- 
terest of  patient  care,  but  clearly  pointing  to  meet 
both  medical  school  and  hospital  needs  as  well 
as  those  of  the  patient.  Other  concerns  become  pri- 
marily those  of  the  medical  school,  for  example, 
the  kind  of  student  teaching  to  be  done  at  the 
hospital,  the  number  and  distribution  of  students, 
the  academic  qualifications  of  those  who  will  be 
doing  the  teaching.  If  it  is  a teaching  hospital,  the 
institution  must  have  one  eye  on  the  bed  and  the 
other  eye  on  the  academic  scene. 

It  must  have  more  eyes  as  well,  since  the  teach- 
ing hospital  must  also  shoulder  concern  with  so- 
cietal problems  that  predispose  to  illness  — public 
health  matters  such  as  lead  paint  and  lead  poison- 
ing, or  social  and  economic  problems,  such  as  hous- 
ing so  substandard  as  to  breed  ill  health.  Its  in- 
terests are  expected  to  go  beyond  the  geographic 
bounds  of  its  own  roof,  beyond  the  temporal 
bound  of  a patient’s  admission.  It  must  be  con- 
cerned with  the  care  available  for  the  discharged 
patient,  and  with  the  community’s  preventive  ef- 
forts as  well. 

(Continued  on  next  page) 
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Now  the  community  hospital  is  generally 
smaller,  with  no  house  officers  <or  very  few  — 
some  foreign-trained  and  less  independent  gener- 
ally than  American  interns  and  residents.  There 
are  usually  no  students  and  few  if  any  full-time 
physicians,  certainty  no  full-time  physicians  with 
the  authority  and  responsibility  of  the  teaching 
hospital  Chiefs  of  Medicine,  Surgery,  or  other 
specialties.  In  the  community  hospital,  leadership 
comes  from  the  Chief  of  Staff,  a physician  elected 
by  his  physician  peers  and  therefore  an  individual 
whose  status  and  power  derive  from  the  consent 
of  his  peers.  The  contrast  in  leadership  is  impor- 
tant: in  the  teaching  hospital  the  Chiefs  of  Service 
are  responsible  to  the  Board  of  Trustees  and  to 
the  medical  school’s  Dean  and  the  university’s 
President.  In  the  community  hospital,  the  Chief 
of  Staff,  theoretically  accountable  to  the  Board  of 
Trustees,  is  Chief  only  at  the  pleasure  of  his  fel- 
low physicians  and  thus  has  primarily  account- 
ability to  them.  I am  making  no  value  judgment 
on  either  of  these  arrangements,  but  I am  simply 
pointing  out  a significant  difference  in  a very 
complex  comparison. 

Many  of  the  virtues  of  teaching  hospitals  apply 
to  individual  community  hospitals  — the  concern 
for  keeping  up-to-date,  for  example,  or  the  prudent 
use  of  advanced  technology.  What  are  the  differ- 
ences between  the  average  teaching  hospital  and 
the  average  community  hospital?  There  are  some 
200  to  400  teaching  hospitals,  depending  upon  one’s 
definition.  But  there  are  some  6,500  community 
hospitals,  and  here  the  variations  are  considerable 
— variations  in  quality  of  care.  For  the  most  part, 
the  public  does  not  know  where  to  rank  its  com- 
munity hospitals  individually.  Care  in  many  com- 
munity hospitals  can  be  and  is  of  gratifying  ex- 
cellence. In  terms  of  potential  for  the  highest 
quality  in  medical  care,  however,  the  average 
teaching  hospital  has  a distinct  advantage  over 
the  average  community  hospital.  It  stands  to 
reason  that  the  best  teaching  hospital  should  be 
superior  to  the  best  community  hospital,  espe- 
cially when  the  patient  is  very  sick  or  his  prob- 
lems highly  complex.  The  teaching  hospital  is 
larger.  The  latest  in  diagnostic  and  therapeutic 
technologies  develop  there,  the  advances  in  medi- 
cine are  being  made  there.  The  potential  for  bring- 
ing to  bear  the  most  in  know-how  resides  at  the 
teaching  hospital. 

Of  course  there  are  qualifications  to  this  flat- 
out  judgment.  The  teaching  hospital  is  more 
capable  of  dealing  with  the  complex  illness,  the 


rare  diagnosis,  the  grave  malaise  that  withstands 
conventional  treatment,  in  short,  the  techno- 
logically challenging  medical  problem.  But  the 
very  collection  of  such  technical  expertise  in  the 
teaching  hospital  cannot  match  the  good  com- 
munity hospital  for  bringing  the  patient  a feeling 
of  warmth  and  personal  attention.  Regardless  of 
its  technical  excellence  or  lack  thereof,  the  com- 
munity hospital  has  that  certain  humanity  which 
meets  important  needs  of  patients,  a personal 

warmth  which  emphasizes  that  we  should  not 

frame  our  future  in  terms  of  community  hospital 
versus  teaching  hospital  — we  must  draw  upon 
the  virtues  of  each  and  avoid  their  respective 
weaknesses. 

There  are  two  ways  of  combining  those  virtues. 
One  is  to  instill  into  the  teaching  setting  the 

warmth  and  humanity  so  characteristic  of  the 

community  hospital.  I can  tell  you  from  personal 
experience,  that  this  is  a necessary  but  never- 
ending  struggle,  given  the  size  and  organizational 
complexity  of  the  teaching  hospital.  It  requires 
both  new  ideas  and  persistent  attention  to  old  ones. 
At  Beth  Israel  Hospital,  for  example,  we  have 
created  the  position  of  Hospital-Services  Manager, 
an  administrative  representative  who  serves  as  the 
patient’s  personal  agent  in  relation  to  non-medical 
and  non-nursing  matters  — a dirty  room,  a broken 
windowshade,  a misplaced  diet  tray.  His  task  is 
both  to  meet  the  patient’s  immediate  needs  and  to 
perceive  whether  the  patient’s  complaint  points 
out  a systematic  problem  within  the  Hospital  that 
requires  identification  and  correction.  We  have 
put  in  a telephone  hotline  so  that  the  patient  in 
bed  always  has  access  to  register  a complaint  and 
we  have  geared  up  the  system  to  answer  that  com- 
plaint within  minutes.  We  have  special  training 
courses  for  Dietary  and  Housekeeping  workers, 
who  may  spend  more  time  with  the  patient  than 
do  his  doctors  or  his  nurses.  Other  hospitals  ap- 
point ombudsmen  or  create  other  approaches  to 
personalizing  the  teaching  hospital  experience. 

The  second  way  to  bring  the  two  sets  of  virtues 
together  is  to  move  the  community  hospital  into 
the  category  of  teaching  hospital.  To  do  so  re- 
quires a dispassionate  look  at  the  process  of  change 
from  community  hospital  to  teaching  hospital.  We 
must  first  ask  how  willing  we  are  to  increase  the 
technical  quality  of  our  medical  care  if  it  means 
a trade-off  in  the  warmth  and  personalization  of 
our  service.  Must  we  accept  this  trade-off  as  in- 
evitable? I think  not.  I think  it  can  be  avoided. 

There  are  other  trade-offs  that  commonly  we 
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don't  talk  about,  trade-offs  which  I think  are  not 
so  readily  dealt  with.  For  example,  the  change 
from  community  to  teaching  hospital  represents 
not  simply  a change  in  the  components  of  care 
that  patients  may  receive,  but  more  importantly 
the  possibility  of  changes  in  the  relationships 
among  patients,  their  doctors  from  the  community, 
and  the  doctors  from  the  medical  school.  In  the 
teaching  hospital  some  doctors  are  appointed 
through  the  influence  of  the  medical  school,  and 
they  may  be  placed  in  the  top  of  the  hierarchy  at 
the  hospital.  These  academicians  may  be  doctors 
that  the  community  does  not  know,  never  even 
heard  of,  placed  as  Chiefs  over  other  doctors  that 
the  community  has  known,  loved,  and  thought 
highly  of  for  years  and  years.  Who  are  these  new 
interlopers?  A new  Chief  and  his  lieutenants  may 
come  in  and  have  the  right  to  establish  rules  for 
physicians  who  formerly  had  seemed  to  function 
rather  well,  according  to  the  community,  without 
any  direction  other  than  their  own  conscience  and 
the  colleagueship  of  their  peers  in  the  community. 
The  doctors  in  the  community  can  become  very 
uneasy  with  this  change  and  their  uphappiness 
will  be  shared  by  their  patients.  How  do  you  deal 
with  this?  On  the  one  hand,  the  status  of  the  com- 
munity physician  is  assaulted.  On  the  other  hand, 
there  may  be  certain  instances  where  the  old  order 
should  change,  as  new  goals  appropriate  to  the 
teaching  hospital  are  identified,  subscribed  to,  and 
then  grafted  onto  the  enduring  goals  of  the  com- 
munity hospital. 

The  success  with  which  the  medical  school  and 
the  community  hospital  mingle  their  values  de- 
pends upon  the  sensitivity  of  the  people  on  both 
sides  and  their  recognition  and  willingness  to  deal 
with  such  knotty  issues.  All  physicians  know  that 
the  world  of  health  care  is  changing;  few  would  be 
foolhardy  enough  to  reject  a relationship  between 
medical  school  and  community  hospital  in  the  hope 
of  delaying  such  change.  There  are  far  greater 
challenges  to  us  all  — both  academicians  and  prac- 
titioners — from  the  government  and  other  third- 
party  payors,  outside  agencies  which  increasingly 
want  to  determine  qualiity  of  care,  proper  utiliza- 
tion of  beds,  criteria  for  admission,  length  of  stay, 
condition  for  discharge.  As  physicians,  we  can  no 
longer  dig  in  our  heels  and  declare  self-righteously 
that,  “doctor  knows  best”.  The  doctor  has  been 
knocked  off  his  pedestal  by  the  forces  which  de- 
rive from  the  agencies  that  purchase  medical  care. 
He  must  become  more  and  more  a team  player 
in  the  organization  of  medical  care  delivery,  while 
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retaining  his  prime  role  in  clinical  diagnosis  and 
therapy.  And  because  such  major  social  and  eco- 
nomic changes  are  reshaping  the  practice  of  medi- 
cine, alliance  with  medical  schools  and  the  joining 
of  teaching  hospital  and  community  hospital  be- 
come increasingly  an  anchor  to  windward  in  a 
stormy  world  of  medical  care  whose  turbulence 
will  increase  for  years  to  come. 

I believe  that  community  physicians  appreciate 
the  changes  taking  place  in  medical  care  and  in 
its  economics  and  social  characteristics.  And  I 
believe  that  these  doctors  are  not  fundamentally 
resistant  to  change.  The  doctor  in  the  community 
wants  not  to  be  rendered  obsolete,  not  to  be  eased 
out  of  the  capacity  to  practice,  not  to  be  sum- 
marily dismissed;  he  wants  to  do  well  for  his  pa- 
tients. His  hesitancies  and  doubts,  in  the  pro- 
posed evolution  from  community  to  teaching  hos- 
pital, come  from  a realistic  and  appropriate  con- 
cern, particularly  on  the  issues  of  care  where  he 
has  demonstrated  his  own  effectiveness. 

In  this  discussion  I have  deliberately  stayed 
away  from  the  role  of  the  teaching  hospital  in 
training  tomorrow’s  physicians  and  in  developing 
new  knowledge  through  research.  It  goes  without 
saying  that  teaching  and  research  are  indispensable 
components  of  the  teaching  hospital,  and  they 
cannot  be  dismissed.  But  I think  the  issues  of 
clinical  care  that  we  have  just  been  examining  may 
be  closer  to  home  for  all  of  us  this  evening. 

In  summary,  I think  we  can  conclude  that  the 
teaching  hospital  is  generally  a better  place  to 
receive  care  than  the  non-teaching  hospital;  cer- 
tainly it  has  far  greater  potential  for  excellence. 
It  also  has  greater  potential  for  depersonalization, 
for  fragmentation  of  medical  care,  evils  which  re- 
quire constant  diligence  to  battle.  The  issue  of 
teaching  hospital  versus  community  hospital  is 
not  that  simply  defined,  and  one  must  go  beyond 
the  superficial  and  probe  the  sociology  of  the  in- 
stitutions and  the  patterning  of  the  individuals 
who  make  up  and  carry  out  the  rules.  No  one  an- 
swer is  correct  for  all  communities.  It  is  up  to 
each  community  to  achieve  its  own  best  answer. 
To  do  so,  we  must  put  all  the  issues  on  the  table, 
we  must  recognize  the  needs  and  wishes  of  pa- 
tients, of  the  community’s  doctors,  of  the  academi- 
cians, of  the  entire  community.  Only  then  will  some 
headway  be  made  that  is  worthy  of  our  efforts  to 
bring  healing  to  those  who  suffer  and  continued 
learning  to  those  who  heal. 
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Interest  In  This  Type  Of  Facility  Ex- 
hibited Elseichere  Has  Not  Been  Re- 
flected In  Rhode  Island 


By  Charles  L.  Hill,  M.D. 

I should  like  to  present  some  background  in- 
formation which  may  help  in  understanding  our 
problem.  As  an  ear,  nose,  and  throat  surgeon,  I 
deal  with  patients  ranging  from  those  with  com- 
plaints related  to  cosmetic  deformities  with  no 
urgency  for  repair  to  those  with  life-threatening 
emergencies.  I have  been  exposed  to  many  of  the 
problems  in  a general  hospital  from  construction, 
to  admissions,  to  record  keeping,  to  operating  room 
organization,  to  nursing  care  on  the  floors.  I have 
lived  with  the  frustrations  of  patients,  hospital 
personnel,  and  physicians.  My  colleagues  and  I 
were  concerned  to  note  that  a patient  with  a de- 
viated septum  used  the  same  bed  as  a man  with 
cancer  of  the  larynx.  The  inequities  of  priorities 
as  w7ell  as  utilization  of  facilities  led  to  further 
exploration  of  the  problem.  I am  not  so  presumptu- 
ous as  to  believe  that  I know  all  of  the  problems, 
much  less  all  of  the  answers  related  to  the  business 
of  hospital  administration.  There  are,  however, 
areas  of  common  concern,  and  I will  mention  them 
without  comment  at  present.  (Table  1.) 

Further  study  of  the  admissions  of  the  ear,  nose, 
and  throat;  plastic;  dental;  and,  to  a lesser  de- 
gree, gvnecolological  and  general  surgical  services 
reveals  that  up  to  20  per  cent  of  these  patients 
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Table  1 

I.  Cost  of  Care 

A.  Allocation  of  cost 

1.  Construction  and  amortization 

2.  Maintenance 

3.  Administration 

4.  Education 

5.  Researrh 

6.  Patient  care 

B.  Source  of  Financing 

1.  Private  insurance 

2.  Medicare  and  Federal  Government 

3.  State  government 

4.  Grants — public  and  private 

5.  Individual 

II.  Utilization  of  Facilities 

A.  Five-Day  Week 

E.  Competition  Amongst  Health  Delivery  Sys- 
tems resulting  in  duplication 

C.  Overcare  (not  overkill)  partially  due  to 
present  requirements  of  insurance  carriers 
for  in-patient  care 

III.  Utilization  of  Personnel 

A.  Status  of  R.N.,  L.P.N.,  B.S.,  Medical  as- 
sistant, medical  text,  etc. 

B.  Apathy  of  Horse  Officers  and  Visiting  phy- 
sicians to  reduce  in-patient  hospital  costs 
and  accept  innovation 

C.  Relative  unfamiliarity  of  trustees  with  the 
overall  problem  of  medical  care  delivery 

could  have  been  treated  without  need  for  post- 
operative hospital  care.  From  this  observation 
came  the  concept  of  developing  a facility  to  care 
for  those  patients  who  required  the  sophistication 
and  safety  of  the  hospital  operating  room,  but  not 
the  expensive  postoperative  care.  This  facility 
would,  in  effect,  free  desperately  needed  acute  beds 
for  those  who  truly  needed  them,  and  yet,  if 
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properly  run,  would  in  no  way  compromise  the 
welfare  of  the  patient.  It  would  also  significantly 
reduce  the  waiting  list  for  thosepatients  scheduled 
for  minor  surgery.  Our  concept  attracted  national 
interest,  but  it  became  clear  that  development  of 
quality  control  standards  was  essential.  Excited 
by  the  opportunity  of  providing  some  alternatives 
in  the  health  care  field,  we  approached  the  Rhode 
Island  Medical  Society  and  the  Rhode  Island  De- 
partment of  Health  to  participate  in  developing 
standards  for  state  licensing  and  control.  The  Di- 
rector of  Public  Health  submitted  the  concept  to 
the  Rhode  Island  Health  Planning  Council,  not 
for  development  of  regulations,  but  for  their  opin- 
ion as  to  the  concept  of  providing  private  ambu- 
latory surgical  caree  on  an  in-and-out  basis.  The 
Council  recommendation  was  to  the  effect  that  the 
idea  was  good,  but  that  it  should  be  implemented 
by  the  established  hospitals.  The  request  to  a local 
hospital  to  run  the  Dudley  Street  Facility  for  a 
specified  period  of  time  as  a pilot  project  was  re- 
fused. Consultations  with  Rhode  Island  Blue  Cross- 
Blue  Shield  were  equally  frustrating.  We  felt  that 
the  rationality  of  the  concept  would  prove  itself, 
and  we  therefore  proceeded.  The  operating  room 
was  open  to  any  physician  on  the  staff  of  an  ac- 
credited hospital,  and  he  could  do  such  procedures 
as  he  felt  were  medically  justified  and  for  which 
he  had  hospital  privileges.  Fortunately,  most  pri- 
vate insurers,  CHAMPUS,  and  isolated  Blue  Cross 
companies  did  cover  the  cost.  Physician  interest 
was  increased,  but  due  to  the  withholding  of  cover- 
age by  Rhode  Island  Blue  Cross  and  the  State 
Welfare  Department,  the  case  load  could  not  be 
built  up  to  make  the  facility  pay  for  itself.  The 
physician  investors  lost  over  $30,000  supporting 
an  ideal,  which  it  now  appears  must  die  in  Rhode 
Island  at  leasst  for  the  time  beinng. 

Interestingly,  support  nationally  has  been  en- 
couraging. The  suocess  of  the  Phoenix  facility  bears 
witness  to  the  validity  of  the  concept  we  espoused 
when  backed  by  the  community  at  large.  Repre- 
sentatives from  the  Hospital  Association  of  Vir- 
ginia and  independent  hospitals  about  the  country 
have  visited  the  facility  and  studied  our  operation. 
Our  problems  in  Providence  have  been  three-fold. 
The  most  disastrous  from  our  point  of  view  has 
been  the  fiscal  difficulties  of  Rhode  Island  Blue 
Cross  and  their  fear  of  adding  new  benefits  with- 
out seeking  an  increase  in  premiums.  Secondly,  the 
erection  of  a large  new  hospital-connected  building 
ostensibly  for  ambulatory  care  has  added  to  our 


troubles.  The  most  damaging  problem  initially  was 
a distrust  of  us  and  our  motives  by  our  fellow  phy- 
sicians. Although  endorsement  was  given  a year 
after  we  opened  by  the  Medical  Society  and  Osteo- 
pathic Society  Executive  Councils,  we  have  not 
been  able  to  influence  the  Health  Planning  Coun- 
cil or  Blue  Cross  to  change  their  decisions.  Al- 
though we  have  failed  locally,  there  have  been 
some  satisfying  accomplishments.  We  have  shown 
that  a return  to  the  smaller,  individually  oriented, 
non-overnight  facility  is  gratefully  accepted  by 
the  apprehensive  patient.  The  avoidance  of  emer- 
gency work  in  the  facility  allows  a predictable 
schedule,  which  is  appreciated  by  the  staff  and 
the  patients.  The  efficiency  of  such  an  organiza- 
tion has  been  proven  beyond  our  hopes.  There  are 
some  interesting  statistics  released  by  the  Gen- 
eral Accounting  Office  of  the  United  States  Gov- 
ernment following  their  investigation  of  our  facility 
of  the  fall  of  1972.  The  very  few  cases  done  at 
our  facility  had  been  the  equivalent  of  two  acute 
hospital  beds  at  the  Rhode  Island  Hospital.  A con- 
servative extrapolation  indicates  this  to  represent 
2,160  patient  days  over  three  years  with  a saving 
to  Blue  Cross  of  over  $313,000. 

I fully  realize  that  the  type  of  facility  we  sug- 
gest has  an  unfair  financial  advantage  over  the 
existing  institutions.  This  is  one  of  the  problems 
we  are  trying  to  help  the  community  leaders  under- 
stand. A decision  against  innovation  because  of  its 
financial  threat  to  existing  programs  is  a short- 
sighted view  which  refuses  to  face  the  basic  issues. 
There  must  be  a massive  reevaluation  of  allocation 
of  costs  as  well  as  coordination  of  the  health  de- 
livery systems  related  to  community  needs,  a true, 
unselfish  integration  of  total  health  resources.  I 
would  hope  to  see  general  taxes  paying  for  con- 
struction, education,  and  research,  which  certainly 
benefits  the  community  as  a whole,  just  as  does 
support  of  the  police  or  fire  departments.  Insur- 
ance, whether  national  or  private,  could  then  set 
premiums  at  a more  realistic  level  to  provide  for 
the  vast  majority  of  low-cost  illness.  The  hospital 
system  evolved  during  a period  when  medicine  was 
a true  art.  As  care  became  more  scientific  and  ex- 
pensive, life,  in  fact,  did  develop  a price  tag  for 
its  continuance.  Improvement  is  not  to  be  gained 
by  putting  more  money  into  existing  delivery  sys- 
tems without  expansion  of  less  expensive  alterna- 
tives. 
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AMA  Board  Of  Trustees  Reports  To 
1973  Clinical  Meeting  On  Its  Most  Re- 
cent PSRO  Activities 

Previous  reports  of  the  Board  of  Trustees  pre- 
sented a progress  report  of  Association  activities 
concerning  Professional  Standards  Review  Organi- 
zations (PSRO)  through  late  June.  1973.  This  re- 
port summarizes  Association  activities  from  late 
June  to  October  12,  1973. 

AMA  ADVISORY  COMMITTEE  ON  PSRO 

The  Advisory  Committee  met  for  the  fourth  time 
on  July  28,  1973  in  Chicago;  for  the  fifth  time  on 
September  22,  1973,  also  in  Chicago.  During  both 
meetings,  the  Committee  task  forces  reported  on 
their  activities.  Highlights  of  those  reports  follow: 

Task  Force  on  Rules  and  Regulations : Re- 
eported  on  its  continuing  review  of  sections  of  the 
PSRO  law  considered  most  urgently  in  need  of 
clarification  through  the  formulation  of  appropriate 
regulations.  Following  completion  of  that  review, 
the  Task  Force  will  submit  a document  containing 
recommendations  for  regulations  to  the  Advisory 
Committee.  The  Task  Force  emphasized  that  de- 
velopment of  suggested  model  language  has 
spurred  active  debate  and  has  generated  many 
questions  regarding  the  effect  PSRO  may  have  on 
the  preservation  of  high  quality  of  patient  care. 
The  Task  Force  is  addressing  those  questions. 

Task  Force  on  Structure  and  Organization: 
Presented  to  the  Advisory  Committee  a prelim- 
inary draft  report  setting  forth  various  elements 
which  might  be  included  in  a PSRO  structure. 
Consideration  was  given  in  the  report  to  organi- 
zational structure,  the  types  of  committees  and 
appeal  mechanisms  necessary,  and  the  relationship 
of  professional  review  to  data  systems.  The  Task 
Force  also  presented  a set  of  sample  Bylaws  and 
Articles  of  Incorporation  for  consideration  by  the 
Advisory  Committee  as  possible  models  for  use 
by  physicians  in  establishing  a PSRO.  Modifica- 
tions suggested  by  the  Advisory  Committee  are 
now  being  integrated  into  those  model  instruments. 

*For  more  on  PSRO,  see  editorial  on  page  467. 

Report  of  the  Board  of  Trustees  to  the  House  of 
Delegates  at  the  Clinical  Meeting  of  the  AMA  in 
December  1973. 


Task  Force  on  Guidelines  of  Care:  Reported 
on  its  July  14,  1973  Invitational  Conference  on 
guidelines  development  which  was  sponsored  for 
representatives  of  national  medical  specialty  so- 
cieties. Twenty-seven  member  organizations  of  the 
AMA  Interspecialty  Council  sent  representatives 
to  the  Conference.  Almost  total  agreement  was 
reached  to  utilize  a format  proposed  by  the  Task 
Force  for  establishing  criteria  lists  for  diagnoses 
accounting  for  75  per  cent  of  their  respective  in- 
patient practices;  the  criteria  lists  will  be  de- 
veloped by  each  national  medical  specialty  society 
and  will  be  channeled  through  the  Task  Force  on 
Guidelines  of  Care.  Also,  the  Task  Force  presented 
its  definitions  of  the  terms  ‘'norms”,  “criteria”, 
“'standards,”  "screening,”  and  '‘guidelines,"  which 
were  adopted  by  the  Advisory  Committee. 

Task  Force  on  Communications  and  Education: 
In  response  to  its  charge  to  develop  a PSRO  edu- 
cational and  communications  program  directed 
initially  to  physicians,  institutions  and  organiza- 
tions, the  Task  Force  presented  a recently  de- 
veloped audio  slide  presentation.  The  slide  presen- 
tation, which  briefly  explains  PSRO  concepts  and 
AMA  activities  in  response  to  PSRO,  will  be  made 
available  for  AMA  Field  Service  Department  use 
following  modifications  suggested  by  the  Advisory 
Committee. 

Task  Force  on  Data  Collection,  Processing  and 
Storage:  Reported  that  accord  was  reached  at 
its  mid-July  organizational  meeting  to  focus  Task 
Force  efforts  on:  the  development  of  a minimum 
data  set  to  meet  PSRO  review  requirements;  the 
development  of  a consistent  patient  and  physician 
identification  system;  the  development  of  a uni- 
form terminology  system,  and  preservation  of  the 
confidentiality  of  patient  medical  information  as 
an  integral  part  of  PSRO  data  collection,  process- 
ing and  storage  functions.  Also,  the  Task  Force 
reported  on  its  efforts  to  develop  a glossary  of 
terms  associated  with  data  systems,  which  it  ex- 
pects to  present  to  the  Advisory  Committee  by 
year’s  end. 
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Task  Force  on  Models  and  Prototypes'.  Pre- 
sented a final  document  describing  a recommended 
interim  PSRO  prototype  system  containing  the 
minimum  elements  deemed  necessary  in  such  a sys- 
tem. Those  basic  elements  are:  (1)  criteria  for 
necessity  of  admission;  (2)  criteria  for  length  of 
stay;  (3)  criteria  for  quality  of  care;  and  (4) 
provision  for  evaluation  and  education.  The  Task 
Force  will  be  reactivated  following  official  PSRO 
area  designation  announcements  by  the  Depart- 
ment of  Health,  Education,  and  Welfare,  at  which 
time  it  will  address  itself  to  specific  prototype  de- 
velopments which  meet  the  needs  made  apparent 
from  area  designations. 

Task  Force  on  Geographical  Areas:  As  re- 
ported to  the  House  of  Delegates  at  the  1973  An- 
nual Convention,  the  Task  Force  had  previously 
recommended  to  the  Advisory  Committee  that  each 
state  should  be  permitted  to  option  of  forming  a 
state-level  PSRO,  if  such  is  the  preferred  approach 
of  the  members  of  the  medical  profession  in  that 
state  and  it  can  demonstrate  the  capacity  to  dis- 
charge the  responsibility.  That  recommendation 
did  not  urge  that  all  states  select  this  option  — 
only  that  all  states  have  the  option.  Recently,  this 
view  was  essentially  adopted  by  the  National  Pro- 
fessional Standards  Review  Council  as  its  recom- 
mendation to  the  Secretary  of  HEW  for  his  con- 
sideration in  designating  PSRO  areas.  The  Task 
Force  on  Geographical  Areas  will  be  reactivated 
to  offer  its  assistance  in  resolving  any  problems 
that  may  arise  following  official  area  designation 
announcements. 

Task  Force  on  Evaluation  of  Programs:  Pend- 
ing the  actual  implementation  of  the  Professional 
Standards  Review  legislation  (functioning  PSROs), 
the  Task  Force  has  of  necessity  confined  its  ac- 
tivities to  the  development  of  protocols  for  evalu- 
ting  (1)  PSRO  long-term  goals  and  objectives 
(2)  the  efficiency  with  which  individual  PSROs 
operate  and  (3)  the  direct  annd  indirect  effects 
of  a national  system  of  PSROs  on  the  total  health 
care  system  in  the  United  States.  The  Task  Force 
has  agreed  that  although  provisions  of  the  legis- 
lation relate  to  length  and  appropriateness  of 
stay  (which  in  the  past  have  been  interpreted  as 
cost-containment  measures),  a primary  role  of  the 
Task  Force  will  be  to  assure  that  the  importance 
of  evaluating  the  effect  of  PSRO  on  quality  of 
patient  care  is  emphasized.  The  Task  Force  will 
be  prepared  to  fully  evaluate  PSROs  as  they  be- 
come operational. 

AMA  Activities  Concerning  Professional 


The  Advisory  Committee,  continuing  its  pattern 
of  receiving  information  on  various  programs  re- 
lated to  the  implementation  of  PSRO,  heard  a 
joint  presentation  from  representatives  of  the  Na- 
tional Association  of  Blue  Shield  Plans  and  the 
Blue  Cross  Association.  Essentially,  the  represen- 
tatives stressed  the  need  to  minimize  PSRO/carrier 
duplication  of  functions,  and  urged  that  medicine 
and  carriers  integrate  their  activities  wherever 
possible  to  achieve  maximum  efficiency  of  PSRO 
operation.  Additionally,  the  Advisory  Committee 
heard  a presentation  from  one  of  its  members  pro- 
posing the  establishment  of  a nonprofit  legal  en- 
tity which  would  maintain  an  organized  “Common 
Data  Base’’  to  be  utilized  by  the  medical  profes- 
sion and  allied  elements  of  the  health  care  indus- 
try. 

The  next  meeting  of  the  Advisory  Committee 
will  be  held  on  December  15,  1973,  in  Chicago. 

AMA  REGIONAL  CONFERENCES  AND  PSRO 
NEWSLETTER 

Six  of  a series  of  eight  AMA  sponsored  regional 
invitational  conferences  on  PSRO  have  been  held. 
The  series  began  on  Augusst  3-4,  1973  and  will 
conclude  in  early  November.  The  programs  have 
been  conducted  by  select  faculty  and  each  con- 
ference has  included  a schoolroom  and  workshop 
setting  covering  the  law;  the  role  of  the  medical 
society;  institutional  review;  possible  PSRO  mod- 
els; the  role  of  the  carrier;  data  collection,  proc- 
essing and  storage;  and  criteria  of  care  develop- 
ment, Response  to  the  invitations  has  been  good 
and  the  conferences  have  been  well  received  by 
participants  representing  state  and  county  medical 
societies;  national  medical  specialty  societies; 
state  osteopathic  associations;  National  Medical 
Association;  American  Dental  Association;  state 
hospital  associations;  state  nursing  home  associa- 
tions; Blue  Shield  and  Blue  Cross  Plans;  Health 
Insurance  Association  of  America;  and  the  De- 
partment of  Health,  Education,  and  Welfare, 

Five  issues  of  the  AMA’s  newsletter  PSRO  Re- 
port had  been  released  at  the  time  of  this  report. 
The  newsletter,  which  is  intended  to  serve  as  a 
vehicle  for  communication  of  relevant  information 
concerning  PSRO  to  the  leadership  in  medicine 
and  allied  health  areas,  is  published  on  a flexible 
schedule  so  that  its  content  will  be  as  timely  as 
possible.  Currently,  the  newsletter  has  a distribu- 
tion list  of  approximately  3,000. 

(Continued  on  next  page) 
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Standards  Review  Organization: 


AMENDMENTS  TO  PSRO 

At  the  1973  .Annual  Convention  the  House  of 
Delegates  considered  resolutions  calling  on  the 
.Association  to  publicize  the  deleterious  effect 
PSRO  could  have  on  the  quality  of  care.  The 
House  considered  and  adopted  the  following  sub- 
stitute resolution  49: 

Resolved,  That  although  it  is  recognized  that 
repeal  or  modification  of  PSRO  legislation  ulti- 
mately may  be  required  to  preserve  the  high 
quality  of  patient  care,  the  American  Medical 
-Association  should  oppose  any  facets  of  this 
current  legislation  which  act  to  the  deterioration 
of  quality  care,  publicize  such  deleterious  facets, 
and  place  highest  priority  on  developing  and  pur- 
suing appropriate  amendments  to  preserve  the 
high  quality  of  patient  care. 

At  this  time,  the  PSRO  law  has  not  been  im- 
plemented and  there  is  every  indication  that  the 
program  will  be  extremely  slow  in  developing.  Sub- 
stitute resolution  49  confirms  the  difficulty  in  pro- 


Uniform  Coding  System  Of 
Data  (Resolution  113) 

AM  A Board  Of  Trustees  Responds  Af- 
firmatively To  Rhode  Island  Resolution 

At  the  1973  -Annual  Convention,  the  House  of 
Delegates  adopted  Resolution  113,  which  favored 
AMA  support  of  the  development  of  compatibility 
among  coding  systems  of  hospital  discharge  data, 
urged  that  the  AMA  actively  seek  to  establish 
compatibility  of  diagnostic  codes  for  such  data, 
and  requested  the  Board  of  Trustees  and  the  Coun- 
cil on  Medical  Service  to  take  steps  to  ensure  AMA 
involvement,  for  report  at  the  1973  Clinical  Con- 
vention. 

Resolution  113  predicated  several  arguments  as 
the  rationale  for  the  recommended  establishment 
of  compatibility..  These  include: 

1 —  A rapid  proliferation  of  agencies  and  systems 
for  the  processing  of  hospital  discharge  data; 

2 —  A predicted  acceleration  of  proliferation  as 


Report  G of  the  AMA  Board  of  Trustees  to  the 
House  of  Delegates  at  the  1973  Clinical  Meeting 
in  December  is  response  to  Resolution  113  pre- 
sented by  the  Rhode  Island  Delegation  at  the  1973 
AMA  Annual  Convention  in  June,  1973. 


posing  amendments  to  a low  which  has  no  program 
substance  to  test  its  validity,  when  it  states  that 
“it  is  recognized  that  repeal  or  modification  ulti- 
mately may  be  required  to  preserve  the  high  qual- 
ity of  patient  care”,  (italics  added).  However,  the 
Board  of  Trustees  is  convinced  that  certain  changes 
to  the  law  even  now  should  be  sought  and  has  in- 
structed staff  to  develop  these  and  to  seek  their 
implementation. 

Further  developments  along  this  line  as  well  as 
any  other  information  which  may  be  of  interest 
to  the  House  will  be  reported  to  the  House  at  the 
1973  Clinical  Convention. 

While  the  Board  of  Trustees  is  keenly  aware  of 
the  PSRO  program’s  harmful  potential,  it  simul- 
taneously recognizes  its  obligation  to  carry  out 
the  directive  of  the  House:  “That  the  -American 
Medical  Association  should  provide  a dominant 
role  of  leadership  in  implementation  of  the  PSRO 
program”. 

Z 

Hospital  Discharge 

the  PSRO  amendment  of  PL  92-603  is  im- 
plemented; and 

3 — The  establishment  of  national  and  regional 
norms,  complicated  by  the  existence  of  a 
number  of  diagnostic  codes. 

The  Council  on  -Medical  Service  and  its  Com- 
mittee on  Private  Practice  reviewed  Resolution  113, 
and  are  fully  in  acoord  that  problems  inherent  in 
the  existence  of  multiple  coding  systems  of  hos- 
pital discharge  data  must  be  resolved.  Compatible 
systems  of  terminology  and  coding  are  essential 
if  computerization  of  vast  amounts  of  medical  data 
for  a variety  of  purposes  is  to  be  achieved. 

In  the  Council  and  Committee  discussions,  in- 
formation was  provided  regarding  work  of  the 
Task  Force  on  Data  Collection,  Processing,  and 
Storage  of  the  AMA  Advisory  Committee  on  PSRO. 
The  Task  Force  was  reported  to  have  recognized 
that  the  existing  terminology,  classification,  and 
nomenclature  systems  are  limited  and  serve  limited 
(Concluded  on  page  476) 
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PSRO  AND  THE  HOSPITALS 


As  of  this  writing,  Rhode  Island  has  not  yet 
been  designated  a PSRO  area,  nor  has  a PSRO 
been  selected.  Rhode  Island  PSRO,  Inc.  is  await- 
ing a signal  from  HEW  before  organizing.  Its  by- 
laws are  written,  but  its  board  of  directors  and 
officers  have  not  yet  been  chosen.  When  desig- 
nated and  once  these  steps  have  been  taken,  it 
will  under  the  law  assume  responsibility  for  the 
effectiveness  of  utilization  review  and  the  quality 
of  care  within  hospitals  and  skilled  nursing  facili- 
ties. Initially  these  activities  will  be  directed  to 
patients  on  Medicare  and  Medicaid. 

The  law  provides  that  the  PSRO  may  delegate 
its  review  functions  to  the  individual  hospitals  if 
in  its  judgment  they  are  being  carried  out  effec- 
tively. Guidelines  of  effectiveness  will  probably 
be  forthcoming  eventually  from  HEW,  although 
it’s  a good  bet  that  the  PSROs  will  be  functioning 
before  such  guidelines  are  available. 

What  can  the  hospitals  and  their  staffs  be  doing 
in  the  meantime  to  assure  control  of  their  own 
destinies?  It  is  our  belief,  based  upon  a careful 
reading  of  the  law,  that  the  obligations  of  the 
hospital  are  clear  and  relatively  simple. 

To  fulfill  its  responsibility  respecting  utilization 
review,  the  hospital  will  be  expected  to  have  an 
effective  utilization  review  committee.  Rhode  Is- 
land hospitals  are  performing  with  increasing  ef- 
fectiveness in  this  regard.  The  future  calls  for  a 
general  tightening  up  of  procedures  and  a realistic 
self-appraisal  of  performance.  A new  activity  which 
lies  ahead  is  pre-admission  certification  for  elective 
admissions.  This  is  a procedure  which  the  hos- 
pitals and  staffs  should  prefer  to  conduct  on  their 
own,  rather  than  to  have  it  done  by  an  outside 
agency.  The  utilization  review  activities  are  di- 
rected primarily  to  cost  effectiveness. 

The  second  role  envisioned  for  the  hospital  and 
its  staff  by  the  PSRO  amendment  is  the  assurance 
of  the  quality  of  medical  care.  This  is  in  essence 
code  language  for  medical  audit.  All  hospitals  in 
Rhode  Island  subscribe  to  PAS-MAP  (Profes- 
sional Activities  Study  — Medical  Audit  Program 
of  the  Commission  on  Professional  and  Hospital 
Activities  of  Ann  Arbor,  Michigan).  This  is  the 
grist  upon  which  the  mill  of  medical  audit  grinds. 
A few  Rhode  Island  hospitals  have  started  medical 
audit  programs.  For  the  mosst  part,  however,  hos- 
pitals in  this  state  have  been  reluctant,  hesitant, 


or  dilatory  on  this  regard.  It  is  something  that 
must  be  done.  It  would  be  the  better  part  of  wis- 
dom to  learn  the  ropes  and  get  under  way.  Estab- 
lishment of  a functioning  and  effective  medical 
audit  committee,  the  second  of  the  two  elements 
necessary  for  maintenance  of  independence  by  the 
hospitals,  should  not  be  delayed. 

Physicians  are  trained  to  evaluate  data,  make 
judgments,  and  recommend  courses  of  action.  They 
function  well  in  both  utilization  review  and  medical 
audit.  It  is  the  responsibility  of  the  hospital  ad- 
ministrations, however,  to  provide  adequate  back- 
up services.  Without  these  the  committees  will 
languish.  In  utilization  review  the  key  person  is 
a utilization  coordinator,  commonly,  but  not  nec- 
essarily, a nurse  coordinator.  In  medical  audit  the 
key  person  is  a health  data  analyst,  whose  function 
it  is  to  study  the  data  both  on  his  own  and  at 
the  direction  of  the  committee.  Based  on  his 
studies  he  provides  the  committee  with  profiles 
and  patterns  of  care,  both  with  respect  to  good 
practice  and  aberrations  and  deficiencies.  These 
studies  enable  the  committee  to  determine  where 
educational  efforts  are  needed.  Audit  will  fail  if 
staff  is  not  furnished  with  appropriate  technical 
personnel.  Smaller  hospitals  could  share  co- 
ordinators and  analysts  where  the  volume  of  ad- 
missions does  not  warrant  full-time  coverage  for 
these  functions.  Hospitals  would  do  well  also  to 
upgrade  the  job  of  medical  record  data  abstractor. 

Effective  performance  by  the  hospital  utiliza- 
tion review  and  medical  audit  committee  will  not 
relieve  the  PSRO  of  its  surveillance  responsibility. 
It  will  probably  conduct  its  own  computer  studies 
and  analyses  as  well  as  carry  out  on-site  evalua- 
tions. 

The  PSRO  undoubtedly  would  very  much  prefer 
to  delegate  the  daily  utilization  review  and  audit 
chores  to  the  hospitals,  but  it  is  explicitly  re- 
quired by  law  to  assume  these  functions  when 
the  individual  hospitals  fail. 

The  hospital  medical  staffs  would  be  well  ad- 
vised. therefore,  to  perfect  their  utilization  review 
and  medical  audit  procedures  and  the  hospital 
administrations  to  furnish  their  medical  staffs  with 
the  necessary  skilled  assistance. 


*For  more  on  PSRO,  see  report  on  page  464. 
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CLAMS  AND  HEPATITIS 


In  this  Ocean  State,  which  is  scarcely  more  than 
a rim  of  shore  around  Xarragansett  Bay,  the  eat- 
ing of  shellfish  has  long  been  a way  of  life.  The 
local  authorities  have  always  been  diligent  in  en- 
forcing pollution  standards  affecting  shellfish  gath- 
ing.  There  are,  however,  inherent  risks,  com- 
pounded by  illegal  shellfishing  in  restricted  waters. 
The  eating  of  raw  clams,  as  is  w7ell  known,  en- 
tails the  risk  of  salmonella  and  other  enteric  con- 
tamination. While  typhoid  is  not  often  encountered 
these  days,  viral  hepatitis  is  an  important  and 
serious  problem.  It  is  w7ell  recognized  that  raw 
clams  entail  a special  risk,  but  it  is  less  well  ap- 
preciated that  the  steaming  of  clams  in  the  tradi- 
tional way  does  not  produce  a sufficiently  high 
and  sustained  temperature  within  the  clams  to 
deactivate  the  heat  resistant  virus. 

It  is  ironical  that  proof  of  the  inadequacy  of 
steaming  has  come  from  Rhode  Island  wraters  in 
a roundabout  manner  by  way  of  Grady  Memorial 
Hospital  in  Atlanta  and  JAMA. 

Alan  O.  Feingold1  reported  the  following  case 
in  a recently  published  letter: 

Report  of  a case  — A 21-year-old  male  college 
student  spent  a weekend  in  early  May  1971 
on  the  Rhode  Island  shore  with  three  other 
friends.  They  dug  clams  in  an  area  of  summer 
shore  cottages.  He  ate  these  clams  steamed 
and  fried,  but  not  raw.  His  companions  ate 
them  raw,  as  well  as  steamed  and  fried.  About 
five  weeks  later  abdominal  epigastric  pains  de- 
veloped, and  after  five  days  with  appearance  of 
dark  urine,  he  became  deeply  jaundiced,  lost 
appetite,  had  mild  fever  to  38.3  C,  extreme 


weakness,  and  generalized  itching  without  a 
rash.  Serum  glutamic  oxaloacetic  transaminase 
level,  765;  bilirubin  level,  8.1;  and  alkaline 
phosphatase  level.  1.9.  He  required  no  treat- 
ment other  than  bed  rest  at  home.  The  jaundice 
cleared  after  10  days,  and  health  returned  in 
three  weeks.  An  initial  seven-pound  weight  loss 
was  rapidly  regained.  Two  of  the  other  three 
friends  (all  of  whom  had  eaten  raw  clams  that 
same  weekend)  developed  jaundice  and  con- 
currently underwent  similar  episodes,  with 
jaundice.  Both  had  similar  unremarkable  courses. 
Family  contacts  received  immune  serum  globu- 
lin prophylaxis,  and  no  secondary  cases  oc- 
curred. Follow-up  after  one  year  revealed  nor- 
mal transaminase,  bilirubin,  and  alkaline  phos- 
phatase levels. 

These  cases  emphasize  not  only  the  risk  of  eat- 
ing raw  clams,  but  also  the  lack  of  protection  af- 
forded by  steaming.  The  author  points  out  that 
the  first  patient  ate  only  steamed  and  fried  clams. 
Since  it  is  generally  accepted  that  frying  does 
effectively  deactivate  the  virus,  this  accidental  in 
vivo  experiment  apparently  demonstrates  that 
steamed  clams  may  in  fact  transmit  hepatitis.  The 
two  other  subjects  contracted  hepatitis  with  the 
same  incubation  period  partaking  of  the  same 
batch  of  clams,  raw,  steamed,  and  fried. 

Hence,  from  Rhode  Island  waters  comes  not  only 
further  proof  of  the  dangers  of  polluted  clams, 
but  also  of  the  inadequacy  of  steaming  as  a means 
of  protection. 

feingold  AV:  Hepatitis  from  eating  clams.  JAMA 
225:526-7,  Jul  30,  1973 


SURGEONS  AND  HEPATITIS 


Doctor  Sheilda  Sherlock,  Chairman  of  the  De- 
partment of  Medicine  of  the  Royal  Free  Hospital, 
University  of  London,  and  an  authority  on  hepa- 
titis, has  cautioned  surgeons  that  they  run  the 
risk  of  contracting  hepatitis  in  operating  on  in- 
fected patients.  One  prominent  Rhode  Island  sur- 
geon succumbed  to  an  acute  fulminating  hepatitis 
following  a finger  prick  wThile  operating  on  a 
much  transfused  patient.  Another,  a victim  of 
post-necrotic  liver  degeneration  several  years  after 
an  acute  hepatitis,  may  have  been  similarly  ex- 
posed. 


Sherlock  observed  that  cases  of  infection  in 
surgeons  following  cuts  and  punctures  in  the  oper- 
ating room  are  well  knowm.  According  to  the 
literature,  she  notes,  35  per  cent  of  all  gloves  are 
found  to  be  ruptured  at  the  end  of  an  operation, 
while  the  incidence  rises  to  85  per  cent  for  opera- 
tions lasting  over  an  hour.  She  has  asked  glove 
manufacturers  to  attempt  to  develop  gloves  that 
are  less  vulnerable,  but  this  is  obviously  a diffi- 
cult task.  Wire  sutures  are  a particular  hazard, 
and  should,  she  believes,  be  avoided.  Their  special 
properties,  however,  make  them  valuable  in  cer- 
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tain  situations,  although  the  advent  of  non-reactive 
plastic  sutures  may  render  them  less  essential  in 
most  circumstances. 

With  discovery  of  the  hepatitis  B antigen,  a 
marker  for  the  presence  of  virus  in  both  patient 
and  surgeon  is  now  available.  The  fact  that  sur- 
geons are  contracting  the  virus  from  patients  re- 
cently has  been  confirmed  by  this  means. 

Besides  the  well  established  modes  of  transmis- 
sion by  syringes,  needles,  and  blood  transfusions, 
Sherlock  has  probably  unlocked  another  mystery 
of  serum  hepatitis  by  suggesting  that  mosquitoes 
can  transmit  type  B hepatitis  and  probably  help 

& 


perpetuate  the  reservoirs,  particularly  in  un- 
derdeveloped countries.  Toothbrushes,  shaving 
brushes,  or  anything  else  that  might  transmit 
blood  should  also  be  suspect. 

She  admits  that  ultimately  she  does  not  have 
the  answer  for  the  protection  of  surgeons.  “Try 
not  to  cut  yourselves,”  she  says,  “and  I don’t 
have  the  answer  to  this.  I think  something  will 
have  to  be  done  about  giving  better  protection 
during  operations.” 

A rather  discouraging  prospect,  no  doubt,  but 
surgeons  live  daily  with  danger. 


Needed  By  Our  Medical  Schools — 

MONEY  NOT  “TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  — the  kind  that  AMA 
Education  and  Research  Foundation  funds  provide.  Medical  Schools  receive 
AMA-ERF  money  WITTIOUT  STRINGS  ATTACHED.  It  may  be  used  as 
they  see  fit  to  solve  their  most  pressing  financial  problems. 

LOAN  GUARANTEE  FUND 

Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term 
unsecured  loan?  Most  lending  institutions  do  not  make  that  kind  of  loan, 
even  for  a worthy  reason  like  medical  education.  The  Loan  Guarantee 
Fund  was  established  to  aid  medical  students,  interns  and  residents.  If 
all  other  resources  are  exhausted,  they  can  borrow  up  to  $1,500  a year 
($10,000  maximum).  AMA-ERF  guarantees  repayment  of  both  principal 
and  interest  to  the  participating  banks,  who  make  students  loans  as  a public 
service.  Contributions  to  AMA-ERF  are  tax  deductible. 

AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized : 

Name  and  address  of  member  of  family  to  be  notified : 


Amount  of  gift: 

Designated  for:  □ Loan  Guarantee  Fund 

□  Name  of  Medical  School 

□ Fund  for  Medical  Schools  (to  be  divided  equally  among 

all  medical  schools) 

Contributor 

Address 

Mail  to  your  county  AMA-ERF  Auxiliary  Chairman 

Mrs.  Daniel  G.  Calenda,  296  Taber  Avenue,  Providence,  R.  I.  02906 

Make  Checks  payable  to  AMA-ERF. 
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DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


At  left,  irregular,  reddish  conspicuous,  but  INDOLENT  patches. 

At  right,  vividly  red  areas  in  contrast  with  the  rest  of  the  tongue  coated  by  heavy  epithelium. 


Answer  on  Page  476 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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Without, 

equal 


Without  the  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1,584  definitive  illustrations  by 
Frank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 
Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 

Isn’t  it  time  you  completed 
your  reference  library? 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
we’ll  show  you  another  side  of  Dr.  Netter’s  art. 
To  commemorate  the  25th 
anniversary  of  the  COLLECTION’S 
publication,  we'll  send  you.  free, 
four  full-color.  18x24-inch. 
suitable-for-framing  reproductions 
of  nonmedical  Netter  paintings. 


CIBA  PHARMACEUTICAL  COMPANY 


POST  OFFICE  BOX  1340 
NEWARK,  NEW  JERSEY  07101* 


Send  me 


.sets  of 


THE  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  at  $160.50  each. 


Enclosed  find  my  check 
(money  order)  in  the  amount  of 

$ (Make  checks  or 

money  orders  payable  to  CIBA. 
Summit,  N.J.  Do  Not  Send  Cash!) 


P/5139-SJG 


»*N 


ame 


, Address 


i State 


» Zip 


‘For  U.S.  residents  only. 


f In  other  countries,  please  direct  inquiries 
I to  the  nearest  CIBA  office. 


The  irritations  of 

are  often 


d in  his  gut. 


The  causes 

symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
must  often  be  diagnosed  by  exclusion, 
diagnostic  exploration  takes  time.  Discov- 
of  the  nature  of  any  emotional  problems  may 
more.  EXuring  that  time,  LomotiF  is  an  ideal 
for  controlling  diarrheal  symptoms. 
Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


^ ' 1 / 

s.  / 


AS* 


(Warning:  May  be  habit  forming) 


atropine  sulfate 0.025  mg. 


j! 


takes  care  of  the  gut 
in  irritable  colon 


issue 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  ( prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to; 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


r 


I INDICATIONS: Therapeutical//,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
» organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 

Each  gram  contains:  AerosporinS  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  oz.  (approx.)  foil  packets 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  443) 

The  chair  intends  to  begin  the  meetings  prompt- 
ly at  the  specified  time,  and  requests  your  pres- 
ence. The  meetings  usually  exceed  two  hours,  and 
at  times  may  be  quite  lengthy.  You  are  asked  to 
read  the  handbook  when  it  is  mailed  to  you.  and 
to  bring  it  to  the  meeting. 

According  to  the  Rules  and  Bylaws  of  the  So- 
ciety, the  composition  of  the  House  consists  of 
voting  members  made  up  of:  1.  the  delegates 
elected  by  the  component  societies  — each  com- 
ponent society  being  entitled  to  elect  one  delegate 
for  each  20  active  members.  2.  The  current  offi- 
cers and  the  immediate  past  president.  And  to 
consist  of  without  power  to  vote,  unless  also 
elected  as  a delegate,  the  following  categories  *of 
members:  1.  the  members  ex-officio,  2.  the  five 
commissioners,  3.  the  representatives  of  the  spe- 
cialty societies.  It  is  anticipated  that  the  House 
could  presently  consist  of  as  many  as  93  members. 

Others  in  attendance  may  be  committee  chair- 
men, members  of  the  society,  members  of  the 
executive  staff  and  invited  guests. 

The  chair  points  out  that  the  non-voting  mem- 
bers have  been  disfranchised  not  from  malice,  but 
because  of  the  principle  of  one  man,  one  vote, 
and  they  are  represented  in  the  voting  by  the 
delegates.  If  it  were  otherwise,  for  example,  cer- 
tain of  the  surgeons  would  be  represented  by  the 
delegates,  and  the  representatives  of  at  least  two 
surgical  societies,  and  perhaps  a third. 

While  the  Bylaws  do  not  specify  the  preroga- 
tives of  the  non-votingg  members  of  the  House, 
the  chair  considers  them,  not  without  voice,  and 
they  are  urged  to  participate  in  all  matters  of  dis- 
cussion and  debate  but  will  kindly  refrain  from 
voting,  whether  it  be  by  viva  voce,  by  show  of 
hands,  or  any  method  that  may  be  utilized. 

There  has  not  been  general  agreement  as  to 
the  privilege  of  non-voting  members  in  introducing 
and  seconding  motions.  The  House  has  the  right 
to  establish  its  own  rules  and  if  there  is  no  ob- 
jection, the  chair  will  feel  free  to  accept  such 
motions  from  any  member  of  the  House  on  the 
presumption  that  if  it  has  merit  it  should  pass 
the  vote  of  the  delegates  and  officers,  and  if  it 
does  not  have  merit,  it  should  be  defeated. 

The  handbook  tonight  is  lengthy  because  of  the 
excellent  work  done  by  the  various  committees 
and  the  detailed  reports  by  their  chairmen.  The 
chair  has  no  intention  in  the  conduct  of  these 


meetings  to  overlook  or  to  pass  too  huriedly  over 
these  valuable  reports.  The  members  are  urged 
to  retain  in  their  files,  those  reports  and  position 

papers  that  will  serve  them  most  in  the  months 

ahead. 

The  chair  acknowledges  the  presence  of  the 
Assistant  Executive  Secretary,  Ted  Lynch. 

The  chair  now  recognizes  President  Edmund  T. 
Hackman  so  that  he  may  introduce  our  new 

Executive  Secretary,  Tim  Norbeck,  and  to  wel- 
come any  guests  who  may  be  present. 

(Also  present  was  William  Baltaks,  Regional 
Director  of  the  American  Medical  Association.) 

* * * 

APPROVAL  OF  MINUTES  OF  PREVIOUS 
MEETING 

The  Speaker  noted  that  the  minutes  of  the 
March  meeting  of  the  House  had  been  printed 
and  distributed  by  the  Secretary. 

Action : A motion  was  made,  seconded,  and 
voted  that  the  minutes  of  the  March  7,  1973 
meeting  of  the  House  of  Delegates  be  approved 
as  presented. 

(Continued  on  next  page) 


McLean  Hospital 
announces 

the  opening  of  the  McLean  Hospital  Children's 
Center,  for  the  diagnosis  and  treatment  of 
children  of  all  ages  with  emotional  and  learning 
problems. 

The  Center  offers  inpatient,  outpatient,  full  and 
partial  day  care,  aftercare  and  emergency  services. 
A staff  of  psychiatrists,  pediatricians,  neurolo- 
gists, psychologists,  social  workers  and  other  pro- 
fessionals work  as  a team  to  meet  the  various  and 
special  needs  of  each  child. 

Treatment  includes  individual  and  group  psycho- 
therapy, pharmacotherapy,  cognitive  therapy  and 
activity  therapy.  The  psychoeducation  unit  pro- 
vides special  education  through  small  classes. 
Treatment  involves  the  family. 

For  more  information,  write  or  call: 

McLean  Hospital 
Children's  Center 
1 1 5 Mill  Street 

Belmont,  Massachusetts  02178 
Telephone:  617-855-2804 
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REPORT  OF  THE  SECRETARY 

The  Speaker  noted  that  the  report  of  the  Sec- 
retary was  included  in  the  handbook. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  report  of  the  Secretary  be  ap- 
proved and  placed  on  record. 

REPORT  OF  THE  TREASURER 

Dr.  John  P.  Grady  noted  that  his  report  was 
included  in  the  handbook  for  the  meeting  and  dis- 
cussed several  portions  of  it. 

Action : A motion  was  made,  seconded,  and 
voted  that  the  auditor’s  report  be  approved  and 
placed  on  record. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  report  of  the  Treasurer  as  a 
whole  be  approved  and  placed  on  file  subject 
to  audit. 

RECOMMENDATIONS  FROM  THE  COUNCIL 

Dr.  Stephen  J.  Hoye  was  late  (excused)  for  the 
meeting  and  in  his  absence,  the  Speaker  presented 
recommendations  from  the  Council.  The  following 
actions  were  taken: 

1.  Benevolence  Fund  Trustee 

The  House  elected  Dr.  George  W.  Waterman 
of  Providence  for  a three  year  term  until  1976 
as  a Trustee  of  the  Benevolence  Fund. 

2.  R.  I.  Society  oj  Neurosurgery  Representative 
The  House  approved  of  the  request  of  the  Rhode 

Island  Society  on  Neurosurgery  for  a representa- 
tive to  the  House  of  Delegates  of  The  Rhode 
Island  Medical  Society. 

3.  Library  Building  Repairs 

The  Speaker  noted  that  the  Council  had  ap- 
proved of  the  expenditure  of  $22,000  to  the  East- 
ern Construction  Co.  for  library  building  repairs, 
and  that  the  financing  mechanism  must  be  deter- 
mined by  the  House. 


E.  P.  Anthony,  Inc. 

0D'iucpCpi&t& 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


Action:  After  discussion  of  the  issue,  the 
House  of  Delegates  on  a hand  vote  of  16  to  11 
agreed  to  finance  this  expenditure  from  the  gen- 
eral fund. 

4.  Bicentennial  Health  Fair  in  1976 

The  Speaker  noted  the  Council  had  approved 
the  concept  of  having  the  Rhode  Island  Medical 
Society  sponsor  a Health  Fair  to  be  held  in  con- 
junction with  the  Bicentennial  Celebration  in  1976, 
and  that  the  proposed  budget  as  prepared  by 
Alden  Advertising,  Inc.  was  included  in  the  hand- 
book. Mr.  Saul  Fern  of  the  advertising  firm  an- 
swered questions  from  members  of  the  Touse 
concerning  the  proposed  budget. 

Action:  After  considerable  debate,  on  a 
hand  vote  of  14  to  10,  the  House  approved  the 
assessment  of  $31  for  each  member  in  order 
to  finance  this  project  providing  that  50  per 
cent  matching  funds  are  received  from  the 
Rhode  Island  Bicentennial  Commission. 

The  President  was  empowered  to  appoint  an 
Ad  Hoc  Committee  to  implement  the  project.  Dr. 
Seebert  J.  Goldowsky  was  commended  for  his  as- 
siduous efforts  in  bringing  this  project  before  the 
House  of  Delegates. 

5.  Budget  and  Dues  for  1974 

The  House  approved  the  proposed  budget  for 
1974  and  voted  that  annual  dues  be  $100  for  ac- 
tive members  in  practice  for  more  than  one  year 
and  $50  for  members  in  the  first  year  of  practice. 

REPORT  OF  THE  AMA  DELEGATES 

The  Speaker  pointed  out  that  the  report  of  the 
Delegate  and  the  Alternate  Delegate  to  the  AMA 
was  included  in  the  handbook. 

Action:  The  action  was  made,  seconded,  and 
voted  that  the  report  of  the  AMA  delegates  be 
approved  and  placed  on  record. 

COMMITTEE  REPORTS 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  following  Committee  reports  be 
approved  and  placed  on  record:  Delivery  of 
Medical  Care,  Drug  Abuse,  Medical  Aspects  of 
Sports,  Physicians  and  Carriers  Workmen’s 
Compensation,  Scientific  Work  and  Annual 
Meeting,  State  Committee  on  Peer  Review, 
Medical  Economics,  Maternal  Health,  Liaison 
Committee  with  Brown,  Emergency  Medical 
Services,  Nursing,  and  Aging. 

The  Speaker  commended  Doctor  John  E.  Farley 
for  the  thoroughness  and  scope  of  his  five  page 
report  on  Drug  Abuse.  He  further  noted  that  Doc- 
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tor  Caruolo  be  commended  for  his  considerable 
efforts  and  those  of  his  committee  on  the  two 
medical  care  delivery  reports. 

Doctor  Head  suggested  that  the  Governor’s 
Task  Force  on  Health  Finance  should  give  priority 
to  investigate  means  by  which  insurance  of  the  un- 
employed can  be  sustained. 

Doctor  Peter  Mathieu  discussed  his  written  re- 
port on  Social  Welfare  and  made  note  of  the  con- 
tribution of  Dr.  P.  Joseph  Pesare  in  its  prepara- 
tion. The  Speaker  expressed  the  appreciation  of 
the  House  for  Doctor  Matheiu’s  diligent  efforts. 

PSRO  PRE-PLANNING  GRANT 

Dr.  Edmund  T.  Hackman,  Society  President, 
brought  to  the  attention  of  the  House  the  pos- 
sible availability  of  a $30,000  grant  from  the 
Tri-State  Regional  Medical  Program  to  assist  the 
Rhode  Island  Medical  Society  in  planning  the 
Professional  Standards  Review  Organization  ac- 
tivities mandated  under  HR  1. 

The  President  and  the  Executive  Secretary, 
with  legal  counsel,  advised  that  there  was  nothing 
in  the  PSRO  law  which  prohibited  a tax  exempt 
State  Medical  Society  from  accepting  these  funds 
for  use  in  developing  and  implementing  a PSRO 
mechanism.  The  Society  was  advised  by  the  De- 
partment of  Health,  Education,  and  Welfare  and 
the  Tri-State  Regional  Medical  Program  and  legal 
counsel  of  the  Society  to  accept  these  monies  if 
they  are  available. 

Action : A motion  was  made,  seconded,  and 
voted  that  the  Council  of  The  Rhode  Island 
Medical  Society  be  authorized  to  seek  a $30:000 
grant  from  the  Tri-State  Regional  Medical  Pro- 
gram to  reimburse  the  Medical  Society  for  such 
expenses  as  may  arise  during  the  development 
and  implementation  of  a state-wide  Professional 
Standards  Review  Organization. 

AMPAC-RIMPAC 

The  Speaker  noted  that  the  minutes  of  the  last 
meeting  of  the  AMPAC-RIMPAC  were  included 
in  the  handbook.  Doctor  Thomas  F.  Head  empha- 
sized the  importance  of  this  movement  to  the 
practicing  physicians  of  Rhode  Island  and  asked 
that  the  AMA  Regional  Representative,  Mr.  Bal- 
taks,  be  permitted  to  speak  to  the  issue. 

Mr.  Baltaks  praised  Doctor  Cunningham  for 
his  efforts  as  RIMPAC  Chairman  in  attaining  the 
organization’s  greatest  growth  in  its  history.  Mr. 
Baltaks  also  offered  his  services  to  discuss  AMPAC 
activities  at  meetinggs  of  District  Medical  So- 
cieties. 


The  matter  of  double  billing  was  discussed  by 
the  House  and  the  President  asked  permission  for 
the  Woman’s  Auxiliary  to  include  its  annual  dues 
on  the  same  statement  as  those  of  the  annual  dues 
of  the  Society. 

Action : A motion  was  made,  seconded,  and 
voted  that  the  annual  dues  bill  of  the  Rhode 
Island  Medical  Society  include  the  statement 
of  the  Woman's  Auxiliary  as  well  as  AMPAC- 
RIMPAC. 

Doctor  Hackman  announced  that  a Diabetic 
Fair  would  be  held  November  3 and  4 at  the  Park 
View  Junior  High  School  in  Cranston. 

ADJOURNMENT 

The  meeting  was  adjourned  at  10:25  p.m. 

Respectfully  submitted: 

Stephen  J.  Hoye,  m.d. 

REPORT  OF  THE  SECRETARY 

Stephen  J.  Hoye,  M.D. 

The  Council  has  held  three  regular  meetings  and 
one  special  meeting  since  the  previous  meeting 
of  the  House  of  Delegates  and  the  following  con- 
stitute major  actions  taken: 

1.  Approval  was  given  of  the  President’s  ap- 
pointment of  Toward  S.  Browne,  Jr.,  M.D. 
of  Newport  as  Trustee-at-Large  to  the  Board 
of  Trustees  of  the  Medical  Library  for  1974. 

2.  The  Council  commended  Dr.  A.  A.  Savastano 
for  his  assiduous  efforts  in  organizing  the 
nationally  known  and  highly  successful  Medi- 
cal Aspects  of  Sports  Conference  held  at  the 
University  of  Rhode  Island. 

3.  The  Council  was  informed  of  the  following 
information  relative  to  the  Phase  IV  Price 
Regulations:  '‘Physicians  may  raise  their  fees 
a maximum  of  2.5  per  cent  per  year,  pro- 

( Continued  on  next  page) 
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vided  the  raise  does  not  increase  their  profit 
margin.  If  a physician  has  not  raised  his  fees 
since  the  institution  of  wage  and  price  con- 
trols in  1971,  the  physician  may  raise  his  fees 
a cumulative  total  of  5 per  cent,  provided  he 
does  not  violate  the  profit  margin  test  in  doing 
so.  Physicians  are  no  longer  required  to  post 
signs  under  the  Phase  IV  regulations.’’  No- 
tices were  inserted  in  the  July  annd  Septem- 
ber issues  of  the  Rhode  Island  Medical 
Journal. 

4.  The  Council  noted  that  the  newspapers  had 
commented  on  the  President’s  fine  presenta- 
tion opposing  the  drug  formulary  and  drug 
substitution  bills  at  the  hearings  before  the 
House  and  Senate  Committees  of  the  Rhode 
Island  General  Assembly. 

5.  The  President  commended  Dr.  Robert  V. 
Lewis  for  his  excellent  presentation  at  the 
PSRO  meeting  at  the  Rhode  Island  Depart- 
ment of  Health  in  August.  Doctor  Lewis  spoke 
on  bahalf  of  R.  I.  PSRO,  Inc.  and  gave  sound 
reasons  as  to  why  Rhode  Island  should  have 
a single  statewide  PSRO  designation. 

6.  The  Council  was  informed  that  Dr.  Donald 
B.  Effler,  The  Cleveland  Clinic,  Cleveland, 
Ohio,  has  been  named  as  the  1974  Chapin 
Orator.  Dr.  Russell  B.  Roth,  President  of 
the  American  Medical  Association,  has  also 
been  invited  to  address  the  Society's  Annual 
Meeting  on  Wednesday,  March  31,  1974,  at 
the  Colonial  Hilton  Inn. 

7.  The  Immediate  Past  President,  Executive 
Secretary  and  Assistant  Executive  Secretary 
represented  the  Society  at  a PSRO  meeting 
held  in  Boston  in  July.  A report  on  the  con- 
ference is  appended.  (Appendix  A.) 

8.  The  Council  cited  Dr.  Earl  J.  Mara  for  his 
long,  faithful  and  loyal  sendee  to  the  Rhode 
Island  Medical  Society.  Doctor  Mara,  former 
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President  of  the  Society,  was  a member  of  the 
Council  for  many  years  during  the  past  three 
decades. 

9.  Approval  was  given  the  joint  billing  procedure 
whereby,  commencing  in  1974,  RIMPAC  dues 
will  be  included  with  the  Medical  Society 
annual  dues  statement. 

10.  The  Council  was  informed  of  the  staff  prep- 
aration of  the  Blue  Cross-Blue  Shield  mailing 
for  1973-1974  and  that  Blue  Shield  Plan  ICO 
will  be  offered  to  the  membership  providing 
that  a sufficient  number  (50  per  cent)  of 
physicians  subscribe  to  the  plan. 

11.  The  Council  voted  to  support  a surgical  study 
to  be  conducted  by  Rhode  Island  Health 
Services  Research,  Inc.  The  request  for  sup- 
port originated  with  the  American  College  of 
Surgeons. 

12.  Regarding  the  problems  of  claims  payments 
and  the  supply  of  patient  data  to  the  Rhode 
Island  Group  Health  Association,  the  Council 
voted: 

1)  That  physicians  need  to  furnish  only 
summary  reports  on  patients  on  request 
from  the  physician  in  charge  of  the  R.  I. 
Group  Health  Association,  as  they  would 
do  for  any  insurance  company  request. 

2)  That  the  issue  regarding  payment  of 
usual  and  customary  fees  for  R.  I.  Group 
Health  Association  patients  referred  to 
a physician  as  a private  patient  be  re- 
ferred to  the  Ad  Hoc  Committee  for  Re- 
view of  the  R.  I.  Group  Health  Associa- 
tion with  the  request  that  it  resolve  the 
matter  and  establish  guidelines  as  neces- 
sary. 

13.  The  Council  approved  of  the  appointment  of 
Dr.  George  Monahan,  Chairman  of  the  Com- 
mittee on  Occupational  Health,  as  official 
delegate  to  the  33rd  Annual  Congress  on  Oc- 
cupational Health. 

14.  The  President  informed  the  Council  of  his 
July  appearance  on  Channel  12  TV  in  which 
he  fielded  questions  pertaining  to  the  scien- 
tific value  of  acupuncture. 

15.  The  Council  was  informed  that  Dr.  Robert 
V.  Lewis,  Immediate  Past  President,  was 
named  to  the  Graduate  Medical  Education 
Council  of  Brown  LTniversity. 

16.  The  Council  approved  a resolution  which  w^as 
submitted  to  the  American  Medical  Associa- 
tion House  of  Delegates  and  subsequently 
adopted  concerning  the  development  of  corn- 
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patibility  of  coding  systems  and  of  diagnostic 
codes  for  hospital  discharge  data.  This  reso- 
lution also  required  ethAMA  Council  on 
Medical  Service  to  report  back  any  results 
to  the  House  of  Delegates  at  the  1973  Clini- 
cal Convention. 

17.  The  Council  voted  that  the  Rhode  Island 
Medical  Society  endorse  the  efforts  of  the 
Rhode  Island  Ophthalmological  Society  to  en- 
gage a public  relations  firm  to  publicize 
widely  the  ophthalmological  and  optometric 
issues  resulting  from  the  legislative  action. 

18.  The  Council  reaffirmed  its  mail  ballot  in  July 
which  endorsed  the  Health  Planning  Council’s 
project  to  attain  an  ‘‘Optimum  Balance  of 
Health  Care  Facilities  and  Services”  for  Rhode 
Island. 

19.  The  Council  approved  the  appointment  of  a 
representative  of  the  Child-School  Health 
Committee  to  attend  the  14th  National  Con- 
ference on  Physicians  and  Schools  to  be  held 
on  October  4-6..  Dr.  Betty  Mathieu  will  repre- 
sent the  Committee  at  this  meeting. 

20.  The  Council  voted  to  express  to  the  officials 
of  the  State  Department  of  Corrections,  and 
to  the  Povernor,  that  the  Society  is  concerned 
about  the  health  care  of  the  inmates  of  the 
ACI,  and  that  it  is  prepared  to  establish  an 
Advisory  Committee  to  the  Director  to  assist 
in  any  way  possible  toward  solutions  to  cur- 
rent problems.  Since  the  vote  of  the  Council, 
the  Committee  under  the  Chairmanship  of 
Richard  D.  Baronian,  M.D.,  has  met  with 
the  Department  of  Correction  officials  and 
is  awaiting  specific  guidelines  regarding  the 
committee’s  role  in  reviewing  medical  care  at 
the  prison.  The  other  members  of  the  Com- 
mittee are:  Ronald  J.  Cavanagh,  M.D.,  Mary 
P.  Colbert,  M.D.,  Joseph  Donahue,  M.D., 
Peter  Mathieu,  M.D.,  Mildred  Robinson, 
M.D.,  and  H.  Denham  Scott,  M.D. 

21.  Approval  was  given  for  the  Woman’s  Aux- 
iliary to  present  an  AMA-ERF  check  in  the 
amount  of  $1,361.42  sent  to  the  Society  as 
a contribution  for  Brown  University  Medical 
School.. 

22.  The  Council  was  informed  of  the  appoint- 
ment of  Dr.  Allan  R.  G.  Wallace  of  Newport 
as  representative  of  the  Society  to  the  Gov- 
ernor's Permanent  Advisory  Council  on  Drug 
Abuse  Control. 

213.  The  Council  agreed  that  letters  of  dispute 
concerning  fees  should  be  forwarded  to  the 


Chairman  of  the  Mediation  Committee  who 
would  then  screen  them  for  a possible  mal- 
practice or  legal  involvement.  The  Chairman 
would  transmit  to  the  State  Committee  on 
Peer  Review  those  letters  which  do  not  seem 
to  involve  possible  litigation. 

24.  The  Council  endorsed  a “State-Wide  Confer- 
ence on  the  Hospital  Care  of  the  Alcoholic” 
to  be  held  on  October  16  and  17  at  the  Butler 
Hospital  Center. 

Appendix  A 

REPORT  OF  PSRO  REGIONAL  CONFERENCE 
IN  BOSTON 

Dr.  Robert  V.  Lewis,  Ted  Lynch  and  the  writer 
attended  an  Invitational  Regional  Conference  on 
PSRO  held  in  Boston  on  Friday  and  Saturday, 
August  3 and  4.  The  meeting  was  sponsored  by  the 
AMA.  Robert  B.  Tunter,  M.D.,  member  of  the 
AMA  Board  of  Trustees  and  the  National  Pro- 
fessional Standards  Review  Council,  chaired  the 
entire  meeting. 

There  was  not  much  “fresh”  material  introduced 
at  this  meeting  but  ggenerally  a review  of  past 
PSRO  activities  leading  up  to  the  present  time. 
The  audience  and  panels  were  comprised  of  state 
medical  society  officers  and  administrators,  Blue 
Cross-Blue  Shield  officials  and  HEW  representa- 
tives. Most  of  them  were  from  the  New  England 
area  although  some  had  come  from  as  far  as  Wash- 
ington, D.C.  and  Utah. 

John  Farrell,  M.D.,  Dr.  William  Bauer’s 
(PSRO)  assistant  at  HEW,  mentioned  that  the 
government  had  no  intention  of  imposing  national 
norms.  Such  norms  would  be  established  on  a re- 
gional basis.  Doctor  Farrell,  incidentally,  is  a 
former  specialist  in  OB-GYN  from  Connecticut 
before  he  moved  over  to  HEW  some  three  years 
ago.  He  stated  that  the  full  spectrum  of  review 
(Continued  on  next  page) 
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services  will  not  be  expected  or  required  of  a 
PSRO  until  a full  twenty-four  (24)  months  after 
the  conditional  PSRO  is  accepted  by  HEW  and 
the  contract  is  signed.  Every  PSRO  will  begin  as 
a skeletal  organization. 

Dr.  Robert  Hunter  discussed  the  matter  of 
PSRO  area  designations  and  mentioned  that  a 
recent  AM  A survey  indicated  that  thirty-six  (36) 
states  desired  a single  statewide  area  designation. 
The  guidelines  from  HEW  relating  to  this  subject 
seem  to  favor  a single  statewide  PSRO  area  for 
Rhode  Island.  You  are  all  familiar  with  these 
guidelines,.  I believe,  so  I won’t  mention  them  in 
this  paper. 

Doctor  Hunter  said  that  Senator  Bennett  had 
originally  intended  for  a PSRO  area  to  contain 
up  to  a maximum  of  one  thousand  (1,000)  physi- 
cians. When  only  thirteen  (13)  states  were  found 
to  have  less  than  one  thousand  (1,000)  physicians, 
he  changed  the  maximum  figure  to  read  twenty- 
five  hundred  (2,500).  The  Washington  State  Medi- 
cal Association  is  the  only  state  organization  which 
has  surveyed  all  of  its  members  to  determine  their 
opinions  on  area  desiggnations.  Ninety  (90)  per 
cent  of  those  responding  indicated  their  preference 
for  a single  statewide  designation. 

James  F.  McDonough,  M.D.,  Immediate  Past 
President  of  the  Massachusetts  Medical  Society, 

UNIFORM  CODING  SYSTEM  OF 
HOSPITAL  DISCHARGE  DATA 

(Concluded  from  page  466) 
objectives.  The  Task  Force  is  reviewing  a feasible 
means  of  developing  a uniform  system  or  a set  of 
compatible  systems  for  the  recording  and  retiieval 
of  medical  data. 

It  seems  evident  that  the  Task  Force  on  Data 
Collection.  Processing,  and  Storage  is  moving  ob- 
jectively to  accomplish  the  purposes  stated  in  Reso- 
lution 113.  Its  recommendations  will  be  trans- 
mitted to  the  Board  of  Trustees  through  the  AM  A 
Advisory  Committee  on  PSRO.  In  view  of  those 
well-defined  studies,  together  with  related  ongoing 
activities  to  expand  the  use  of  uniform  terminology’ 
and  coding  systems,  such  as  Current  Procedural 
Terminology’  (CPT-3)  and  Current  Medical  In- 
formation and  Terminology  (CMIT),  the  Board 
and  the  Council  recommend  that  the  AMA  ef- 
forts be  concentrated  through  existing  channels 
rather  than  undertaking  other  duplicative  activi- 
ties in  response  to  Resolution  113. 


discussed  the  Commonwealth  Institute  of  Medi- 
cine. The  CIM  is  a foundation  which  was  funded 
by  the  Massachusetts  Medical  Society  to  monitor 
medicaid.  In  spite  of  its  size,  Massachusetts  was 
second  in  the  United  States  (behind  only  Califor- 
nia) in  total  medicaid  expenditures  last  year.  Doc- 
tor McDonough  stated  that  if  physicians  did  not 
accept  the  PSRO  concept  to  assume  the  responsi- 
bility for  reviewing  themselves,  these  activities 
would  be  done  for  them  by  the  government.  '‘If 
we  oppose  PSRO,  what  we  get  won't  be  better  — 
it  will  be  worse.” 

Mr.  Louis  Orsini,  Vice  President  and  Director 
of  the  Health  Insurance  Council,  cautioned  that 
physicians  should  not,  in  implementing  the  PSRO 
mechanism,  devise  a dual  quality  system.  “Private 
patients  should  know’,"  he  said,  ‘‘that  you  are  not 
only  interested  in  reviewing  the  services  performed 
on  medicaid  and  medicare  patients.” 

Mr.  Arthur  Hanley,  one  of  several  Blue  Cross- 
Blue  Shield  executives  on  the  program,  said  that 
PSRO's  represent  merely’  an  extension  of  present 
BC-BS  responsibilities  and  that  the  Blues  are  in 
the  “best  position  to  supply  support  services  — to 
be  the  technical  support  arm." 

Doctors  Marshall  (Pa.)  and  Canzonetti  (Conn.) 
discussed  the  Pennsylvania  Medical  Care  Founda- 
tion and  Hartford  County  Health  Care  Plan.  They 
both  agreed  that  the  medical  profession  w’ould  “do 
w’ell  to  accept  the  challenge  of  PSRO.”  Both  in- 
dicated that  their  plans  included  representatives 
from  labor,  industry,  insurance  and  consumers. 

Due  to  several  garrulous  speakers  during  the 
morning  session,  the  latte  afternoon  program  dis- 
cussion of  PSRO  Data  Collection.  Storage.  Proc- 
essing and  Norms  Development  was  shortened.  Mr. 
Carl  Okelberry.  representing  the  LTtah  Professional 
Review’  Organization,  said  that  the  data  needed 
by  the  PSRO  should  be  collected  and  controlled 
by  itself.  He  went  on  to  say  that  you  “can't  main- 
tain the  interest  of  the  review  physicians  unless 
they  feel  that  they  are  managing  and  controlling 
the  program  data." 

Mr.  Albert  Giles.  Executive  Vice  President  oi 
Massachusetts  Blue  Shield,  suggested  that  the  fol- 
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lowing  questions  be  asked  of  any  carrier  who 
offers  data  services  to  the  PSRO: 

1 ) What  are  the  data  capabilities  available 
to  the  PSRO? 

2)  How  will  the  data  resources  be  trans- 
mitted? 

3)  What  is  the  process  for  the  PSRO  to  set 
parameters? 

4)  Who  is  available  from  the  staff  to  write 
the  program  and  is  he  experienced? 

5)  Who  is  the  identifiable  officer  to  deal 
with  and  will  he  have  the  authority  to 
make  changes? 

6)  When  can  we  begin  the  data  services? 

7)  Where  will  the  data  base  be? 

8)  When  and  how  will  we  get  the  output? 

9)  How  will  the  data  appear?  Will  it  be  suf- 
ficiently decoded? 

10)  How  much  will  it  cost? 

Claude  Welch,  M.D.,  Chairman  of  the  AM  A 
Task  Force  on  Guidelines  of  Care,  discussed 
PSRO  Norms  Development.  He  mentioned  that 
the  specialty  societies  have  been  working  on  norms 
for  the  past  two  years. 

Walter  Buttrick,  Jr.,  M.D.,  representing  New 
Hampshire  and  Vermont  Blue  Cross-Blue  Shield, 
reiterated  the  often  expressed  opinion  that  only- 
physicians  are  suited  for  the  task  of  reviewing 
physicians’  services.  ‘‘We  must  continue  to  com- 
pare the  services  rendered  in  one  institution  with 
another,  and  the  norms  of  care  must  reflect  the 
changes  in  care.”  “Furthermore,”  he  went  on  to 
say,  “the  norms  must  not  become  a static  phenome- 
non.” 

Marshall  Kreidberg,  M.D.,  from  the  Tufts-New 
England  Medical  Center,  reminded  the  audience 
that  in  addition  to  medicaid  and  medicare,  PS'RO 
also  includes  rehabilitative  services  for  children. 
He  further  declared  that  an  audit  which  checks 
only  for  errors  of  omission  is  not  enough.  “Audits 
must  include  errors  of  commission,  too.” 

This  Boston  meeting  afforded  us  the  oppor- 
tunity to  meet  the  staff  from  the  HEW  Regional 
Office  in  Boston.  In  our  talk  about  the  forthcom- 
ing PSRO  meeting  on  August  15  in  Providence, 
HEW  personnel  assured  us  that  the  sole  purpose 
of  the  meeting  was  to  discuss  PSRO  area  designa- 
tions. Mr.  Bill  Beck  (HEW,  Boston)  indicated 
to  us  that  Rhode  Island,  with  its  size  and  concen- 
tration of  physicians  and  health  facilities  in  Provi- 
dence County,  was  a likely  candidate  for  the  single 
area  designation. 

Tim  Norbecic 


REPORT  OF  THE  TREASURER 
John  P.  Grady,  M.D. 

1.  1972  Professional  Audit 

Ward,  Fisher  and  Company  have  completed 
their  audit  of  our  1972  financial  records  and  they 
have  filed  their  report  to  me,  stating  that  they 
have  examined  the  records  of  the  Society  and  the 
Medical  Journal  in  accordance  with  generally  ac- 
cepted auditing  standards  and  other  procedures 
as  were  considered  necessary.  In  their  opinion  the 
statement  of  cash  receipts  and  disbursements  pre- 
sent fairly  the  cash  transactions  of  the  Society 
and  the  Journal  for  the  year  ended  December  31, 
1972. 

2.  Agency  Account 

The  most  recent  evaluation  of  the  investments 
of  the  Society  is  appended  as  part  of  this  report. 
In  the  opinion  of  the  bank's  investment  manager, 
our  present  holdings  should  be  maintained  as  the 
account  is  adequately  diversified  in  quality  hold- 
ings. 

3.  Analysis  of  Membership  Relative  to  Dues 

Payment 

As  of  September  1 the  Society  had  1,210  mem- 
bers of  whom  1,072  are  subject  to  annual  dues, 
while  138  members  are  exempt  from  dues  payment 
for  the  following  reasons: 


Age 

83 

Illness  or  disability 

12 

Military  service 

2 

Retired  from  active  practice 

28 

Postgraduate  work 

1 

Clergy 

1 

Residency  

9 

Fellowship 

2 

138 

4.  Budget  for  1974 

Under  a bylaw  requirement,  I must  submit  at 
this  time,  a budget  for  the  year  starting  next 
Tanuary  1.  This  task  has  been  undertaken  by 
evaluating  our  receipts  and  disbursements  of 
1972  as  well  as  the  records  to  date  of  the  current 
year.  I can  only  anticipate  that  non-dues  income 
will  continue  as  of  the  current  year,  and  that  we 
can  maintain  our  anticipated  disbursements  in 
1974  in  spite  of  increasing  costs  of  operation  of  the 
Society’s  activities.  A tentative  budget,  approved 
by  the  Council,  is  appended  to  this  report. 

RECOMMENDATIONS  FROM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 
1.  George  W.  Waterman.  M.D.,  of  Providence,  is 
(Continued  on  next  page) 


A Report  of  the  House  of  Delegates 
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PEDIATRIC 

POSTGRADUATE 

COURSE 

AVAILABLE 

The  23rd  Annual  Postgraduate 
Course  in  Pediatries  of  The  Univer- 
sity of  Texas  Medical  Branch  will  be 
held  in  Galveston,  Texas,  March  14, 
and  15,  1974.  The  course  will  be  en- 
titled “Pediatric  Potpourri”  with  guest 
lecturers  Paul  Wehrle,  M.D.,  Elliott 
Ellis,  M.D.,  and  Marvin  Cornblath, 
M.D. 

This  program  is  acceptable  for  12 
prescribed  hours  by  the  American 
Academy  of  General  Practice  and  reg- 
istration fee  will  be  $75.00.  Further 
information  will  be  furnished  by  Lil- 
lian H.  Lockhart,  M.D.,  Chairman,  Pe- 
diatric Postgraduate  Committee,  The 
University  of  Texas  Medical  Branch, 
Galveston,  Texas  77550, 


re-nominated  for  a three-year  term  as  a Trus- 
tee of  the  Benevolence  Fund  of  the  Society. 
The  other  Trustees  are  Alfred  L.  Potter,  M.D., 
(1974),  and  David  Freedman,  M.D.  (1975). 

2.  The  Council  recommends  that  the  Rhode  Is- 
land Society  on  Neurosurgery  be  awarded  a 
representative  to  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society. 

3.  The  Council  approves  of  the  concept  of  having 
the  Rhode  Island  Medical  Society  sponsor  a 
Health  Fair  to  be  held  in  conjunction  with  the 
Bicentennial  celebration  in  1976.  It  was  agreed 
that  $62,000,  as  proposed  by  advertising  coun- 
sel, be  established  as  a maximum  to  be  allo- 
cated for  this  project  provided  the  Society  re- 
ceives 50  per  cent  matching  funds  from  the 
Rhode  Island  Bicentennial  Commission. 

4.  The  Council  approves  of  the  expenditure  of 
$22,000  to  the  Eastern  Construction  Company 
for  library  building  repairs.  Several  financing 
mechanisms  were  discussed,  such  as  taking  the 
monies  from  the  general  fund  or  making  an 
assessment  on  the  members,  and  it  was  decided 
that  this  financing  matter  should  be  brought 
before  the  House  of  Delegates  for  its  determina- 
tion. 

5.  The  Council,  having  reviewed  and  approved 
the  1974  budget,  recommends  at  this  time  that 
the  annual  dues  be  $100  for  members  in  prac- 
tice more  than  one  year  and  $50  for  those  in 
their  first  year  of  practice. 

(To  be  continued  in  December  Issue) 

ONE  SENTENCE  ESSAY 

Xebullous  verbosity  opens  a road  to  the  most 
prestigious  academic  posts  to  people  of  small  in- 
telligence whose  limitations  would  stand  naked  if 
they  had  to  state  what  they  have  to  say  clearly 
and  succintly. 

. Stanislas  Andreskin  in  Social  Sciences  as 
Sorcery. 


Symposia  Medica  Foundation  presents  an 
International  Conference  on  Clinical  Problems 
in  Gastroenterology,  to  be  held  in  Jerusalem 
and  Rome,  March  14-24,  1974.  For  further  in- 
formation, contact: 

Ms.  Cynthia  Soika,  M.A. 

Projects  Director 

SYMPOSIA  MEDICA  FOUNDATION 

305  East  24th  Street 

New  York,  N.Y.  10010 
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Halotestins  mg  tablets 

fluoxymesterone/  Upjohn  oral  hormone  replacement 


"When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma."* 

Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 
ment. 2.  Palliation  of  androgen-responsive 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renaf  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 
sive sexual  stimulation,  oligospermia,  reduced 


ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 

Circular.  J-3262  4 MED  B-6-S  (MAH) 

*Cecil-loeb.  Textbook  of  Medicine,  Vol.  II,  ed.  13. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Philadelphia, 
W.  B.  Saunders  Co.,  1971,  p.  1816. 


Upjohn 


The  Upjohn  Compony,  Kalamazoo,  Mich,  4900) 


How  strong 
must  a tranquiiizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCi) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 


strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  sei  ere,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  lxts  been  recog- 
nized  tor  its  excellent  gK|(F 
benefits-to-risks  ratio,  an 

asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 


Librium  25  mg 

LIBRA F^'°r^la3eP?jic|e  HCI) 

1 capsule  t.i.d./q.i.d. 


DEC  1 3 1973 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


Before  prescribing,  please  consult  com 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tensio: 
occurring  alone  or  accompanying  various  diseas 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possibl 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all.CNS-acting  drugs,  cauti 
patients  against  hazardous  occupations  requirin 
complete  mental  alertness  (e.g.,  operating  mach 
ery,  driving).  Though  physical  and  psychologic; 
dependence  have  rarely  been  reported  on  recom 
mended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  mighi 
increase  dosage;  withdrawal  symptoms  (includi 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates 
have  been  reported.  Use  of  any  drug  in  pregnan 
lactation,  or  in  women  of  childbearing  age  requi 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitate; 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  grad 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec 
ommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  conside 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibito 
and  phenothiazines.  Observe  usual  precautions  i 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulate 
and  acute  rage)  have  been  reported  in  psychiatri 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiei 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protectiv 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishe 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  an 
confusion  may  occur,  especially  in  the  elderly  an 
debilitated.  These  are  reversible  in  most  instance 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  . 
few  instances  syncope  has  been  reported.  Alsoen 
countered  are  isolated  instances  of  skin  eruption 
edema,  minor  menstrual  irregularities,  nausea  at 
constipation,  extrapyramidal  symptoms,  increase 
and  decreased  libido— all  infrequent  and  general 
controlled  with  dosage  reduction;  changes  in  EE 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mal 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium-’  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 

I.  ibritabs v Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 


NEW  YORK  ACW*' 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 

ll 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
)een.  Along  w ith  the  medical  and 
locial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
1 >r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

: should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
v hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
eneral,  w hen  dosage  guidelines 
re  followed,  Valium  is  well 
derated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
ad  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
ave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
fe  cautioned  against  engaging  in 
lizardous  occupations  requiring 
omplete  mental  alertness,  such 
; driving  or  operating  machinery. 

Roche  Laboratories 
Division  ot  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anti  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  he  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypott.. 
sion,  changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  shirred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug, 
isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Y'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\klium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71| 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


It’s  time  for  action  to  defend  the  law 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulation; 

The  American  Academy  of  Dermatolc 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  T rustees  of  the 
American  Medical  Association 


The  American  Psychiatric  Associat 
The  Executive  Committee  of  the 


National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


T 


>i 1 

l; 


int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
I affirm  the  support  of  the  participat- 
organizations  for  the  laws,  regula- 
1ns  and  professional  trad  it  ions  which 
nhibitthe  unauthorized  substitution 
[drug  products. 

Traditionally,  physicians,  den- 
I ts  and  pharmacists  have  worked 
) operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
(i  n has  been  achieved  through 
,i  Jtual  respect  as  well  as  a common 
licem  for  the  ideals  of  public 
j 'vice.  This  mutual  respect  has  been 
I lected,  in  part,  by  joint  support 
I or  the  years  for  the  adoption  and 
irorcement  of  laws  and  regulations 
Ihcifically  prohibiting  unauthorized 
dostitution  and  encouraging  joint 
jccussion  and  selection  of  the 
fejrce  of  supply  of  drug  products, 
to  basic  principles  of  medical,  den- 
t and  pharmacy  practice  are  thus 
t ized  and  preserved  in  the  interest 
fcbatient  welfare. 

The  antisubstitution  laws  have 
tl  obstructed  enhancement  of  the 
p fessional  status  of  pharmacy  any 
n re  than  they  have  in  and  of  them- 
S/es  guaranteed  absolute  protec- 
ts from  unsafe  drugs,  or  freed 
p’sicians,  dentists  and  pharmacists 
fi  n their  responsibilities  to  patients. 
A 3 practical  matter,  however,  such 
fesand  regulations  encourage  inter- 
D fessional  communications  regard- 
ir  drug  product  selection  and  assure 
e h profession  the  opportunity  to 
e rcise  fully  its  expertise  in  drug 
uge,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
o jrged  to  increase  the  frequency 
ai  regularity  of  their  contacts  with 
ol1  rmacists  in  selection  of  quality 
dig  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients' 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


£ CODEIN 

#3,  codeine  phosphate*  (32.4  mg.)  gr. 
#4,  codeine  phosphate*  (64.8  mg.)  gr. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

(ft*  prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2 ); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2Vz, 
caffeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Pleural  effusion 


WHEREVER  II 

HURTS 


Halotestins  mg  tablets 

fluoxymesterone/  Upjohn  oral  hormone  replacement 


" When  impotence  is  the  principal  com 
plaint  of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma."* 

Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 
ment. 2.  Palliation  of  androgen-responsive 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
wafer  thus  forming  edema.  Priapism  or  exces- 
sive sexual  stimulation,  oligospermia,  reduced 


ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  j-3262-*  med  b-6-s  imah) 


*Cecil-loeb.  Textbook  of  Medicine,  Vol.  II,  ed.  13. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Philadelphia, 
W.  B.  Saunders  Co.,  1971,  p.  1816. 

®I973  by  The  Upjohn  Company 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Mich.  49001 
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Pretend  it’s  January. 
Would  you  invest  in  1973? 


IIM  I is  ' BVP 


4-Pg  I 225  136 


1973  began  well  for  quite  a 
few  people. 

For  investors,  it  was  a bullish 
New  Year.  Profits  were  soaring. 
The  economy  was  booming. 

What  happened? 

We  all  know.  A stock  market 
nosedive. 

Looking  over  the  remains  of 
last  winter’s  rosy  predictions,  it’s 
hard  to  blame  any  single  thing  for 
1973’s  market  slump. 

One  thing  is  certain,  though. 
You  really  had  to  make  some 
heads-up  investment  decisions  just 
to  stay  even.  And  you  have  to  keep 
making  the  right  decisions  if  you 
want  to  keep  your  investments 
growing  over  the  long  haul. 

At  Industrial  National’s  Trust 
Department,  we’re  feeling  pretty 
good  about  our  performance,  both 
for  1 973  and  over  the  long  term  as 
well.  And  when  we  look  at  what’s 


been  happening  to  other  money 
managers,  we  think  we  have  reaso 
to  be  proud. 

Over  the  many  years  that 
we’ve  been  investing  funds  for 
individual  and  corporate  clients, 
we’ve  compiled  an  exceptional 
growth  record.  We  take  a back  sea 
to  no  one  in  the  business  of  profes- 
sional investment  management. 

We’d  like  to  discuss  our  recoi 
with  you,  and  to  show  you  how  oui 
combination  of  the  right  people,  th 
right  philosophy,  and  the  right 
organization  can  bring  a realistic 
new  performance  orientation  to  the 
management  of  your  investments. 

Call  Mr.  Evans  today  at 
278-6607.  And  come  talk  to  us.  It 
may  not  end  up  such  a bad  year 
after  all.  Trust  Department, 
Industrial  National  Bank,  100 
Westminster  Street,  Providence, 
Rhode  Island  02903. 


iS  BASK 

Industrial  National  Bank 


Something  extra 

— i 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Monday,  January  7,  1974 


PROFESSOR  OF  THE  DAY 

Hans  A.  Buchholz,  M.D. 

Professor  of  Orthopaedic  Surgery 
Surgeon-in-Chief,  St.  Georg  Hospital 
Hamburg,  Germany 


Rhode  Island  Hospital 
George  Auditorium 
1:30  p.m.  to  5:00  p.m. 


Wednesday,  January  9,  1974 

ORTHOPAEDIC  NEUROLOGY 
John  O.  Strom,  M.D. 

Director,  Electroencephalography 
Rhode  Island  Hospital 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1 :00  p.m. 


Friday,  January  11,  1974 

MENINGOCOCCAL  DISEASE  - PREVENTION  AND 
PROPHYLAXIS 

Ronald  Gold,  M.D. 

Assistant  Professor  of  Pediatrics 
University  of  Connecticut  Health  Center 
Hartford,  Connecticut 


Roger  Williams  Hospital 
Kay  Auditorium 
10:30  a.m.  to  12  noon 


Saturday,  January  12,  1974 

"THE  USE  OF  ATROPINE  IN  ACUTE  MYOCARDIAL  INFARCTION"  Rhode  Island  Hospital 
David  Redwood,  M.D.  George  Auditorium 

Member  of  Stephen  E.  Epstein's  Group,  Cardio-  10:00  a.m. 

ology  Branch,  National  Heart  and  Lung  Institute 
Department  of  Health,  Education  and  Welfare 
Bethesda,  Maryland 


Wednesday,  January  16,  1974 


MANAGEMENT  OF  CHRONIC  ARTHROPATHIES 
Joseph  P.  Lombardozzi,  Jr.,  M.D. 
Medical  Staff 
Rhode  Island  Hospital 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


MEDICAL  EVENTS  CALENDAR 


Saturday,  January  26,  1974 

"TENTATIVE  SOLUTIONS  FOR  SOME  OF  THE  PUZZLING 
PROBLEMS  OF  THE  INFLAMMATORY  DISEASE  OF  THE 
BOWEL" 

Rupert  B.  Turnbull,  Jr.,  M.D. 

Head,  Department  of  Colon  and  Rectal  Surgery 
Cleveland  Clinic 
Cleveland,  Ohio 


Wednesday,  January  30,  1974 

VASCULAR  PROBLEMS  OF  THE  LOWER  EXTREMITIES 
Warren  W.  Francis,  M.D. 

Surgical  Staff 
Rhode  Island  Hospital 


Saturday,  February  2,  1974 

"PAROTID  GLAND  TUMORS  - DIAGNOSIS  AND  MANAGEMENT" 
John  C.  Gaisford,  M.D. 

Chief,  Division  of  Surgery 

The  Western  Pennsylvania  Hospital 

Pittsburgh,  Pennsylvania 


Wednesday,  February  6,  1974 

INDICATIONS  FOR  USE  OF  DIFFERENT  MODALITIES  IN 
PHYSICAL  MEDICINE 

Cairbre  B.  McCann, M.D. 

Director  of  Rehabilitation  Medicine 
Rhode  Island  Hospital 


Saturday,  February  9,  1974 

"RECENT  DEVELOPMENTS  IN  THE  ETIOLOGY,  DIAGNOSIS 
AND  MANAGEMENT  OF  CANDIDA  SEPSIS" 

H.  Harlan  Stone,  M.D. 

Professor  of  Surgery 

Emory  University  School  of  Medicine 

Atlanta,  Georgia 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 
8th  Floor  Conference  Rm. 
1:00  p.m. 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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THE  PROGRAM  IN  MEDICINE  AND  THE  PRACTICING  PHYSICIAN 


From  its  outset,  the  Brown  University  Program 
in  Medicine  has  benefited  from  the  active  support 
and  counsel  of  the  practicing  physicians  of  Rhode 
Island.  In  the  inaugural  year  of  the  Program, 
large  numbers  of  doctors  from  the  private  sector 
of  medicine  have  committed  their  talents  not  only 
to  do  its  daily  operation  but  also  to  its  funda- 
mental philosophy  and  priorities. 

These  voluntary  contributions  touch  virtually 
every  major  purpose  and  phase  of  the  Program. 

Clinical  Teaching:  The  clinical  faculty,  including 
physician  members  of  the  Sections  of  Medicine, 
Surgery,  Psychiatry,  Human  Growth  and  Develop- 
ment, Community  Health,  Pathology,  and  Radiation 
Medicine,  currently  numbers  286  men  and  women. 
Of  these,  227  (79  per  cent)  are  in  the  category 
of  voluntary  clinical  faculty,  distributed  as  fol- 
ows:  Section  of  Medicine,  81;  Section  of  Surgery, 
82;  Section  of  Psychiatry,  14;  Section  of  Human 
Growth  and  Development,  28;  Section  of  Commun- 
ity Health,  3;  Section  of  Pathology,  14;  other  5. 

These  227  physicians,  representing  about  16  per 
cent  of  the  in-state,  registered  medical  doctors  of 
Rhode  Island,  fulfill  the  bulk  of  preceptorship 
activities  in  the  Program.  Thus  the  most  sensitive 
step  in  the  education  of  a physician,  his  intro- 
duction to  the  intricacies  of  the  patient-doctor 
relationship,  is  largely  in  the  hands  of  our  voluntary 
staff.  In  addition,  the  practicing  physicians  of  the 
state  form  the  principal  cadre  for  the  introductory 
teaching  of  physical  diagnosis  and  the  essentials  of 
psychiatric  interviewing,  two  courses  given  during 
the  summer  between  the  first  and  second  years.  The 
laboratory  component  of  the  didactic  course  in 
general  pathology  is  also  enriched  by  the  com- 
munity hospital  pathologists  who  have  contributed 


their  professional  services  to  the  teaching  efforts 
of  the  University. 

University  Committees:  Members  of  the  volun- 
taiy  faculty  participate  fully  in  the  activities  of 
the  Admissions  Committee  of  the  Piogram  in 
Medicine.  The  committee,  in  turn,  makes  use  of 
the  services  of  a Board  of  Interviewers,  comprised 
of  2!  practicing  physicians  from  Providence,  Paw- 
tucket, Kingston,  Cumberland,  and  Newport  who 
were  chosen  after  considtation  with  the  Rhode  Is- 
land Medical  Society.  All  candidates  for  the  Pro- 
gram in  Medicine,  whether  they  apply  for  other 
campuses  or  belong  to  the  seven-year  program  at 
Brown  University,  are  interviewed  by  physicians 
who  evaluate  their  suitability  for  the  study  and 
practice  of  medicine.  The  University  relies  heavily 
upon  the  judgment  and  prognostic  estimates  of 
these  interviewers. 

Members  of  the  voluntary  faculty  also  contri- 
bute materially  to  the  deliberations  of  committees 
concerned  with  curriculum,  audiovisual  education 
and  continuing  graduate  education. 

Student  Counselling:  The  Curriculum  Committee 
of  the  Division  of  Biological  and  Medical  Sciences, 
in  its  final  report  of  January,  1973,  stated  that 

. . there  should  be  a counselling  system  avai'able 
at  all  times  in  order  to  help  students  make  an 
intelligent  decisions.”  A great  deal  of  attention  and 
effort  has  therefore  been  invested  in  a meaningful 
form  of  student  counselling.  Twenty-eight  practi- 
cing physicians  donate  time,  energy  and  experience 
in  advising  medical  students.  These  28  physicians, 
in  terms  of  medical  specialty,  are  divided  as  follows: 
internal  medicine,  12;  general  surgery,  8;  pathol- 
ogy. 2;  and  one  each  from  anesthesiology,  radio- 
( Concluded  on  next  page) 
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therapy,  pediatrics,  gynecology,  ophthalmology  and 
neurology. 

The  polarity  which  sometimes  prevails  between 
the  full-time  physician  or  health  scientist,  on  the 
one  hand,  and  the  active  practitioner  on  the  other, 
is  substantially  diminished  by  the  extent  to  which 
both  groups  accept  and  acknowledge  the  meaning- 
ful partnership  role  each  plays  in  the  training  of 
medical  students. 


The  enlightened  self-interests  .of  both  the  practi- 
cing and  campus  communities  are  served  by  this 
amalgamation  of  efforts.  Certainly  Brown  Univer- 
sity and  its  medical  students  are  deeply  grateful 
for  the  indispensible  professional  contributions  of 
their  voluntary'  faculty. 

Stanley  M.  Aronson,  m.d. 

Dean  of  Medical  Affairs 


t t i- 


The  following  Changes  In  Regulations  have  been  Published  by  the 
Cost  of  Living  Council  in  the  FEDERAL  REGISTER 


The  following  changes  in  regulations  have  been 
published  by  the  Cost  of  Living  Council  in  the 
Federal  Register.  Effective  Jan.  1,  physicians  may 
raise  fees  by  4 % annually,  provided  the  increase 
does  not  raise  the  profit  margin.  The  fee  for  an 
individual  service  or  procedure  may  be  raised  by 
as  much  as  10%,  but  the  physician’s  aggregate 
weighted  price  increase  must  not  exceed  4%.  It 


will  be  a voluntary  compliance  program.  The  Cost 
of  Living  Council  will  not  attempt  to  monitor  MD 
and  DO  fees,  but  will  conduct  random  checks  on 
fee  increases.  Details  of  the  new  regulations  ap- 
peared in  the  Nov.  12  issue  of  American  Medical 
Xews.  A request  for  exemption  from  phase  4 wage 
and  price  controls  has  been  filed  with  the  Cost  of 
Living  Council  by  the  AMA  on  behalf  of  physicians. 


SELF-EVALUATION  TESTS  AVAILABLE 


The  Committee  on  Continuing  Medical  Educa- 
tion of  the  Society  agreed  at  a recent  meeting  to 
poll  the  membership  to  determine  its  interest  in 
using  the  self-assessment  program  of  the  Philadel- 
phia County  Medical  Society.  The  examination  tests 
the  physician  in  the  general  practice  of  medicine. 
This  self-graded  test  will  be  offered  by  the  com- 


mittee if  the  membership  demonstrates  a sufficient 
interest.  A considerable  saving  can  be  achieved  by 
ordering  in  quantity. 

Please  indicate  below  whether  you  would  like 
to  take  the  test.  Detach  and  forward  to:  The  Rhode 
Island  Medical  Society,  106  Francis  Street.  Prov- 
idence, R.  I.  02903. 


PLEASE  RETURN  TO  THE  MEDICAL  SOCIETY 

I am  interested  in  taking  the  self-evaluation  test  in  the  general  practice  of  medicine  as  used  by  the 
Philadelphia  County  Medical  Society. 


Name 


Address 
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riaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

T aminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
heniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant 
with  Codeine  ® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.) 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substanc 


rhe  Adult  Expectorants  that  are  great  for  kids,  too 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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Report  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society 


A Summary  of  the  Meeting  of  Oetoher  3 , 1973* 


REPORT  OF  AMA  HOUSE  OF  DELEGATES 
122nd  ANNUAL  CONVENTION 
NEW  YORK,  JUNE  24-28th 

The  AMA  House  of  Delegates  acted  on  a wide 
range  of  issues  during  the  122nd  Annual  Conven- 
tion which  affect  physicians  in  their  relationships 
with  government,  medical  schools  and  hospitals, 
and  with  the  public. 

Physicians  and  the  Government 
PSRO’s:  Two  reports  from  the  Board  of  Trus- 
tees outlining  successful  AMA  efforts  in  providing 
physician  input  into  the  drawing  up  of  PSRO 
regulations  by  the  government,  and  in  other  areas, 
were  filed  by  the  House.  In  addition,  two  resolu- 
tions bearing  on  PSRO’s  were  adopted.  One  reso- 
lution, initiated  by  California  and  amended,  reads 
as  follows: 

Resolved,  That  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  be  informed  that  the  only 
organization  which  can  give  qualified  peer  re- 
view for  physicians  services  to  the  patient,  phy- 
sician. government,  and  taxpayer  are  those  com- 
posed of  practicing  physicians,  whether  these  are 
state  or  local  groups,  and  be  it  further 

Resolved,  That  since  many  of  these  practicing 
physician  groups  are  functioning  successfully, 
wiith  multiple  approaches,  as  peer  review  or- 
ganizations, the  regulations  be  so  written  to  au- 
thorize these  existing  peer  groups  to  continue 
their  review  as  PSRO’s  or  as  functioning  units 
of  PSRO's,  thus  partially  alleviating  the  un- 
necessary and  costly  implementation  of  new 
agencies  as  PSRO’s. 

The  second  resolution  adopted  was  a substi- 
tute in  response  to  a number  of  resolutions  intro- 
duced, ranging  from  those  calling  for  the  AMA 
to  go  on  record  in  opposition  to  PSRO’s,  to  one 
urging  the  Association  to  seek  repeal  of  the  law. 

^Continued  from  November,  1973  Issue  (Vol.  56,  No. 
D) 


The  substitute  resolution,  which  conforms  to  PSRO 
policy  approved  by  the  House  at  the  1972  Con- 
vention, reads: 

Resolved,  That  although  it  is  recognized  that 
repeal  or  modification  of  PSRO  legislation  ulti- 
mately may  be  required  to  preserve  high  quality 
of  patient  care,  the  American  Medical  Associa- 
tion should  oppose  any  facets  of  this  current 
legislation  which  act  to  the  deterioration  of 
quality  care,  publicize  such  deleterious  facets, 
and  place  highest  priority  on  developing  end 
pursuing  appropriate  amendments  to  preserve 
high  quality  of  patient  care. 

Wage-Price  Controls'.  Six  resolutions  were  in- 
troduced protesting  discrimination  against  physi- 
cians under  the  government's  Economic  Stabiliza- 
tion Program.  The  Reference  Committee  F 
pointed  out  that,  ‘‘Although  Phase  III  has  offi- 
cially ended,  discrimination  . . . has  not  been 
corrected  and  there  is  no  assurance  that  other  dis- 
crimination will  not  arise  in  the  future.” 

Accordingly,  the  following  substitute  resolution 
was  adopted  by  the  House: 

Resolved,  That  the  American  Medical  Asso- 
ciation continue  to  work  by  all  lawful  and  Peac- 
h’cable  means  to  assure  non- discriminatory 
treatment  for  physicians  under  present  and  fu- 
ture Economic  Stabilization  Programs. 

FDA  Drug  Regulations : Six  resolutions  were 
introduced  pertaining  to  FDA  policies  and  regu- 
lations affecting  the  practice  of  medicine.  The 
House  adopted  a substitute  resolution  which  directs 
the  AMA  to,  ( 1 ) Continue  to  protest  proposed  and 
current  regulatory  activities  of  the  FDA  which 
have  the  effect  of  restricting  use  of  prescription 
drug  to  “official  labelling”;  (2)  Study  the  possi- 
bility of  proposing  modifications  to  the  Food, 
Drug  and  Cosmetic  Act  to  correct  current  prob- 
lems; (3)  Continue  to  work  closely  with  the  FDA 
(Continued  on  page  516) 
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Peripatetics 

The  Barrington  Boosters  Club  honored  ROB- 
ERT W.  DREW,  team  physician  for  the  Barring- 
ton High  School  football  squad  at  a halftime  cere- 
mony on  Thanksgiving.  The  1973  Barrington- 
Bristol  Souvenir  Football  Program  was  dedicated 
to  Doctor  Drew.  It  said:  “The  officers  and  mem- 
bers of  the  Barrington  Boosters  Club  with  affec- 
tion and  respect  dedicate  the  1973  Eagles-Colts 
Souvenir  Football  Program  to  Doctor  Bob  Drew, 
who  for  years  has  faithfully  administered  to  all 
participants  who  have  been  injured  on  the  athletic 
field.  A gentle,  thoughtful,  and  kind  man,  his 
medical  skills  have  contributed  enormously  to  the 
success  of  the  Barrington  High  School  teams."  Be- 
cause of  a previously  planned  family  reunion. 
Doctor  Drew  was  unable  to  accept  a plaque.  JOHN 
BERNARDO  accepted  the  award  in  his  absence. 

* * * 

TARANATH  SHETTY  has  been  certified  by 
The  American  Board  of  Neurology  and  Psychiatry 
with  special  competence  in  Child  Neurology. 

=t=  * * 

FRANK  SULLIVAN  has  been  appointed  Chair- 

man of  the  Ad  Hoc  Committee  on  the  Professional 
Standards  Review  Organization  for  the  American 
Psychiatric  Association.  The  initial  task  of  the 
committee  is  the  establishment  of  guidelines  on 
psychiatry. 

* * * 

CHARLES  B.  ROUND  of  Warwick  is  one  of 
three  officers  and  54  new  members  of  the  Board 
of  Governors  of  the  American  College  of  Surgeons 
at.  the  recent  Clinical  Congress  of  the  Col’ege  held 
in  Chicago. 

ALLAN  A.  DiSIMONE  was  installed  as  presi- 
dent of  the  medical  staff  of  St.  Joseph’s  Hospital 
at.  the  staff's  recent  annual  meeting.  Other  officers 
seated,  were  ANTHONY  MERLINO,  Presid°nt- 
Elect ; ANTHONY  GUGLIELMI,  Treasurer; 
JORGE  BENAVIDES,  Secretary,  and  GEORGE 
COLEMAN  and  ROBERT  A.  INDEGLIA,  repre- 
sentatives-at-large. 

* * * 

New  members  of  the  St.  Joseph's  medical  staff 
recently  appointed  are:  JESSE  A.  MENDOZA, 
Obstetrics-Pynecology;  JOSEPH  P.  LOMBAR- 
DOZZI,  Medicine:  STEPHEN  BERKES,  Sur- 
gery-Emergency Room  Service:  RICHARD  SNY- 
DER, Pediatrics:  CECILIA  LLAMAS,  Pathology, 

(Concluded  on  cage  5111) 


Profile  20 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


nUcJJdo,  *. atonj 
335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  ( ASCP) 


December,  1973 
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Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visitsto  a physician's  of- 
fice or  clinic.’’ 

*For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 


MMH 

(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  ! MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


1 

MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months.  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 

of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'TYademark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly, high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause ) occurred  per  million  children,  ages  1-9  years  per 
30-day  period."  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine'.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis- 
tration remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days’  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCIDsu  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  %"needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Dohme.  Division  of  Merck  & 

Co..  I, vc.,  West  Point,  Pa.  19486. 
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Book  Review 


WE  MAINLINE  DREAMS,  the  Odyssey  House 
Story  by  Judianne  Densen-Gerber,  J.D.,  M.D. 
Garden  City,  N.Y.,  Doubleday  & Company,  Inc. 


1973.  $9.95. 

Possibly  one  of  the  reasons  there  was  so  much 
excitement  and  near  panic  raised  by  the  epidemic 
of  drug  addiction  in  recent  years  was  the  lack  of  a 
ready  solution  and  a great  amount  of  confusion 
as  to  the  role  medicine  should  play.  In  “We  Main- 
line Dreams’’  Judianne  Densen-Gerber,  M.D.  gives 
us  a one- woman  view  of  at  least  a part  of  the 
solution  — her  creation  of  Odyssey  House.  This 
is  not  only  a very  effective  therapeutic  community 
for  the  treatment  of  drug  addicts  (and  some  people 
with  other  problems),  but  it  represents  one  of  the 
very  few  treatment  programs  that  has  successfully 
combined  the  expertise  of  ex-drug  addicts  and 
medicine. 

This  book  is  a collection  of  writings  of  Judianne 
Densen-Gerber  and  others  on  her  staff  of  Odyssey 
House.  It  describes  many  aspects  of  the  workings 
of  therapeutic  communities.  It  explains  the  diffi- 
culties of  starting  such  a program.  Not  only  was 
there  political  apathy  and  covering  up  of  real  prob- 
lems, but  also  resistance  from  both  orthodox  medi- 
cal organizations  as  well  as  from  the  addicts  who 
resisted  the  stopping  of  playing  of  games  long 
enough  to  get  the  program  off  the  ground.  Further 
along  in  the  history  of  the  program  there  was  “The 
Great  Split”,  the  internal  problems  that  so  often 
upset  this  type  of  drug  program.  Other  problems 
such  as  becoming  stagnant,  becoming  too  big,  and 
Loss  of  contact  between  the  original  founders  and 
the  newer  residents  in  treatment  are  also  well  cov- 
ered. 

A significant  aspect  of  the  book  is  the  descrip- 
tion of  various  aspects  of  the  Odyssey  House  com- 
munity itself,  such  as  intake,  groups,  general  prin- 
ciples, marathons,  levels  of  function,  and  gradua- 
tion. As  a former  member  of  a similar  therapeutic 
community,  I personally  understand  and  can  pic- 
ture what  is  being  described.  However,  some  of 
this  is  spread  so  widely  through  the  entire  book, 
sometimes  with  too  little,  sometimes  with  excessive 
detail,  that  I wonder  if  others  not  so  well  ac- 
quainted with  these  places  will  be  able  to  collect 
the  fragments  together  to  synthesize  a whole  pic- 
ture. Yet.  the  overall  picture  does  explain  well  some 
phenomena  which  are  difficult  for  outsiders  to 
grasp,  such  as  the  combination  of  harsh,  almost 


(Continued  on  next  page) 


EXPERT  WITNESSES 

The  Forensic  Science  Foundation  is  currently 
conducting  a research  project  the  objective  of  which 
is  to  define  and  evaluate  the  various  services  per- 
formed by  the  forensic  science  profession  in  the 
criminal  justice  process. 

If,  since  1972,  you  have  given  reports  or  testi- 
mony in  criminal  court  or  elsewhere  in  the  crim- 
inal justice  process  as  an  expert  witness  for  either 
the  proseuction  or  for  the  defense,  would  you  mail 
a card  or  note  to  the  Forensic  Sciences  Founda- 
tion giving  your  name,  address  and  area  of  exper- 
tise. The  Foundation,  in  turn,  will  mail  you  a short 
questionable  designed  to  group  your  type  and  ed- 
gree  of  involvement  with  other  individuals  who 
have  similar  expertise. 

If  you  know  others  who  should  be  included  in 
this  survey  would  you  call  their  attention  to  this 
appeal  for  help  ? 

It  is  emphasized  that  this  is  a federally  spon- 
sored research  project.  The  results  will  not  identi- 
fy any  individuals.  No  formal  solicitation  will  result 
from  your  participation  since  all  names,  addresses 
and  questionaires  will  be  treated  as  confidential 
information. 

We  urgently  need  your  support  and  solicit  your 
help ! 

Mail  to:  Forsenic  Sciences  Foundation 
11400  Rockville  Pike 
Rockville,  Maryland  20852 


Attractive  & Functional  Offices 


Desipers  £ Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 

559-9 


cruel  handling,  with  the  tenderness  and  love  that 
ultimately  results  in  successful  treatment. 

There  are  also  fascinating  descriptions  of  some 
special  parts  of  the  program.  One  is  the  program 
involving  the  teaching  of  mothering  to  pregnant 
and  post-partum  addicts.  Another  is  the  one  for 
schizophrenic  addicts.  Approximately  20  per  cent 
of  the  addicts  in  Odyssey  House  are  diagnosed  as 
schizophrenic,  and  these  are  handled  differently 
with  medication  and  special  groups.  The  emphasis 
here  is  on  accepting  one's  “insanity”  and  through 
groups  trying  to  diminish  abnormal  behavior.  In- 
curability of  schizophrenia  is  stressed.  Although 
to  me  this  represents  too  much  emphasis  on  ortho- 
dox psychiatry  (such  as  insanity),  the  usual  ex- 
addict approach  of  ignoring  differences  and  con- 
sidering all  addicts  equal  can  also  be  dangerous. 

Still  another  is  an  excellent  description  of  a 
women’s  marathon  with  emphasis  on  the  special 
problems  of  female  addicts.  There  are  other  ref- 
erences to  the  problems  of  women  — most  seen 
through  Judi's  eyes  and  well  reported  in  an  dis- 
armingly honest  manner.  Her  hypothesis  that  a 
woman  in  Odyssey  House  does  better  when  she 
is  playing  an  active  part  as  a leader  and  good 
female  role  model  seems  well  founded. 

Other  special  programs  include  a house  for  Span- 
ish-speaking addicts,  a house  for  special  addicts 
(such  as  paralyzed  and  intellectually  gifted),  and 
a house  for  adolescents. 

There  are  also  chapters  written  by  four  ex-addict 
staff  members.  These  give  the  reader  a good  per- 
sonal picture  of  the  many  different  faces  of  ad- 
dicts — various  races,  types  of  backgrounds,  dif- 
ferent drugs,  and  talents.  The  book  does  much  to 
explain  in  a human  way  why  some  people  become 
involved  with  drugs  and  why  some  eventually  ob- 
tain treatment  and  change.  It  does  not  shy  away 
from  stories  of  failure  also. 

Probably  the  most  important  part  of  the  book 
for  medical  readers  is  the  loud  and  clear  message 
from  Judianne  and  another  doctor  on  the  staff 
(Charlie  Rohrs)  that  professionals  can  successfully 
work  with  ex-addicts  to  run  a significant  treatment 
program.  The  criticisms  leveled  against  ex-addicts 
are  well  founded,  in  that  their  scope  is  limited  and 
they  may  extend  themselves  at  times  beyond  their 
expertise.  There  are  also  equally  good  criticisms 
of  professionals  by  both  doctors.  Physicians  are 
not  well  trained  in  the  subject  of  addiction  in  medi- 
cal school  and  must  start  listening  to  addicts  for 
some  of  the  answers.  “It  is  liberating  to  begin  to 
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learn  from  everyone  around  you,  not  just  fellow 
doctors,”  as  Charlie  Rohrs  puts  it.  One  must  be 
willing  to  look  at  and  change  one’s  feelings  about 
oneself  as  an  omnipotent  doctor  and  become  an 
equal  part  of  the  team.  Charlie  Rohrs  explains 
that  traditional  medicine  is  based  on  acceptance 
of  the  patient’s  behavior  and  forgiveness  (New 
Testament  concept)  as  opposed  to  what  he  feels 
is  needed  to  help  addicts  (Old  Testament)  where 
each  individual  must  accept  the  responsibility  of 
his  or  her  behavior  and  where  it  is  up  to  those 
helping  that  person  to  lead  him  or  her  to  this 
realization.  “We  believe  that  a person  can  control 
his  own  behavior,  that  he  must  earn  the  right  to 
have  therapy,  that  he  must  be  held  responsible 
for  what  he  does  rather  than  be  forgiven.” 

In  Odyssey  House,  ex-addicts  function  as  bridges 
to  close  gaps  between  professionals  and  addicts. 
This  is  a concept  that  could  be  adapted  for  other 
groups  as  well. 

Charlie  and  especially  Judianne  stress  that  ad- 
dicts and  non-addicts  are  similar.  All  people  play 
games.  Judianne’s  ability  to  identify  on  a feeling 
level  with  members  of  her  community  explains 
why  the  program  works.  Her  ability  to  be  flexible 
with  the  program  and  with  herself  as  a profes- 
sional while  maintaining  high  standards  probably 
accounts  for  why  she  has  been  able  to  combine 
both  professionals  (who  obviously  are  willing  to 
behave  in  a similar  fashion)  and  ex-addicts. 

This  book  would  be  most  helpful  to  anyone 
working  with  addicts  and  anyone  interested  in 
therapeutic  communities.  The  beck  is  clearly  biased 
and  needs  no  apologies  for  this. 

This  is  also  very  valuable  to  any  professional 
who  is  willing  to  look  at  where  he  or  she  stands 
as  a human  being.  Because  Judianne  is  so  intensely 
personal  and  self-examining  at  all  times,  the  mes- 
sage should  be  one  to  instill  self  confrontation  and 
challenge  and  serve  as  catalyst  — to  examine 
whether  one  is  living  as  the  kind  of  human  being 
one  wants  to  be. 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 


Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 

Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA) 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


Judith  Eaton,  m.d. 

University  of  Rhode  Island 

t 

ONE  SENTENCE  ESSAY 

Informed  Consent? 

Many  patients  can  face  danger  with  less  fear 
if  they  are  spared  the  exact  specifications  of  risk. 
. . . Hayes  Martin,  renowned  cancer  surgeon. 


LEARY 

LABORATORY,  INC. 


New  England  s Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy 

(401)421-1138  (401)765-1220 

Central  Laboratory  43  Bay  State  Road.  Boston  Mass 
Telephone  (617)  536-2121 
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Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Progress  Notes 


Motility  Disturbances  of  the  Esophagus:  A Working 
Classification  With  Remarks  On  Surgical  Management 


By  Classifying  Disorders  Respecting 
Anatomic  Site  And  Hypermotility  Or  Hy~ 
pomotility  Proper  Surgical  Treatment 
Can  Be  Selected 


By  F.  Henry  Ellis,  Jr.,  M.D.,  Ph.D. 

Surgery  for  esophageal  disorders  has  been 
anatomically  oriented  until  relatively  recently.  The 
development  of  new  investigative  and  diagnostic 
techniques  during  the  past  25  years  has  provided 
a new  dimension  to  the  art.  As  a result  the  details 
of  normal  and  abnormal  esophageal  function  are 
being  clarified,  and  operation  can  more  intelli- 
gently be  directed.  Normal  esophageal  function 
can  thus  more  nearly  be  restored  by  surgical  pro- 
cedures, and  the  deleterious  effects  of  an  improp- 
erly performed  operation  avoided.  To  achieve  this 
goal  the  normal  function  of  the  esophagus  must 
clearly  be  understood.  Only  then  can  a proper 
classification  of  abnormal  esophageal  function  be 
formulated  and  appropriate  surgical  therapy  be 
selected. 

NORMAL  ESOPHAGEAL  FUNCTION 

The  normal  function  of  the  esophagus  is  to  con- 
vey ingested  material  from  the  pharynx  to  the 
stomach.  Mechanisms  are  located  at  either  end  of 
the  esophageal  tube  to  prevent  easy  access  of  air 
from  above  and  gastric  contents  from  below.  The 
essentials  of  esophageal  function  are  thus  very 
simple.  In  detail,  however,  they  are  both  complex 
and  controversial.  Employing  techniques  of  esoph- 
ageal manometry,  primarily  developed  in  the  lab- 

F.  HENRY  ELLIS,  JR.,  M.D.,  Ph.D.,  Depart- 
ment of  Thoracic  and  Cardiovascular  Surgery, 
Lahey  Clinic  Foundation,  Boston,  Massachusetts. 

Presented  in  part  at  the  Rhode  Island  Hospital, 
Providence,  Rhode  Island,  January  27,  1973. 


oratories  of  Code1  at  the  Mayo  Clinic  and  of  Ingel- 
finger2  in  Boston,  the  details  of  normal  esophageal 
function  have  been  clarified.  At  the  upper  end 
of  the  esophageal  tube  is  a band  of  elevated  pres- 
sure about  2.5  cm  in  length  with  a mean  maximum 
pressure  of  about  40  cm  of  water.  At  the  begin- 
ning of  deglutition  pharyngeal  pressure  rises,  and 
the  resting  pressure  of  the  upper  sphincter  de- 
creases. Immediately  thereafter  sphincteric  contrac- 
tion occurs,  and  the  primary  peristaltic  wave  of 
the  esophagus  is  initiated.  This  wave  traverses  the 
body  of  the  esophagus  in  a uniform  fashion,  its 
intensity  varying  from  50  to  100  cm  of  water. 
Pressure  records  from  the  esophagogastric  junction 
demonstrate  another  zone  of  elevated  pressure,  the 
inferior  esophageal  sphincter.  The  sphincteric  pres- 
sure is  abolished  shortly  after  swallowing,  and 
sphincteric  relaxation  is  followed  by  a wave  of 
high  pressure  as  peristalsis  rolls  through  the 
sphincter.  The  inferior  esophageal  is  the  major 
mechanism  which  prevents  reflux  of  gastric  contents 
into  the  lower  esophagus. 

CLASSIFICATION  OF  ESOPHAGEAL  MOTILITY 
DISTURBANCES 

Any  current  classification  of  esophageal  motility 
disturbances  must  be  considered  tentative.  Infor- 
mation regarding  normal  and  abnormal  esophageal 
function  is  accumulating  rapidly  and  will  inevit- 
ably lead  to  clarification  of  hitherto  poorly  under- 
stood conditions.  For  purposes  of  discussion,  it  is 
(Continued  on  next  page) 
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Table  1 

Esophageal  Motility  Disturbances 

Upper  Sphincter 
Central  nervous  system  disease 
Cerebrovascular  accident 
Bulbar  poliomyelitis 
Multiple  sclerosis 
Muscular  disease 
Muscular  Dystrophy 
Myasthenia  gravis 
Dermatomyositis 
Thyrotoxic  myopathy 
Radical  oropharyngeal  surgery 
Idiopathic  incoordination 

Pharyngo-esophageal  diverticulum 

Table  2 

Esophageal  Motility  Disturbances 

Body  of  Esophagus  and  Lower  Sphincter 
Hypomotility 
Achalasia 

Hypotensive  inferior  sphincter 
Idiopathic 
Hiatal  hernia 
Scleroderma 
Operations  on  cardia 
Hypermotility 

Diffuse  spasm  of  the  esophagus 
Hypertensive  gastroesophageal  sphincter 
Localized  esophageal  spasm 
Miscellaneous  conditions 
Dermatomyositis 
Myasthenia  gravis 
Muscular  dystrophy 
Cerebrovascular  accident 
Parkinson’s  disease 
Amyotrophic  lateral  sclerosis 
Multiple  sclerosis 
Diabetic  neuropathy 
Alcoholic  neuropathy 

useful  to  consider  separately  those  conditions  af- 
fecting the  upper  sphincter  and  those  affecting 
the  body  of  the  esophagus  and  lower  sphincter 
(Tables  1 and  2). 

Upper  Sphincter.  There  is  abundant  evidence 
that  swallowing  difficulties  may  follow  injury  to 
the  brain  stem  from  such  conditions  as  bulbar 
poliomyelitis  or  a cerebrovascular  accident.  Dis- 
eases that  directly  affect  muscular  activity  also 
may  result  in  swallowing  difficulties,  and  the  most 
common  of  these  are  listed  in  Table  1.  Abnor- 
malities of  sphincteric  relaxation  are  said  to  char- 
acterize central  nervous  system  lesions,  while  the 
muscle  diseases  interfere  with  effective  pharyngeal 
contraction.  Cricopharyngeal  myotomy  has  occa- 
sionally been  used  with  success  in  such  cases.  Dif- 
ficulty in  swallowing  has  also  been  reported  after 
extensive  operations  on  the  oropharynx,  presum- 
ably because  of  impaired  function  of  the  crico- 
pharyngeal muscle;  cricopharyngeal  myotomy  has 
been  suggested  as  a means  of  avoiding  this  com- 
plication. 


Although  the  term  “cricopharyngeal  achalasia-’  has 
been  suggested  as  applicable  to  some  swallowing 
difficulties,  particularly  those  associated  with  a 
pharyngo-esophageal  diverticulum,  esophageal  mo- 
tility studies  have  failed  to  provide  confirmation. 
Rather,  a type  of  incoordination  has  been  observed 
in  patients  with  upper  esophageal  pouches  charac- 
terized by  an  abnormal  temporal  relationship  be- 
tween pharyngeal  contraction  and  pharyngo- 
esophageal sphincteric  relaxation  and  contraction. 
In  these  patients  sphincteric  contraction  occurs 
before  completion  of  pharyngeal  contraction,  sug- 
gesting a possible  etiologic  role  and  an  alternative 
surgical  approach  to  its  management. 

Body  of  the  Esophagus  and  Lower  Sphincter. 
Motility  disturbance  of  the  body  of  the  esophagus 
and  lower  sphincter  can  conveniently  be  divided 
into  those  characterized  by  hypomotility  and  those 
characterized  by  hypermotility  (Table  2).  In  ad- 
dition there  is  in  all  likelihood  a large  group  of 
miscellaneous  conditions  about  which  less  is  known. 

Esophageal  achalasia  is  the  classic  example  of 
hypomotility  disturbance.  It  is  characterized  bv 
absence  of  peristalsis  in  the  body  of  the  esophagus 
and  by  failure  of  the  inferior  esophageal  sphincter 
to  relax  in  response  to  swallowing.  Practically  all 
patients  complain  of  dysphagia,  which  may  at 
first  be  intermittent  but  eventually  becomes  con- 
stant as  the  disease  progresses.  Pain  is  a relatively 
infrequent  symptom  occurring,  if  at  all,  only  in 
the  early  stages  of  the  disease.  The  symptoms  of 
achalasia  are  contrasted  with  those  of  diffuse  spasm 
of  the  esophagus  in  Table  3.  The  term  “vigorous 
achalasia’-  refers  to  a patient  whose  disease  has 
not  yet  reached  the  advanced  stage  of  mega- 
esophagus and  whose  esophagus  retains  consider- 
able contractile  power.  This  patient  shares  some 
of  the  symptoms  in  common  with  a patient  who 
has  diffuse  spasm  of  the  esophagus:  yet.  in  my 
opinion,  the  two  diseases  are  quite  different  and 
can  readily  be  differentiated  by  esophageal  ma- 
nometry. The  roentgenographic  appearance  of  the 
achalasic  esophagus  is  that  of  obstruction  at  the 
cardia  with  proximal  dilation  and  varying  degrees 
of  elongation  and  tortuosity,  quite  different  from 
the  appearance  of  the  esophagus  in  patients  who 
have  a hvpermotility  disorder  (Fig.  la). 

Another  important  hvpomotilitiy  disturbance  is 
that  of  a hypotensive  inferior  esophageal  sphincter, 
a condition  that  facilitates  gastroesophageal  re- 
flux, the  symptoms  of  which  include  regurgitation 
and  heartburn.  Although  a sliding  esophageal 
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Symptom  or  Sign 

Pain 

Obstruction 
Regurgitation 
Retention 
Nervousness 
Radiologic  findings 
Diffuse  dilation 
Segmental  spasm 


Table  3 


Esophageal  Motility  Disturbances 

Incidence  of  Symptom  or  Sign  According  to  Diagnosis 


Achalasia 

Uncommon 

Always 

Common 

Frequent 

Uncommon 


Vigorous  Achalasia 
Frequent 
Nearly  always 
Frequent 
Frequent 
Occasional 


Diffuse  Spasm 

Almost  always 
Sometimes 
Rare 
Never 

Almost  always 


Common 

Uncommon 


Occasional 

Common 


Never 

Frequent 


hiatal  hernia  is  a common  accompaniment  of  a 
hypotensive  inferior  esophageal  sphincter,  it  is  by 
no  means  the  only  situation  in  which  this  hypo- 
motility  disorder  may  occur.  The  esophageal 
sphincteric  pressure  may  be  low  for  no  obvious 
anatomic  reason,  or  it  may  have  been  rendered 
hypotensive  by  a systemic  disease  such  as  sclero- 
derma or  by  surgical  manipulative  procedures  on 
the  esophagogastric  junction.  Such  operations  as 
esophagogastrectomy,  cardioplasty,  improperly  per- 
formed myotomy,  or  an  overly  vigorous  forceful 
esophageal  dilation  will  lower  or  abolish  sphincteric 
pressures.  Vagotomy  and  gastrectomy  have  also 
been  associated  with  hypotension  of  the  inferior 
esophageal  sphincter. 

The  commonest  hypermotility  disturbance  of 
the  esophagus  is  that  of  diffuse  spasm  of  the 
esophagus,  a condition  which  is  often  associated 
with  a hypertensive  inferior  esophageal  sphincter. 
Rarely,  instances  of  localized  spasm  of  the  body 
of  the  esophagus  may  be  encountered.  As  indicated 


B 


Fig.  1.  Roentgenographic  appearance  of  the 
esophagus  in  A,  achalasia  and  B,  diffuse  spasm  of 
the  esophagus. 


in  Table  3,  differentiation  from  esophageal  achala- 
sia can  usually  be  made  clinically,  for  pain  is  far 
more  pronounced  in  diffuse  spasm,  dysphagia  oc- 
curring intermittently  or  not  at  all.  The  pain 
varies  from  a sensation  of  discomfort  beneath  the 
lower  half  of  the  sternum  to  severe  colicky  sub- 
sternal  pain  extending  through  to  the  back  or  into 
the  neck,  shoulders,  or  arms,  mimicking  cardiac 
pain.  Pain  may  be  provoked  by  eating,  or  it  may 
come  on  spontaneously,  even  awakening  the  pa- 
tient at  night.  A patient  so  afflicted  tends  to  be 
highstrung  and  nervous,  and  the  diagnosis  of 
psychoneurosis  is  often  entertained.  Symptoms 
are  more  likely  to  be  troublesome  than  truly  in- 
capacitating. Even  during  an  attack  the  patient 
seldom  seems  to  be  seriously  ill. 

Although  it  has  been  our  experience  that  roent- 
genography of  the  esophagus  will  sometimes  show 
normal  findings  in  patients  suffering  from  these 
disorders,  the  appearance  is  occasionally  such  as 
to  explain  the  use  of  such  terms  as  pseudodiver- 
ticulosis,  functional  diverticula,  segmental  spasm, 
or  curling  or  corkscrew  esophagus  (Fig.  1 B). 
Epiphrenic  diverticula  and  small  diaphragmatic 
hernia  may  coexist.  A definitive  diagnosis  can  best 
be  made  by  esophageal  manometry,  which  demon- 
strates simultaneous,  sometimes  repetitive,  and 
prolonged  contractions  of  excessive  magnitude  in 
the  lower  half  or  third  of  the  esophagus  after  swal- 
lowing. The  sphincter,  however,  relaxes  quite  nor- 
mally, differentiating  the  condition  from  esophageal 
achaiasia  in  which  the  sphincter  fails  to  relax  after 
most  swallowing  efforts. 

The  wide  variety  of  other  diseases  listed  under 
miscellaneous  conditions  (Table  2)  merely  re- 
flects the  vulnerability  of  esophageal  function  to  a 
wide  range  of  systemic  diseases.  Much  needs  to  be 
done  to  clarify  the  nature  of  the  functional  dis- 
orders, but,  since  they  rarely  have  any  surgical 
significance,  they  will  not  be  discussed  further 
here.  (Continued  on  next  page) 
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Fig.  2.  Technique  of  cricopharyngeal  myotomy.  A, 
Site  of  incision.  B,  Exposure  of  diverticulum  and 
site  of  myotomy.  C,  Completed  myotomy.  (Repro- 
duced with  permission  from  Ellis  et  al.4) 


SURGICAL  MANAGEMENT  OF  MOTILITY 
DISORDERS  OF  THE  ESOPHAGUS  PHARYNGO- 
ESOPHAGEAL DIVERTICULUM 

Diverticulectomy  has  been  the  classic  operation 
for  an  upper  esophageal  pouch  for  many  years, 
and  results  following  its  use  remain  good.3  How- 
ever, there  is  increasing  interest  in  the  procedure 
known  as  cricopharyngeal  myotomy,  particularly 
since  evidence  concerning  incoordination  of  the 
upper  sphincter  in  such  cases  has  been  presented.4 
The  technique  is  a simple  one,  surgical  exposure 
being  obtained  through  a cervical  incision  border- 
ing the  anterior  edge  of  the  sternocleidomastoid 
muscle  (Fig.  2).  The  incision  is  deepened  between 
the  carotid  sheath  laterally  and  the  thyroid  gland 
and  trachea  medially  so  as  to  expose  the  pouch 
which  is  isolated  to  its  neck  following  which  the 
cricopharyngeal  muscle  and  several  centimeters  of 
the  proximal  esophagus  are  incised  through  the 
muscular  wall  down  to  the  mucosa.  After  the 
myotomy  the  esophageal  and  cricopharyngeal  mus- 
cles are  dissected  from  the  underlying  mucosa 
about  half  the  circumference  of  the  mucosal  tube 
to  allow  it  to  protrude  freely  through  the  incision. 
The  cervical  incision  is  closed  in  the  usual  way 
without  drainage,  and  the  patient  begins  oral  feed- 
ings immediately  and  can  be  dismissed  from  the 
hospital  in  a few  days.  This  technique  has  been 
accompanied  by  excellent  results  in  patients  with 
small  to  moderate  sized  pouches.  Those  in  whom 
the  pouch  exceeds  4 cm  in  diameter  should  be 
treated  by  concomitant  diverticulectomy. 


Fig.  3.  Technique  of  esophagomyotomy  for  esoph- 
ageal achalasia.  A,  Transthoracic  exposure  indicating 
site  of  the  myotomy.  B,  Performance  of  myotomy. 
C,  Freeing  of  muscle  from  mucosa.  D,  Closure  of 
mediastinal  pleura.  (Reproduced  with  permission 
from  Ellis  et  al.5) 

Esophageal  Achalasia.  Forceful  dilation  of  the 
esophagogastric  junction  is  considered  by  many 
as  the  primary  treatment  of  choice  for  esophageal 
achalasia.  I believe  esophagomyotomy  (modified 
Heller  operation ) is  a preferable  form  of  treat- 
ment, for  the  initial  results  are  better  and  re- 
currences rare.  If  the  procedure  is  properly  per- 
formed, reflux  esophagitis  should  be  a rare 
sequela.5 

The  modification  of  the  Heller  procedure  that 
I employ  involves  a longitudinal  incision  through 
the  muscle  layers  of  the  distal  esophagus  using  a 
thoracic  approach  (Fig.  3).  The  incision  is  carried 
onto  the  stomach  only  far  enough  to  ensure  com- 
plete division  of  the  distal  esophageal  musculature. 
The  mucosa  is  freed  in  such  a way  as  to  allow  it 
to  pout  through  the  incision.  To  avoid  a post- 
operative diaphragmatic  hernia,  damage  to  the 
esophageal  hiatus  and  its  supporting  structure 
should  be  avoided.  The  addition  of  such  ancillary 
procedures  as  vagotomy  and  pyloroplasty  or  fun- 
doplication  is  unnecessary.  Approximately  94  per 
cent  of  patients  operated  on  by  this  technique 
have  been  improved  by  the  operation,  and  the 
incidence  of  significant  reflux  esophagitis  is  less 
than  5 per  cent. 

Hypotensive  Inferior  Esophageal  Sphincter.  A 
number  of  operative  procedures  have  recently  been 
introduced  whose  primary  goal  is  restoration  of 
gastroesophageal  competence  by  enhancing  sphinc- 
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teric  pressure.  These  procedures  have  been  titled 
by  the  names  of  their  proponents  and  include  the 
Belsey  Mark  IV  operation,  the  Hill  posterior  gas- 
tropexy,  and  the  Xissen  fundoplication.  My  pref- 
erence has  been  for  the  Xissen  fundoplication,  an 
operation  which  can  be  used  to  correct  rellux  in 
patients  with  a hypotensive  inferior  sphincter  re- 
gardless of  its  cause. 

An  upper  midline  incision  is  preferred  unless 
there  have  been  previous  transthoracic  operations 
or  there  is  shortening  of  the  esophagus  (Fig.  4). 
After  freeing  the  left  lobe  of  the  liver,  the  esopha- 
gus is  mobilized,  and  the  hernia,  if  present,  is  re- 
duced. In  order  to  piovide  adequate  fundus  to 
permit  performance  of  a fundoplication,  mobiliza- 
tion of  the  upper  part  of  the  stomach  is  mandatory 
and  includes  division  of  the  lesser  omentum  and 
occasionally  some  of  the  short  gastric  vessels  with 
freeing  of  the  fundus  from  its  posterior  attach- 
ments to  the  abdominal  parieties.  It  is  then  a 
relatively  simple  matter  to  envelop  the  distal  few 
inches  of  esophagus  with  adjacent  fundus,  which 
is  maintained  in  place  by  silk  sutures  placed 
through  the  adjacent  serosal  margins  catching 
some  of  the  anterior  wall  of  the  esophagus  as  well 
in  order  to  maintain  proper  position. 

Following  this  procedure  approximately  90  per 
cent  of  patients  are  relieved  of  their  symptoms. 
When  the  operation  is  properly  done  over  a large 
caliber  indwelling  tube,  the  so-called  gas-bloat  syn- 
drome should  rarely  occur.  Manometric  studies 
after  operation  have  revealed  a threefold  increase 
in  amplitude  in  lower  esophageal  sphincteric  pres- 
sure which  has  been  maintained  over  a follow-up 
period  of  several  years.6 

Diffuse  Esophageal  Spasm.  Patients  with  diffuse 
esophageal  spasm  who  are  severely  symptomatic 
are  treated  by  an  operation  similar  to  that  used 
for  patients  writh  esophageal  achalasia.  The  my- 
otomy is  more  extensive,  however,  its  limits  being 
defined  before  operation  by  the  extent  of  the  dis- 
ease as  determined  by  esophageal  motility  studies. 
Occasionally  the  incision  may  reach  the  aortic 
arch.  The  incision  need  not  be  extended  onto  the 
stomach  if  the  inferior  sphincter  is  not  hyperten- 
sive, but,  as  in  a myotomy  for  achalasia,  care 
should  be  taken  to  avoid  a postoperative  hiatal 
hernia.  The  frequent  association  of  a sliding  hernia 
with  diffuse  spasm  often  requires  concomitant 
hiatal  hernia  repair.  The  results  of  an  extended 
myotomy  for  diffuse  spasm  are  not  as  good  as  those 
following  esophagomyotomy  for  achalasia  of  the 


Fig.  4.  Technique  of  fundoplication.  A,  Fundus 
being  wrapped  around  distal  esophagus.  B,  Place- 
ment of  sutures.  C,  Completed  procedure.  Note 
large  caliber  indwelling  nasogastric  tube. 

esophagus,  only  70  to  80  per  cent  of  the  patients 
so  treated  being  benefited.7  For  this  reason  patients 
should  be  selected  carefully  for  operation.  The 
ideal  candidate  is  an  emotionally  stable  individual 
with  serious  disability  from  the  disease  but  with- 
out evidence  of  associated  gastrointestinal  prob- 
lems. There  should  be  clear  evidence  of  the  severity 
of  the  disease  in  the  form  of  a markedly  abnormal 
esophageal  motility  pattern  ideally  associated  with 
roentgenographic  evidence  of  esophageal  spasm. 

SUMMARY 

Motility  disturbances  of  the  esophagus  are  being 
recognized  with  increasing  frequency,  and  their 
pathophysiology  is  being  clarified.  By  classifying 
these  disorders,  both  as  to  anatomic  site  and  as 
to  whether  hypermotility  or  hypomotility  pre- 
dominates, surgical  treatment  can  be  selected  prop- 
erly. Esophagomyotomy  has  been  found  useful  in 
the  treatment  of  pharyngesophgeal  diverticula,  eso- 
phageal achalasia,  and  diffuse  esophageal  spasm. 
Normal  pressures  can  be  restored  to  a hypertensive 
inferior  esophageal  sphincter  by  sphincter-enhancing 
operations  such  as  the  Xissen  fundoplication. 

605  Commonwealth  Avenue 

Boston,  Massachusetts  02215 
(Concluded  on  page  531) 


Motility  Disturbances  of  the  Esophagus:  A Working  Classification  \\  ith 
Remarks  on  Surgical  Management 


499 


Medical  Periodicals  of  Rhode  Island:  Part  I. 
Transactions  of  the  Rhode  Island  Medical  Society 


This  Publication  Appeared  During  The 
Years  1859  Through  191  'J. 


By  James  E.  Bobick 

During  the  past  centuries  medical  societies  have 
developed  considerably,  beginning  with  small  gath- 
erings of  men  with  common  interests.  Some  groups 
have  flourished  as  large  organizations  with  many 
members,  museums,  libraries,  and  other  facilities. 
The  growth  of  these  societies  has  been  tremendous, 
ranging  from  international  and  national  to  local 
groups  and  smaller  gatherings..  They  have  proved 
invaluable  as  centers  for  discussion  and  have 
greatly  influenced  medical  literature. 

The  Rhode  Island  Medical  Society,  founded  in 
1812,  is  the  eighth  oldest  state  society.  Its  150th 
anniversary  was  observed  in  1962  with  the  pub- 
lication of  The  History  Of  The  Rhode  Island 
Medical  Society  And  Its  Component  Societies, 
1812-196 2.  The  Rhode  Island  General  Assembly 
in  February  approved  a petition  to  charter  the 
state  medical  society.  The  organizational  meeting 
of  the  Society  was  held  in  Providence  on  April 
22,  1812,  and  Amos  Throop  was  elected  President. 
William  A.  Bowen  was  elected  Librarian  and 

MR.  JAMES  E.  BOBICK,  Biological  and.  Medical 
Reference  Librarian,  Sciences  Library,  Brown  Uni- 
versity, Providence,  Rhode  Island. 

This  is  the  first  of  a three  part  series.  Later  in- 
stallments will  cover  other  Rhode  Island  medical 
publications. 


Cabinet  Keeper.  The  first  annual  meeting  of  the 
Rhode  Island  Medical  Society  was  held  in  Provi- 
dence at  the  Court  House  on  September  1,  1812. 

FIRST  OFFICIAL  PUBLICATION 

The  official  journal  of  the  Rhode  Island  Medical 
Society  began  in  1859.  In  the  previous  year  the 
Committee  on  Publication  charged  the  members 
of  the  Society  to  prepare  biographical  and  medical 
sketches  of  distinguished  deceased  members.  This 
project  was  chaired  by  L'sher  Parsons  with  the  aid 
of  Isaac  Ray  and  George  L.  Collins. 

In  1859  a pamphlet  of  64  pages  with  the  cover 
title  “Sketches  of  Rhode  Island  Physicians,  De- 
ceased Prior  to  1850:  Prepared  by  Usher  Parsons, 
for  the  Rhode  Island  Medical  Society”  was  pub- 
lished, designated  on  the  title  page  as  Volume  I of 
the  Transactions  of  the  Rhode  Island  Medical  So- 
ciety.1 The  leaf  following  the  title  page  contained 
the  further  description  of  “History  of  the  Medical 
Profession  in  Rhode  Island”.2 

Pages  three  to  55  consisted  of  “Sketches  of  the 
Lives  of  Early  Physicians”.  The  entries  varied 
from  a single  line  to  several  pages.  The  three 
lengthiest  biographies  were  for  Levi  Wheaton  (pp. 
(19-25),  Solomon  Drowne  (pp.  2 '-34),  and  David 
King  (pp.  50-55).  John  Brett  was  listed  as  a pupil 
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of  Boerhaave  and  one  individual  who  cooperated 
with  Abraham  Redwood  to  establish  the  Redwood 
Library  in  Newport.3  Doctor  William  Bowen  was 
mentioned  as  the  person  who  petitioned  for  the 
charter  to  form  the  Rhode  Island  Medical  Society 
and  was  the  second  President  of  the  new  group.4 

Doctor  Caleb  Fiske  was  mentioned  “as  a former 
President  and  a lasting  benefactor  to  this  So- 
ciety’’.5 It  was  "his  intention  to  provide  a fund, 
the  annual  income  of  which  is  intended  to  excite 
competition  in  the  investigation  of  such  medical 
subjects  as  the  Society  may  propose  for  discus- 
sion".6 The  first  two  awards  were  presented  in 
1835  in  response  to  the  following  questions:7 

“1.  What  are  the  causes  and  nature  of  Rheu- 
matism, and  the  best  mode  of  treatment  to 
be  employed  therein? 

Award  of  forty  dollars  to  Thomas  H.  Webb. 

2.  What  are  the  causes  and  nature  of  Purpura 
Hemorrhagica,  and  the  best  mode  of  treat- 
ment to  be  employed  therein? 

Award  of  forty  dollars  to  David  King, 
M.D.,  of  Newport.” 

Interestingly,  it  was  also  David  King  who  per- 
formed the  first  vaccination  in  the  state.  The  pa- 
tient was  Walter  Cornell  of  Newport,  and  the  date 
was  October  1800.8  Integrated  with  the  biographi- 
cal and  medical  sketches  was  substantial  material 
on  conditions  during  the  early  colonial  and  revo- 
lutionary periods. 

The  remaining  pages  of  Parsons’s  pamphlet  in- 
cluded information  on  “Medical  Education  in 
Rhode  Island”,  the  names  of  the  recipients  of  the 
“Fiske  Fund  Prize  Essays”  along  with  the  respec- 
tive topics  from  1835  to  1858,  “Registration  Re- 
ports”, and  a listing  of  Society  officers.9  Although 
marked  Volume  I,  the  original  64  page  publication 
prepared  by  Usher  Parsons  was  actually  No.  I of 
Volume  I of  the  Transactions  of  the  Rhode  Island 
Medical  Society.  Numbers  two  through  nine  of 
Volume  I were  issued  as  Communications  of  the 
Rhode  Island  Medical  Society.  These  eight  issues 
covered  the  years  1860  to  1877. 

The  Communications  were  issued  under  the  di- 
rection of  a Committee  of  Publication.  Each  issue 
contained  on  its  cover  the  names  of  the  three  or 
four  committee  members.  The  total  number  of 
pages  published  as  Communications  was  474.  An 
additional  132  pages  unevenly  distributed  through- 
out each  issue  as  a second  section  covered  the 
quarterly,  semi-annual,  and  annual  meetings  of 
the  Rhode  Island  Medical  Society. 


Addresses  read  before  the  Society,  case  reports, 
as  well  as  proceedings  of  meetings,  treasurer’s  re- 
ports, listings  of  officers,  and  similar  matters  were 
contained  in  each  publication.  The  second  issue  of 
Volume  I contained  the  following  resolution  pro- 
posed by  Usher  Parsons:10 

“that  a committee  of  three  be  appointed  to  look 
for  and  engage  a room  in  the  city  of  Providence, 
for  the  acommodation  of  the  library,  cabinet 
and  manuscripts,  and  for  holding  the  meetings 
of  this  Society,  at  an  expense  not  exceeding  sev- 
enty-five dollars  a year”. 

The  treasurer’s  report  published  in  the  same  issue 
listed  an  expenditure  of  $54.40  for  printing  the 
Transactions ,n  This  expense  refers  specifically  to 
the  300  copies  of  Parsons’s  pamphlet. 

Volume  I,  No.  4 contained  a note  that  acknowl- 
edgements were  received  from  the  Redwood  Li- 
brary, the  American  Antiquarian  Society,  and  the 
New  Vork  State  Library  for  receipt  of  the  So- 
ciety’s publications.12  The  “Report  of  the  Com- 
mittee of  the  Rhode  Island  Medical  Society  on 
the  Plan  of  the  Rhode  Island  Hospital”  appeared 
in  issue  No.  5,  Volume  I.13  An  inventory  of  So- 
ciety publications  which  appeared  in  this  same 
issue  stated  that  92  of  the  original  300  pamphlets 
prepared  by  Parsons  and  published  as  Volume  I, 
(No.  1)  of  the  Transactions  were  still  available.14 
It  is  worth  noting  that  the  fourth  and  fifth  issues 
of  Volume  I were  the  only  ones  that  actually  con- 
tained No.  4 and  No.  5 imprinted  on  the  upper 
left  hand  oorner  of  the  cover. 

An  interesting  account  of  alcohol  was  presented 
by  L.  F.  C.  Garvin  in  the  Communications  cover- 
ing the  years  1865  to  1872.  One  concluding  para- 
graph was:15 

“In  consideration  of  the  scientific  facts  known 
to  the  profession,  and  the  daily  effects  known 
to  all  men,  we  believe  it  both  a right  and  a 
duty  to  stop  the  sale  of  stimulating  beverages 
bv  irresponsible  persons,  and  to  confine  them 
to  their  proper  place  in  the  drug  store. 

In  that  same  issue  Edward  L Caswell  presented 
a lengthy  historical  account  of  Jenner  and  his  work 
with  vaccination.16  A number  of  obituaries  usually- 
appeared  in  each  issue  of  the  Communications.  For 
the  issue  under  consideration  there  was  one  for 
Usher  Parsons.  It  was  noted  that  he  was  surgeon 
of  O.H.  Perry's  flagship,  the  Lawrence,  during  the 
battle  on  Lake  Erie.17 

At  the  Society’s  semi-annual  meeting  in  Provi- 
( Continued  on  next  page) 
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dence  on  December  16,  1868,  it  was  voted  to 
present  all  books,  instruments,  apparatus,  and 
preparations  to  Rhode  Island  Hospital.18  A Cen- 
tennial Essay  titled  ‘‘The  Premature  Death  of 
Great  Men”  was  presented  by  Lucius  F.  C.  Garvin 
at  the  quarterly  meeting  on  March  15,  18 76. 19 
Garvin  was  followed  by  Doctor  Robert  F.  Xoyes 
who  read  a paper  titled  “Omne  Yivunr  ex  Paren- 
tibus”.20  The  minutes  of  this  meeting  indicated 
that  this  “paper  was  a well  prepared  exposition 
of  the  theory  of  ‘Spontaneous  Evolution',  or 
Equivocal  Generation'  ”.21  The  minutes  further 
reported  that  400  copies  of  the  Communications 
would  be  published.22 

The  ninth,  and  final,  issue  of  Volume  I con- 
tained a complete  index  of  major  addresses  and 
cases,  obituaries,  and  proceedings  which  had  been 
published  as  separately  paged  sections  in  the  in- 
dividual issues.23  A report  presented  at  the  65th 
Annual  Meeting  held  on  June  14,  1876  showed 
that  there  were  84  registered  pharmacists  and  30 
registered  assistant  pharmacists  in  the  state.24  The 
minutes  of  the  March  21,  1877  meeting  reported 
that  "suitable  accommodations  for  books,  journals 
and  publications,  may  be  obtained  at  the  Frank- 
lin Lyceum  rooms  for  the  sum  of  $35.00  a year.”25 
The  Committee  on  Publication  further  recom- 
mended “that  efforts  be  forthwith  made  by  the 
Society  to  form  the  nucleus  of  a library,  and  a 
committee  be  appointed  to  take  the  matter  into 
consideration.23 

The  report  of  the  recording  secretary  for  the 
year  ending  Tune  13,  1877  stated  that  “39  copies 
of  the  ‘Communications'  have  been  sent  to  the 
various  State  societies  and  others”  and  that  a 
total  of  33  volumes  had  been  received  in  ex- 
change.26 The  treasurer’s  report  of  the  same  date 
showed  that  only  29  copies  of  “Sketches  of  Rhode 
Island  Physicians”  were  “on  hand,”27  considerably 
fewer  than  the  92  available  in  1864. 

An  appendix  to  the  final  issue  of  Volume  I of 
the  Communications  contained  the  text  of  "The 
Act  of  Incorporation  of  the  Rhode  Island  Medical 
Society,  together  with  the  By-Laws,  as  Amended 
June  13th,  1877.  and  List  of  Members.28  This  was 
also  the  first  issue  to  contain  advertising,  consist- 
ing of  five  pages  which  described  patent  medicines. 
In  addition,  there  were  full  page  announcements 
(on  both  sides  of  the  back  cover)  of  the  academic 
year  courses  at  Bellevue  Hospital  Medical  Center 
and  Jefferson  Medical  College.  The  expenses  for 
the  regular  session  at  Bellevue  were: 


Fees  for  tickets  to  all  the  lectures  during 
the  preliminary  and  regular  term,  in- 


cluding clinical  lectures  $140.00 

Matriculation  fee  5.00 

Demonstrator’s  ticket  (including  material 

for  dissection)  10.00 

Graduation  fee  30.00 


The  format  observed  in  the  nine  issues  compris- 
ing the  first  volume  of  the  Transactions,  i.e.,  Com- 
munications oj  the  Rhode  Island  Medical  Society 
was  to  be  followed  fairly  closely  until  this  pub- 
lication ceased  in  1912.  Collectively,  eight  volumes 
were  published  between  the  years  1859  and  1912. 
The  following  summarizes  the  volumes  and  the 
inclusive  years: 


Volume  and  Issues 

I  (9  issues) 

II  (6  issues) 

III  (6  issues) 

IV  (5  issues) 

V  (5  issues) 

VI  (5  issues) 

VII  (6  issues) 
VIII  (3  issues) 


Years  Covered 
1859-1877 
1877-1882 
1883-1888 
1889-1  SO* 
1894-1898 
1899-1903 
1904-1909 
1910-1912 


Beginning  with  Volume  II  the  original  title 
dating  back  to  1859  of  Transactions  oj  the  Rhode 
Island  Medical  Society  was  adopted  and  employed 
until  1912.  Therefore,  only  issues  two  through 
eight  in  Volume  I were  published  as  Communica- 
tions oj  the  Rhode  Island  Medical  Society. 


VOLUME  II  OF  THE  TRANSACTIONS 

Volume  II  consisted  of  six  parts  covering  the 
years  1877  to  1882.  The  total  number  of  pages 
published  was  559.  Also,  with  this  and  later  vol- 
umes there  was  one  continuous  pagination.  The 
proceedings  of  meetings  and  original  contributions 
were  no  longer  paged  separately.  Generally  speak- 
ing, the  proceedings  appeared  in  the  initial  pages 
of  an  issue  while  the  addresses,  case  reports,  and 
similar  material  followed. 

Advertisements  for  pharmaceutical  preparations 
appeared  more  frequentlyy  as  well  as  descriptions 
of  apparatus  and  materials  used  by  physicians. 
Descriptive  information  and  advertisements  from 
McKesson  & Robbins,  Wyeth,  and  Parke-Davis 
appeared  regularly.  Additional  medical  depart- 
ments placed  notices  of  instructional  programs. 
Yale,  Dartmouth,  Vermont,  and  Bowdoin  were 
new  listings,  while  the  one  for  Bellevue  had  ap- 
peared earlier.  The  comparative  costs  were:  Yale, 
$235;  Bellevue,  $185;  Dartmouth,  $147;  Vermont, 
$100.  Fees  for  Bowdoin  were  not  listed. 

Similarly,  advertisements  for  medical  books  as 
well  as  book  dealers  made  their  appearance  in 
Volume  II  of  the  Transactions.  The  advertisement 
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for  Stephen  Smith’s  A Manual  Of  The  Prin- 
ciples And  Practice  Of  Operative  Surgery 
(Houghton,  Mifflin)  included  reviews  from  dis- 
tinguished physicians.  A typical  endorsement  is 
that  of  Gross:29 

“Are  you  aware  that  you  have  produced  a 
great  book?  If  not,  let  me  assure  you  of  the  fact. 
I believe  I am  perfectly  familiar  with  the  litera- 
ture of  surgery,  and  if  there  is  any  work  of  the 
kind  equal  to  yours  in  any  language,  I am  not 
acquainted  with  it.  This  is  saying  a great  deal, 
but  only  what  is  strictly  true.  The  work,  con- 
sidered as  a whole,  does  you  infinite  credit,  and 
cannot  but  be  regarded  as  a most  valuable  addi- 
tion to  the  surgical  literature  of  our  country. 

— PROF.  S.  D.  GROSS,  Professor  of  Surgery 
in  Jefferson  Medical  College,  Philadelphia,  Pa.” 
A notice  to  the  Fellows  of  the  Rhode  Island 
Medical  Society  soliciting  gifts  of  books  and  jour- 
nals was  placed  in  the  1880  issue  of  the  Transac- 
tions by  the  Library  Committee  and  George  D. 
Hersey,  Librarian.30  The  following  issue  contained 
a full  page  announcement  of  39  recent  acquisitions 
to  the  Library  of  the  Rhode  Island  Medical  So- 
ciety together  with  the  note  that  “about  1,800 
volumes  are  now  accessible”.31 

At  the  quarterly  meeting  of  September  19,  1877 
Doctor  T.  Newell,  Chairman  of  the  Special  Com- 
mittee on  Hall  and  Library,  presented  several 
recommendation.  One  was  the  establishment  of  a 
“library  standing  committee”  and  an  annual  as- 
sessment of  $1.00  per  member  to  be  added  to  the 
library  treasury  fund.32 

The  annual  report  of  the  secretary,  dated  June 
12,  1878,  listed  the  active  membership  of  the  So- 
ciety as  159  and  the  honorary  membership  24.33 
At  the  quarterly  meeting  on  December  19,  1878 
“Doctor  Caswell  exhibited  a specimen  number  of 
the  Index  Medicus,  a monthly  journal  published 
by  Surgeon  General  Billings”.34 

Extensive  reports  from  the  Library  Committee 
and  Publication  Committee  appeared  in  each  issue 
of  the  Transactions.  Among  the  items  considered 
in  detail  were  gifts,  exchanges,  library  holdings, 
publication  costs,  and  advertisement  income.  The 
annual  report  of  Doctor  W.  O.  Brown,  Chairman 
of  the  Committee  on  Publication,  contained  a note 
that  the  secretary  of  the  Society  “has  received  a 
copy  of  the  transactions  of  the  medical  societies 
of  every  state  in  the  Union,  excepting  Nevada, 
which  has  no  medical  society,  we  are  informed”.35 
Three  articles  from  the  second  volume  of  the 


Transactions  are  of  interest:  “Trephining  in  Epi- 
lepsy”, by  Charles  O’Leary30;  “A  Case  of  Re- 
moval of  Both  Ovaries  by  Abdominal  Section”,  by 
Anita  E.  Tyng37;  and  “Malaria  in  Providence”, 
by  C.  V.  Chapin.38  The  case  report  by  Doctor 
Tyng  was  the  first  accompanied  by  journal  cita- 
tions to  appear  in  the  Transactions.  The  obituary 
notice  and  list  of  writings  published  by  Isaac  Ray, 
associated  with  Butler  Hospital,  appeared  in  the 
1881  Transactions ,39 

EXPERIMENT  WITH  ADVERTISING 
Volume  III  of  the  Transactions  of  the  Rhode 
Island  Medical  Society  covered  the  years  1883  to 
1888  and  consisted  of  six  parts.  The  number  of 
pages  published  was  592.  The  already  mentioned 
features  and  format  were  essentially  the  same.  Ad- 
vertising was  expanded  to  include  insurance 
agents,  lists  of  “trained  nurses”  and  their  educa- 
tional backgrounds,40  and  subscription  prices  to 
medical  periodicals.  The  Franklin  Bookstore  of 
Providence  offered  these  titles  among  others:41 
Boston  Medical  and  Surgical  Journal  $4.50  year 

Medical  Times,  Philadelphia  $3.50  year 

Physician  and  Pharmacist  $1.75  year 

Cancer  Journal  $1.00  year 

Three  articles  generally  related  to  public  health, 
one  of  an  historic  nature,  appeared  in  the  third 
volume  of  the  Transactions.  Edwin  M.  Snow  wrote 
the  “Early  History  of  Vaccination  in  Providence”. 
His  paper  was  followed  by  a facsimile  copy  of 
“Cow-Pock  Inoculation”  which  was  described  as  a 
“Hand-bill  distributed  by  a committee  of  the  town 
of  Providence,  181 0”.42  The  other  articles  of  in- 
terest in  public  health  were  G.  Taber  Swarts’ 
"Statistics  of  an  Investigation  of  the  Premises  and 
Habitation  of  Three  Hundred  Cases  of  Typhoid 
Fever  Occurring  in  Providence,  During  the  Win- 
ter of  1882-1883”43  and  “The  Anticipatory  Treat- 
ment of  Local  Epidemics”  by  H.  R.  Storer.44 

The  “First,  Second,  Third.  Fourth  and  Fifth 
Annual  Reports  of  the  Librarian;  1879-1884“  were 
presented  by  George  D.  Hersey  in  the  1884  Trans- 
actions.^ The  annual  growth  of  the  Library  was: 


1879-1880 

600  vols. 

18^0-1881 

993  vols. 

1881-1882 

501  vols. 

1882-1883 

409  vols. 

1883-1884 

1083  vols. 

Total 

3586  vols. 

Exchange  items,  gifts,  the  card  catalog,  and  other 
topics  were  considered  in  detail.  The  quarterly 
meeting  of  September  13,  1888  contained  a note 
(Continued  on  next  page) 
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that  the  Library  had  7.300  bound  volumes  and  “a 
very  large  number  of  pamphlets”.  Furthermore, 
the  Library  “receives  regularly  one  hundred  peri- 
odicals, and  has  now  complete  files  of  nearly  all 
the  medical  journals  that  have  been  published  in 
English  for  the  past  one  hundred  years”.46 

A more  complete  report  of  the  Library  Commit- 
tee from  the  previous  issue  of  the  Transactions 
was  as  follows:47 

"The  Committee  on  the  Library  present  their 
eighth  annual  report:  During  the  year  ending 
May  31,  1887,  the  Library  received  1014  ac- 
cessions, from  the  following  sources: 


From  gifts  688  vols. 

From  exchanges  92  vols. 

From  transfer  by  binding  185  vols. 

From  purchases  42.  vols. 

Source  unknown  7 vols. 


Total  gain  1014 

Reported  last  year  5630 

Total,  May  31,  1887  6644 


An  interesting  sketch  by  James  H.  Eldridge 
titled  “Reminiscences  of  Fifty  Years  in  the  Rhode 
Island  Medical  Society”  appeared  in  the  1888 
Transactions ,48  An  appendix  to  this  paper  con- 
tained a complete  list  of  the  Fiske  Fund  Prize 
Essays  from  1835  to  1888.  The  most  recent  re- 
cipient was  Charles  Y.  Chapin  who  in  1888  was 
awarded  $200.00  for  his  presentation  on  the  topic: 
“What  changes  has  the  acceptance  of  the  germ 
theory  made  in  measures  for  the  prevention  and 
treatment  of  Consumption?”49  It  is  worth  noting 
that  Chapin,  also  won  on  four  previous  occasions.50 

1880.  XXL  The  sympathetic  nerve;  its 
relation  to  disease. 

Award  of  two  hundred  dollars  . . . 

1884.  XXXII.  The  origin  and  progress  of 

malarial  fever  now  prevalent 
in  New  England. 

Award  of  three  hundred  dollars  . . . 

1885.  XXXIII.  The  present  state  of  the  germ 

theory  of  disease. 

Award  of  two  hundred  dollars  . . . 

1886.  XXXV.  The  methods  and  practical  re- 

sults of  treatment  of  the  ma- 
larial diseases  now  prevalent 
in  New  England. 

Award  of  two  hundred  dollars  . . . 

Volume  IV  of  the  Transactions  issued  between 
1889  and  1893  was  in  five  parts  consisting  of  637 
pages.  The  continued  growth  of  the  Rhode  Island 
Medical  Society  Library  through  these  years  was 


again  evidenced  by  the  number  of  recently  added 
volumes.  However,  the  financial  status  of  the  Li- 
brary appeared  to  be  precarious.  At  the  quarterly 
meeting  held  on  March  14,  1889  the  following 
was  recorded: 51 

“Doctor  H.  G.  Miller  spoke  of  the  financial 
status  of  the  Society,  and  said  the  circulars  re- 
cently sent  to  each  Fellow  of  the  Society,  asking 
for  subscriptions  for  the  maintenance  of  the  Li- 
brary, had  resulted  thus  far  in  the  sum  of  $60. 
Also  that  the  Library  Committee  were  desirous 
of  paying  several  bills,  but  were  unable  to  do  so. 
The  great  intrinsic  value  of  the  Library  was 
spoken  of  and  the  importance  of  providing 
means  for  its  support  and  future  development. 

Upon  motion  of  Doctor  Miller  it  was  voted 
that  the  Library  Committee  be  authorized  to 
draw  upon  the  Treasurer  of  the  Society  to  the 
amount  of  $300”. 

The  annual  address  delivered  by  George  L.  Col- 
lins at  the  June  9,  1889  meeting  was  titled  “State 
Control  of  Medical  Practice”.52  Articles  on  public 
health,  especially  typhoid  fever,  continued  to  ap- 
pear, such  as  Gardner  T.  Swarts’s  “The  Bacillus 
of  Typhoid  Fever”53  and  “Some  Points  in  the 
Etiology  of  Typhoid  Fever”  by  Charles  V. 
Chapin.54  The  total  membership  of  the  Rhode  Is- 
land Medical  Society  as  of  December  31,  1889 
was  208.  The  1889  Transactions  was  the  last  issue 
to  contain  advertisements. 

In  the  past,  the  address  delivered  at  the  an- 
nual meeting  had  usually  been  on  a scientific 
topic  or  original  investigagtion.  Doctor  John  W. 
Mitchell  departed  from  this  format  at  the  June 
12,  1890  meeting,  speaking  on  “The  Rhode  Island 
Medical  Society”.55  In  this  address  special  con- 
sideration was  given  to  Doctor  Amos  Throop,  the 
first  President  of  the  Society.  Still  another  inno- 
vation appeared  in  the  1890  Transactions.  W.  L. 
Munro’s  “An  Unique  Exanthem  Following  an 
Acute  Attack  of  Epidemic  Influenza”  was  accom- 
panied by  a full  page  “chromo-lithographic  illus- 
tration” reproduced  from  the  July  1891  issue  of 
The  Journal  of  Cutaneous  and  Genito-Urinary  Dis- 
eases.™ It  should  be  mentioned  that  the  1890 
Transactions  were  published  in  1891;  hence,  the 
inclusion  of  the  1891  illustration. 

At  the  quarterly  meeting  held  on  September  1, 
1892  the  secretary  read  a copy  of  two  resolutions 
received  from  the  Medical  Society  of  Pennsylvania 
which  had  been  adopted  by  that  group  in  May 
1892.  The  full  text  was:57 

Resolved , That  the  Medical  Society  of  the 
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State  of  Pennsylvania  hereby  expresses  its  high- 
est disapprobation  of  the  practice  of  giving  cer- 
tificates or  testimonials  to  secret  preparations 
alleged  to  be  of  medicinal  virtue,  and  calls  the 
attention  of  the  affiliated  county  societies  to 
the  fact  that  such  action  on  the  part  of  members 
of  the  said  societies  is  in  derogation  of  the  dig- 
nity of  the  profession,  and  in  violation  of  the 
letter  and  the  spirit  of  the  Code  of  Ethics  of 
the  American  Medical  Association  and  of  this 
Society. 

Resolved,  That  this  Society  likewise  expresses 
its  disapprobation  of  the  practice  of  inserting 
advertisements  of  secret  preparations  in  the  col- 
umns of  medical  journals,  such  action  being  an 
insult  to  the  intelligence  of  the  profession,  and 
a degradation  of  journals  indulging  therein  to 
the  level  of  the  patent  medicine  almanac.  Es- 
pecially to  be  condemned  is  the  action  of  the 
Journal  of  the  American  Medical  Association  in 
admitting  such  advertisements”. 

Xo  action  was  taken  (by  the  Rhode  Island  Medi- 
cal Society)  regarding  this  matter. 

The  report  of  the  Committee  on  the  Library 
for  the  year  ending  May  31,  1891  listed  396  ac- 
cessions and  the  total  number  of  volumes  as  9,420. 
It  was  also  stated  that  “a  copy  of  Cuvier’s  Human 
Anatomy  in  five  folio  volumes”  was  received  from 
the  library  of  Doctor  Charles  \V.  Parsons.58  The 
minutes  of  the  December  7,  1893  quarterly  meet- 
ing contained  a request  from  the  publishers  of  the 
Rhode  Island  Medical  Science  Monthly  to:59 
‘‘publish  the  proceedings  of  the  Society  and. 
being  prompted  by  a desire  to  give  correct,  full 
and  true  reports  of  the  meetings,  reports  that 
shall  be  satisfactory  to  all  parties  concerned,  we 
most  earnestly  request  that  the  privilege  be 
granted  us  to  have  our  stenographer  present  to 
take  down  the  proceedings  of  the  various  meet- 
ings”. 

APPEARANCE  OF  OTHER  PUBLICATIONS 

This  new  journal,  the  Rhode  Island  Medical 
Science  Monthly,  was  the  first  medical  journal 
published  in  Rhode  Island.  It  was  founded  in  1893 
and  continued  publication  until  October  1894.  At 
that  time  the  title  was  changed  to  the  Atlantic 
Medical  Weekly  and  continued  until  1898.  Col- 
lectively, 10  volumes  were  published;  Volumes  1 
and  2 (1893-1894)  as  the  Rhode  Is1  and  Medical 
Science  Monthly  and  Volumes  3 through  10  (1894- 
1898)  as  the  Atlantic  Medical  Weekly ,60  In  1900 
the  Providence  Medical  Association  began  the 


quarterly  publication  of  the  Providence  Medical 
Journal.  Between  1900  and  1916,  17  volumes  were 
issued  under  this  title.  These  publications,  as  well 
as  the  present  Rhode  Island  Medical  Journal,  will 
be  considered  more  completely  in  later  parts  of 
this  series. 

The  fifth  volume  of  the  Transactions  issued 
Tom  1894  to  1898  consisted  of  660  pages  pub- 
lished in  five  parts.  Doctor  V'.  J.  McCaw  reported 
at  the  March  5,  1896  meeting  that  "the  specimens 
belonging  to  the  Society  had  been  transferred  for 
safe  keeping  to  the  Museum  of  Brown  University 
. . . and  are  properly  arranged  and  labeled,  and 
are  accessible  to  the  Fellows  of  the  society  at  any 
time”.61  It  had  been  recorded  earlier  that:62 
"the  use  and  the  usefulness  of  the  library  a~e 
gradually  increasing..  During  the  past  year  its 
privileges  have  been  granted  to  the  students 
and  professors  of  Brown  University.  It  is  a 
pleasant  to  record  that  every  book  taken  by 
them  has  been  promptly  returned  when  due, 
which  has  not  always  been  the  case  with  those 
taken  by  members  of  the  Society". 

Among  other  items  of  interest  related  to  Brown 
University  was  a report  of  a demonstration  by 
Professor  H.  C.  Bumpus  of  “the  X rays,  and  after 
adjournment  an  opportunity  was  ...  to  witness 
the  operation  cf  the  Holtz  machine”.63  It  was  later 
reported  that  Alpheus  Spring  Packard.  M.D.,  Ph.D. 
and  Hermon  Carey  Bumpus,  Ph.D..  both  of  Brown, 
were  elected  Honorary  Members  of  the  Society.64 

The  following  information  was  abstracted  from 
the  minutes  of  the  quarterly  meeting  of  December 
3,  1 896 : 65 

“A  communication  was  received  from  the 
Pasteur  Monument  Association  of  the  United 
States  requesting  the  cooperation  cf  the  Society 
in  collecting  a fund  for  the  purpose  of  erecting 
a monument  to  the  late  M.  Pasteur  in  Paris. 

The  Secretary  was  authorized  to  receive  and 
forward  subscriptions.” 

An  article  on  “Compulsory  Vaccination”  by  L. 
F.  C.  Garvin  also  appeared  in  the  Transactions  of 
1S96.66  It  is  of  particular  interest  that  an  authori- 
zation was  approved  for  5.000  copies  of  this  paper 
to  be  printed  for  free  distribution.67 

H.  G.  Millers  Annual  Report  of  the  Committee 
cn  the  Library  for  1896  included  the  following:6’ 

“Continued  experience  with  the  wants  of  busy 
practitioners,  essay  writers,  and  students  en- 
gaged in  original  research,  shows  that  periodicrls 
(Continued  on  next  page) 
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(sic),  including  Society  Transactions,  and  the 
annual  Hospital  and  Health  Reports,  form  the 
most  useful  section  of  the  library.  It  is  the  living, 
up-to-date  part  of  medical  literature;  always 
in  demand.  The  growth  of  our  library  has  for- 
tunately been  almost  wholly  in  this  direction, 
making  our  collection  of  special  convenience  and 
value  for  reference  purposes/’ 

Among  the  obituaries  in  the  same  issue  was  that 
of  Annie  News.  It  is  noteworthy  that  it  began 
with  this  phrase;69 

"To  the  Rhode  Island  Medical  Society  be- 
longs the  honor  of  being  the  first  among  the 
State  medical  societies  to  elect  a woman  to  its 
fellowship  . . . .” 

It  appears  that  the  members  found  it  pleasing 
to  reminisce  about  the  early  days  of  the  Society 
and  its  members  as  yet  another  historical  paper 
(see  reference  55)  titled  "The  Rhode  Island  Medi- 
cal Society  of  Fifty  Years  Ago'’,  written  by  J.  W. 
C.  Ely,  was  published  at  this  time.  Several  humor- 
ous anecdotes  of  Doctor  Lewis  L.  Miller  and  others 
were  presented.70 

A FAMOUS  ADDRESS  BY  OSLER 
Volume  VI  of  the  Transactions,  dated  1899  to 
1903,  consisted  of  five  parts  comprising  696  pages. 
The  .Annual  Address,  delivered  at  the  December 
7,  1899  meeting  was  given  by  William  Osier.  The 
title  was  ‘‘A  Rhode  Island  Philosopher  (Elisha 
Bartlett)"’.71  The  following  is  a footnote  from  that 
address:72 

• Parsons  closes  his  HISTORICAL  TRACT 
OX  THE  BROWX  UXIVERSITY  MEDICAL 
SCHOOL  with  the  sentence,  'Whether  this  city, 
the  second  in  New  England,  shall  become  the 
seat  of  such  a school  (that  is,  a revived  depart- 
ment of  medicine)  must  depend  very  much  on 
the  zeal,  persistence  and  ability  of  its  physi- 
cians.’ May  I be  permitted  to  remark,  Mr. 
President,  that  the  existing  conditions  are  singu- 
larly favorable  for  a small  first-class  school. 
Here  are  college  laboratories  of  physics,  chem- 
istry and  biology,  and  modern  hospitals,  with 
300  beds.  What  is  lacking?  Xeither  zeal,  per- 
sistence nor  ability  on  the  part  of  the  physicians, 
but  a generous  donation  to  the  University  of  a 
million  of  dollars  with  which  to  equip  and  endow 
laboratories  of  anatomy,  physiology,  pathology 
and  hygiene.  These  alone  are  lacking:  the  pre- 
liminary scientific  school  is  here;  the  clinical 
school  is  at  your  doors;  the  money  should  be 
the  least  difficult  thing  to  get  in  this  plutocratic 
town.  The  day  has  come  for  small  medical 


schools  in  university  towns  with  good  clinical 
facilities.” 

The  next  Annual  Address  following  that  of 
Osier  delivered  on  September  6,  1900  by  George 
D.  Hersey,  was  titled  '‘The  Medical  Library  as  a 
Factor  in  Medical  Progress.  The  development 
of  the  Rhode  Island  Medical  Society  Library  was 
traced,  and  a concluding  paragraph  emphasized 
the  symbiotic  relationship  between  the  library  and 
the  laboratory. 

Interaction  between  the  Society  and  Brown  Uni- 
versity appeared  to  continue  beyond  the  previous 
nformal  arrangements.  Volume  VI  of  the  Trans- 
a tions  contained  three  papers  by  Brown  profes- 
sors. They  were:  "Rhode  Island's  Poisonous 
Plants”  by  William  Whitman  Bailey,74  ‘ The  Ef- 
fects of  Chemical  and  Physical  Influences  on  the 
Development  of  the  Embryo”  by  A.  D.  Mead.75 
and  "The  Relation  of  Mental  Content  to  Xervous 
Activity”  by  E.  B.  Delabarre.76 

The  obituary  notices  printed  in  the  1903  Trans- 
actions included  that  of  Oliver  Chase  Wiggin. 
"The  Providence  Lying-In  Hospital  was  organized 
largely  by  his  initiative  and  efforts,  and  he  served 
as  its  first  president  from  1884  until  . . . 1891.”77 

There  were  six  parts  to  Volume  VII  of  the  Trans- 
actions, issued  from  19C4  to  1909.  These  issues 
had  a total  pagination  of  889.  The  Library  Report 
for  1904  stated  that:78 

■‘One  hundred  and  seventy-five  periodicals 
are  received  regularly.  Of  these,  one  hundred 
and  sixty  are  American  and  fifteen  are  foreign. 
There  are  still  others  which  appear  irregularly." 
It  was  also  reported  that:79 

"Among  the  additions  to  the  1 brary  during 
the  year,  the  most  notable  is  that  given  by  Doc- 
tor Charles  A’.  Chapin,  of  books  connected  with 
sanitary  science,  in  which  he  is  so  well  known 
an  authority.  A vast  number  of  periodicals  and 
bound  volumes  containing  the  transactions  of 
various  boards  of  health  and  associations  in- 
terested in  sanitary  science,  have  been  con- 
tributed by  him.  and  these,  with  our  previous 
acquisitions  in  that  line,  make  our  library 
among  the  foremost  in  the  country,  to  those 
interested  in  invest'gations  in  that  direction.” 
Papers  on  mental  illness  began  to  appear  in  the 
Transactions  more  frequently,  such  as  William 
F.  Gleason's  "Education  of  the  Feeble  Minded”80 
and  “The  Lay  Treatment  of  the  Insane  in  Rhode 
Island”  by  Henry  A.  Jones.81  A list  of  officers  of 
(Concluded  on  page  532) 
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America’s  No.  1 Crisis 


The  Moral  Ideal  Of  Self-Discipline  And 
Acceptance  Of  Standards  Is  Reaffirmed 


By  Rev.  Joseph  L.  Lennon,  O.P. 


Xot  long  ago,  addressing  the  Providence  Rotary 
Club,  Senator  John  O.  Pastore  declared  that  the 
problem  of  energy  was  the  No.  1 crisis  facing 
America.  With  due  deference  to  the  distinguished, 
senior  Senator  from  Rhode  Island,  I submit  that 
the  major  crisis  we  face  today  is  moral.  To  sub- 
stantiate my  thesis,  do  not  expect  me  to  tick  off 
the  dismal  statistics  of  dishonesty,  crime,  cheat- 
ing, vandalism,  perjury,  graft,  payola,  kick-backs, 
indictments,  convictions  or  other  offences.  Nor  do 
I intend  to  discuss  the  decay  of  decency,  the  moral 
bankruptcy  of  our  times,  nor  the  web  of  decep- 
tion and  power-grabbing  known  as  Watergate. 

Perhaps  we  are  becoming  a nation  of  smooth- 
faced, soft-spoken,  middle-aged  boys,  hustlers,  and 
packagers,  loyal  not  to  profoundly  held  personal 
convictions  but  to  what  is  becoming  a golden  rule 
in  America:  “To  get  ahead,  go  along.”  All  these 
scandals,  however,  are  symptomatic  of  a deeper, 
ethical  malaise. 

HISTORICAL  PERSPECTIVE 

No  age  has  ever  been  free  from  violations  of  its 

REV.  JOSEPH  L.  LENNON,  O.P.,  Vice  President 
for  Community  A f fairs,  Providence  College; 
Member , Board  of  Directors,  Rhode  Island  Blue 
Shield. 

Address  Delivered  at  Providence  Rotary  Club  lunch- 
eon, July  31,  1973. 


accepted  code.  Take  Puritanism.  The  records  of  a 
Boston  church  from  1760  to  1775  show  that  of 
the  200  persons  wanting  to  wed,  66  confessed  to 
fornication  before  marriage.  Perhaps  thsi  repre- 
sents a law  of  averages  in  Puritan  pre-marital  sex 
sins.  But  to  transgress  accepted  values  is  one  thing; 
to  lose  all  sense  of  an  objective  moral  order  is 
quite  another.  This  is  precisely  the  present  pre- 
dicament. The  unique  feature  of  the  current  moral 
crisis  is  not  so  much  a widespread  violation  of 
standards  as  it  is  the  rejection  of  the  idea  that 
there  are  any  standards.  Many  of  the  young  and 
middle-aged  in  our  society  are  ideologically  naked. 
That  is  why  any  analysis  that  spends  time  wring- 
ing hands  over  the  immorality  of  our  times  as 
compared  with  the  so-called  “good  old  days”  fails 
to  connect.  Let  the  Cassandras  cry  out  “O  tempora, 
O mores!” 

If  we  believe  what  we  see  and  what  social  scien- 
tists tell  us  it  seems  clear  that  an  eat-drink-and- 
be-merry  philosophy  is  abroad  in  the  land.  This 
is  understandable.  When  the  future  is  too  uncer- 
tain or  too  bleak,  past  values  and  beliefs  do  not 
hold  a person  to  a patient  or  cooperative  approach 
to  life.  Instead,  there  is  an  emphasis  on  everyone 
getting  what  he  believes  is  rightfully  his,  and  on 
getting  it  now.  A psychology  of  immediacy  holds 
sway;  the  need  of  the  moment  becomes  para- 
(Continued  on  next  page) 
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mount.  In  such  a now  world  one  finds  little  com- 
mitment to  the  larger  community  or  to  the  high 
ideals  of  integrity,  honesty,  and  service  to  others. 
Self-indulgence  becomes  the  order  of  the  day. 
Frank  Sinatra  sums  it  up  pretty  well.  He  said: 
“I’m  for  anything  that  gets  you  through  the  night, 
be  it  prayer,  pills,  or  a bottle  of  Jack  Daniels.” 

INSTANT  GRATIFICATION 

The  young,  especially,  seem  to  be  sensitive  to 
the  meaning  of  the  now  life.  After  all,  they  learn 
from  the  society  in  which  they  live,  and  Americans 
are  in  the  forefront  in  the  chase  for  instant  grati- 
fication. While  Mom  and  Dad  are  gaining  instant 
relief  from  headaches,  constipation,  fatigue,  in- 
somnia, and  depression,  it  should  not  be  surpris- 
ing if  Junior  thinks  he  can  gain  instant  knowledge 
of  God,  enjoy  instant  sex  simply  by  dropping  a 
pill,  or  solve  intricate  human  problems  in  30  min- 
utes as  they  do  on  television.  There  is  even  instant 
prayer  (dial-a-prayer)  and  instant  ordination  for 
would-be  ministers  (the  Rev.  Hensley  of  the  Uni- 
versal Life  Church,  according  to  his  own  claim, 
has  processed  450,000  ordinations  by  mail). 

Indeed,  Americans  are  so  awash  in  miracle  pills 
and  potions  that  we  now  crave  shortcuts  even  on 
noads  that  have  no  bend.  In  learning,  for  example, 
people  are  duped  into  believing  that  they  can  get- 
rich-quick  mentally.  So  we  read  condensed  books, 
classic  comics,  capsulized  histories,  brief  biogra- 
phies and  take  five-day  courses  in  mind  control 
and  transcendental  meditation.  Outlines  of  eco- 
nomics, psychology,  philosophy;  primers  on  rela- 
tivity; ABC’s  of  atomic  theory  — all  provide  a 
superficial  smattering  of  knowledge  which  parades 
as  wisdom. 

Indeed,  campus  unrest  in  large  measure  is  cre- 
ated by  the  fact  that  young  people  clamor  for 
instant  learning.  The  grubbing  for  facts  and  the 
digging  in  sources  is  disdained  as  being  tedious 
and  niggling.  With  an  attitude  like  this,  college 
education  comes  to  be  looked  on  as  a bag  of  tricks, 
mastery  of  which  will  bring  early  success,  a kind 
of  secret  magic,  knowledge  of  which  will  imme- 
diately transform  one’s  personality  and  confer 
fame  and  fortune.  No  wonder,  then,  that  discon- 
tent and  disillusionment  set  in  when  the  college 
fails  to  come  up  with  the  abracadabra  for  shorten- 
ing time  and  effort  and  producing  instant  wisdom. 

NO  SHORTCUTS 

As  an  educator,  let  me  assure  you:  there  is  no 
way  to  eliminate  time  and  effort  in  the  learning 


process.  Shoddiness  results  when  shortcuts  are 
sought  in  matters  of  mental  growth.  The  only  time 
wasted  in  education  is  time  spent  trying  to  save 
time.  The  same  could  be  said  for  spiritual  growth 
and  general  maturity.  No  matter  what  the  Jesus 
freaks  say,  there’s  just  no  way  to  become  a saint 
over  night:  nor  do  you  blossom  into  a beautiful 
mature  personality  merely  by  following  the  in- 
structions of  a Norman  Vincent  Peale  or  a Kahlil 
Gibran. 

Don’t  misunderstand  me:  I am  not  opposed  to 
instant  results  where  feasible,  nor  am  I asserting 
that  instant  gratifications  are  wrong,  but  I am 
saying  that  some  goals  are  realized  only  after 
prolonged  work  and  effort,  that  in  order  to  achieve 
long-range  objectives  we  have  to  defer  present 
satisfactions,  that  the  finest  things  in  life  — un- 
selfish service,  love  and  sacrifice  - — - show  them- 
selves in  the  face  of  obstacles,  reverses,  tragedies, 
that  discipline  and  self-restraint  are  the  price  one 
should  be  willing  to  pay  to  achieve  noble  ideals 
and  laudable  goals. 

This  theme  is  not  new.  The  church  has  always 
taught  the  value  of  sacrifice  as  a means  to  an  end. 
St.  Paul  says,  "For  the  joy  that  is  set  before  us, 
we  endure  the  cross.”  But  church  influence  has 
dwindled.  Indeed,  the  church  today  is  not  so  much 
despised  and  opposed;  it  is  simply  ignored.  It  is 
derided  for  being  irrelevant  to  both  personal  ful- 
fillment and  the  good  society.  Organized  religion 
— Protestant,  Catholic  and  Jewish  — can  brag  of 
very  little  success  in  stopping  the  rising  tide  of 
indifferentism  that  is  emptying  the  churches  and 
finding  expression  in  huge  numbers  of  Americans 
who  declare  themselves  to  be  unaffiliated  with  any 
religious  denomination.  Since  religion,  tradition- 
ally, has  always  defended,  supported,  and  pro- 
moted moral  behavior,  its  diminished  influence 
has  undoubtedly  contributed  to  the  moral  crisis 
we  now  face. 

A lITTLE  LARCENY 

Of  course,  few  would  deny  that  pressures  forc- 
ing a man  to  do  wrong  in  our  society  are  strong  — 
so  strong  that  he  often  falls  in  with  the  theme  of 
the  hit  song  from  My  Fair  Lady: 

With  a little  bit  of  luck 

With  a little  bit  of  luck 

When  temptation  comes  you'll  give  right  in. 

Indeed,  a recent  Gallup  Poll  painfully  makes  clear 
what  most  Americans  suspect:  every  citizen  has  a 
little  larceny  in  his  heart.  Regarding  Watergate, 
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one  citizen  is  quoted  as  saying,  “If  we  got  rid  of 
all  the  shady  people  in  Washington,  who’d  be  left 
to  run  the  government?”  Dishonesty  is  taken  for 
granted,  and  there  is  a general  feeling  that  very 
little  can  be  done  about  it.  A recent  movie,  "The 
Thiej  Who  Came  to  Dinner”,  is  based  on  the  same 
premise,  namely,  that  you  can't  find  an  honest 
man  today;  just  about  everyone  in  the  United 
States  is  crooked  and  corrupt,  and  those  who  aren't 
are  ludicrous  and  out-of-it  squares.  In  fact,  the 
message  of  the  film  is  clear:  because  we  are  all 
guilty,  nobody  is  guilty;  so  there  is  nothing  un- 
ethical by  present  day  standards  about  being  a 
thief.  Need  I point  out  that  if  the  everybody-is- 
doing-it  idea  becomes  the  operational  norm  for 
most  Americans,  then  we  might  as  well  close  up 
shop  and  place  a sign  in  the  window,  “Democracy 
Out  of  Business’’. 

Why?  Because  the  very  existence  of  a democracy 
like  ours  calls  for  a relatively  high  level  of  virtue 
in  its  citizens.  The  civil  law  aims  at  enforcing  only 
that  degree  of  good  conduct  that  is  necessary  for 
the  peace,  good  order,  and  well  being  of  society. 
It  demands  only  the  minimum.  It  does  not  define 
the  full  duty  of  any  citizen  in  any  situation.  It 
prohibits  socially  intolerable  conduct  and  pre- 
scribes the  minimum  that  is  obligatory  in  situa- 
tions where  affirmative  action  is  legally  required. 
But  the  law  does  not  prescribe  what  society  re- 
gards as  optimum  or  even  desirable  conduct. 

Indeed,  the  major  difference  between  a demo- 
cratic and  an  authoritarian  society  is  that  democ- 
racy leaves  the  maximum  range  of  freedom  for 
individual  action.  In  an  authoritarian  society,  on 
the  other  hand,  the  law  undertakes  to  prescribe 
what  the  government  regards  as  desirable  con- 
duct, thus  imposing  real  obligations  with  respect 
to  a much  wider  area  and  leaving  a much  smaller 
degree  of  choice  to  the  individual. 

SOCIAL  RESPONSIBILITY 

Robert  M.  Hutchins  puts  it  well  when  he  says, 
“In  a democracy  every  person  is,  in  a very  real 
sense,  a king,  and  it  is  the  duty  of  kings  to  care 
about  truth  and  justice  and  virtue”.  Indeed,  this 
idea  of  social  responsibility  has  meaning  only  in 
a democratic  society;  and,  correspondingly,  a 
democratic  society  is  viable  only  when  the  ideal 
of  social  responsibility  animates  most  of  the  citi- 
zens. It  is  fundamentally  wrong  for  any  citizen  to 
take  the  position  that  he  need  not  be  concerned 
for  the  social  consequences  of  his  actions  because 


government  will  restrain  him  if  his  actions  are 
improper  or  anti-social.  Democracy  simply  won’t 
work  on  this  basis.  Democratic  processes  require 
that  citizens  generally  obey  the  law  voluntarily 
and  recognize  an  obligation  of  social  responsibility 
most  of  the  time  regardless  of  the  policeman  on 
the  oorner. 

Police  action  and  government  prosecution  and 
enforcement  must  be  reserved  for  the  exceptional 
or  doubtful  case.  If  it  were  necessary  for  govern- 
ment to  enforce  all  laws  by  enforcement  action 
in  all  cases  of  their  application,  we  would  not  only 
have  a police  state  but  also  would  have  a complete 
breakdown  of  organized  society  within  a short 
time.  In  short,  the  survival  of  democratic  society 
depends  upon  the  exercise  of  self-control,  not  upon 
coercion.  Society  will  function  and  democracy  will 
flourish  if  most  citizens  act  in  a socially  respon- 
sible manner;  not  if  none  or  few  of  them  do. 

But  why  does  this  sense  of  responsibility  seem 
to  be  absent  or  so  much  diminished  today?  As  I 
see  it,  the  sense  of  obligation  loses  much  of  its 
force  and  urgency  to  the  extent  that  relations  with 
and  obligations  to  individuals,  are  replaced  by  re- 
lations with  and  obligations  to  corporations  and 
institutions. 

OBLIGATIONS  TO  INDIVIDUALS  VS. 

CORPORATIONS 

Obligations  to  individuals  make  an  impact  on 
our  emotions.  Put  a man  in  an  intimate  face  to 
face  relationship  with  another  and  he  will  feel 
guilty  about  hurting  that  other  in  his  fortune  or 
feelings.  But  where  his  obligations  are  to  corpora- 
tions, there  is  no  such  emotional  impact.  A man 
who  would  indignantly  resent  the  suggestion  that 
he  might  pinch  something  from  his  co-worker’s 
pocket  will  think  nothing  of  scrounging  valuable 
tools  or  products  from  the  plant  where  he  works. 
Diddling  the  income  tax  or  the  customs  has  never 
been  regarded  as  a wrong  of  the  same  order  as 
diddling  an  individual  customer  or  creditor.  If 
you  cheat  your  neighbor,  you  see  him,  or  imagine 
him  being  upset,  having  to  go  without  something 
he  could  otherwise  have  had;  there  is  something 
here  to  stir  your  compassion.  But  if  you  manage 
to  fly  first  class  on  a tourist  ticket,  cheat  the 
Telephone  Company,  or  lie  about  your  economic 
situation  in  order  to  get  a state  scholarship,  no- 
body suffers  any  loss,  nobody  is  upset,  and  the 
total  damage  to  any  one  person  affected  has  to 
(Continued  on  next  page) 
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be  reckoned  in  millionths  of  a penny.  What  is 
there  to  cause  any  oompunction? 

Further,  ordinary  ideas  of  moral  responsibility 
do  not  easily  fit  into  a situation  in  which  life  is 
dominated  by  corporate  decisions.  It  seems  rea- 
sonable to  hold  a man  responsible  only  for  what 
he  knowingly  and  willingly  does.  The  Baltimore 
Catechism  defined  a serious  sin  as  a human  act 
which  embraced  three  elements:  a grievous  matter, 
sufficient  reflection,  and  full  consent  of  the  will. 
But  how  is  one  to  apply  this  definition  to  actions 
which  are  essentially  corporate?  So  many  of  the 
things  we  do  are  things  which  nobody  decides  on 
and  nobody  could  decide  on  by  himself.  The  ques- 
tion "Who  is  responsible?-’  fails  to  get  an  answer. 
How  far  was  the  ordinary  German  citizen  respon- 
sible for  Belsen  and  Buchenwald?  The  American 
citizen  for  the  atrocities  of  Vietnam?  How  far  is 
a salesman  responsible  for  the  quality  of  his  firm's 
goods?  A professor  in  Johannesburg  for  educational 
apartheid,  a research  scientist  for  the  government's 
application  of  his  discoveries  to  prepare  for  atomic 
or  bacteriological  warfare?  So  much  of  our  lives 
is  dominated  by  decisions  made  by  other  people, 
so  full  is  our  world  of  actions  which  are  nobody’s 
in  particular  and  for  which  nobody  in  particular 
is  responsible,  that  there  is  a loss  of  contact  be- 
tween a man  s personality  and  principles  on  the 
one  hand,  and  his  corporate  activities,  on  the  other: 
what  he  perforce  does  is  not  the  outcome  of  what 
he  is  and  believes. 

SENSELESS  VANDALISM 

This  may  account  for  the  wave  of  senseless  de- 
struction against  factories,  schools,  public  parks, 
and  buildings.  Police  tell  us  that  much  of  the  van- 
dalism plaguing  the  community  is  caused  by  kids 
from  middle  class  homes  who  feel  no  compunction 
for  their  behavior.  The  so-called  “rip-off”  — petty 
and  not  so  petty  theft  from  department  stores, 
supermarkets,  automobiles,  and  college  bookstores 
— is  not  thought  to  be  wrong.  Rather  it  is  a way 
•of  getting  even  with  the  “establishment”  which 
dictates  the  conditions  of  living  for  the  hapless 
multitude.  With  the  widespread  use  of  the  com- 
puter, electronic  fraud  has  increased.  The  young 
computer  criminal  rationalizes  his  conduct  by 
claiming  that  stealing  from  large  corporations  is 
not  really  a crime. 

You  will  recall  that  the  perpetrators  of  Nazi 
atrocities  in  concentration  camps  were  often  people 
of  averagely  humane  conduct  in  their  private  lives. 
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But  this  personal  character  was  without  affect  on 
their  impersonal  official  actions;  these  actions 
being  directed  by  an  authority  which  they  could 
not  effectively  oppose,  they  came  to  feel  that  the 
evil  they  did  was  inevitable,  that  they  were  not 
personally  responsible  for  it. 

Thus,  the  whole  philosophy  of  living  based  on 
the  idea  that  happiness  is  a reward  of  effort  — 
individual  effort  — comes  to  seem  out  of  place  in 
a society  in  which  most  effort  is  collective  and 
what  comes  to  a man  depends  mostly  on  the  ef- 
forts of  other  people  and  the  dispositions  of  the 
organization.  Indeed,  the  sense  of  moral  respon- 
sibility itself,  the  idea  that  a man  is  obliged  to 
make  the  best  that  can  be  made  of  his  life,  and 
is  somehow  answerable  for  what  he  does  with  it, 
this  sense,  which  is  at  the  heart  of  all  moral  en- 
deavor, can  hardly  fail  to  diminish  in  intensity. 

NEUROSIS  OF  BEWILDERMENT 

Thus,  I pose  more  questions  than  I am  able  to 
answer.  But  I am  convinced  that  a mixed-up  kid, 
or  a mixed-up  adult,  is  often  mixed  up  because 
he  is  not  clear  what  the  rules  are  and  how  seriously 
they  are  to  be  taken.  The  neurosis  of  bewilder- 
ment is  common  in  our  times.  Small  wonder  that 
many  young  people  are  fearful  of  making  a com- 
mitment or,  having  made  one  keep  worrying  about 
it.  The  state  of  anomie,  or  normlessness,  of  doing 
your  own  thing,  may  be  popular  wiith  the  young, 
but  it  turns  out,  in  the  long  run,  to  be  less  fun 
than  advertised.  When  a compass  has  no  “North”, 
its  owner  may  wander  in  circles.  He  has  no  point 
by  wThich  to  chart  his  course..  We  are  cheating 
our  children  when  we  do  not  give  them  clear-cut 
definitions  of  right  and  wrong.  “In  today’s  exis- 
tential vacuum,"  says  Viktor  Frankl,  “no  instinct 
tells  man  what  he  has  to  do.  and  no  tradition  tells 
him  what  he  ought  to  do:  soon  he  will  not  know 
what  he  wants  to  do.” 

A person  who  has  been  well  trained  in  a given 
system  of  morality,  can  later  on  modify  his  views, 
perhaps  profoundly,  and  frame  his  own  personal 
moral  system.  But  if  he  has  had  no  systematic 
moral  guidance,  if  he  has  not  first  learned  to  imi- 
tate some  model  of  right  conduct,  he  will  never 
acquire  the  critical  judgment  needed  to  work  out 
his  own  set  of  principles;  he  just  won't  have  the 
basic  notions  and  the  basic  skills.  This  is  why  the 
effects  of  relaxation  of  standards  show  themselves, 
not  in  the  first  generation  which  learned  moral 
insight  from  its  stricter  parents,  but  in  the  second 
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which  did  not.  Given  a clear  and  firm  set  of  moral 
standards,  a -man  can  critically  determine  his  own 
attitude  toward  them  and  introduce  such  modifi- 
cations as  his  own  practiced  moral  judgment  sug- 
gests. But  given  no  such  clear  set  of  standards, 
the  task  of  constructing  a code  of  conduct  is 
altogether  too  much  for  him.  A vague  and  general 
good  will  is  no  adequate  substitute  for  defnite 
moral  principles. 

INDEFINITENESS  OF  CONTEMPORARY 
STANDARDS 

The  literature  of  our  time  reflects  this  indefinite- 
ness of  contemporary  standards.  The  characteristic 
complaint  of  many  modern  writers  is  that  the 
world  is  "absurd”,  lacks  “meaning”,  point,  or  pur- 
pose. The  people  who  lodge  this  complaint  are  not 
short  of  food,  clothing,  entertainment,  steady  jobs, 
companions,  mistresses,  or  any  of  the  usual  pur- 
chasable means  of  satisfaction;  it  is  not  that  they 
want  any  specific  article  of  goods  or  social  status. 
Nor  are  they  troubled  by  a sense  of  sin,  nor  are 
they  afraid  of  falling  short  of  some  clearly-defined 
standards;  they  do  not  torment  themselves  with 
the  fear  of  hell-fire. 

Their  difficulty  is  one  of  commitment,  to  use 
the  existentialist  term.  They  want  a faith  to  live 
by,  a cause  to  serve,  a star  to  hitch  their  wagons 
to;  without  it,  they  suffer  from  a sense  of  not 
being  at  home  in  the  world,  of  being  all  dressed 
up  with  nowhere  to  go.  This  sort  of  malaise  is  not 
likely  to  afflict  people  who  are  busy  trying  to 
scratch  out  a living  or  to  get  ahead.  Nor  does  it 
afflict  people  who  have  a firm  code  of  right  and 
wrong.  For  if  you  have  such  a code  and  give  it 
priority  in  your  life  (all  the  more  if  you  believe 
it  to  have  a divine  source)  then  living  up  to  this 
code  will  give  a further  justification  to  your  ac- 
tivities — they  are  given  meaning  by  being  done 
in  accordance  with,  and  in  the  service  of,  your 
ideal  — and  this  satisfaction  is  independent  of 
any  other  success  or  gratification  you  may  achieve. 

LIFE  AS  A TASK 

If  you  hold  to  the  old-fashioned  idea  of  life  as 
a task,  then  you  may  congratulate  yourself  upon 
having  performed  it  to  the  best  of  your  ability. 
You  may  think  that  your  life  is  what  it  was  meant 
to  be.  And  this  conviction  can  be  a profound 
source  of  consolation  in  sorrow  and  failure.  But 
if  you  have  abandoned  it  and  yet  lack  the  sunny 
disposition  which  would  allow  you  to  be  carefree. 


the  loss  of  this  sort  of  satisfaction  is  serious  and 
can  be  devastating.  Those  are  still  worse  off,  who 
keep  something  of  the  feeling  that  life  is  a task, 
but  have  no  definite  notion  what  the  task  is,  and 
so  cannot  tell  whether  they  have  succeeded  in  it 
— a state  of  mind  portrayed  by  Kafka. 

There  is  in  man  a spirit  which  will  not  let  him 
be  content  with  the  life  of  the  lotus  eaters.  There 
are  people  who  can  be  satisfied  with  a life  of  eat- 
ing, love  making,  lying  in  the  sun,  playing  golf 
daily,  or  listening  to  Mozart;  but  there  are  also 
great  numbers  who  cannot,  and  these  include  all 
the  outstanding  men,  the  leaders,  seers,  artists,  as 
well  as  the  wreckers.  Many  of  us,  perhaps  most 
of  us,  demand  that  life  should  not  merely  be  com- 
fortable and  convenient  but  also  that  it  should 
be,  in  some  more  exalted  fashion,  justified  — even 
that  it  should  be  justified  rather  than  that  it  should 
be  comfortable  or  convenient.  Nothing  in  human 
history  is  more  striking  than  the  way  in  which, 
whenever  life  threatens  to  become  easy  or  simple, 
men  devise  fresh  ways  of  making  it  difficult,  com- 
plicated, and  hard.  We  want  to  be  hacking  our 
way  up  ice-covered  mountains  when  we  might  be 
lounging  on  the  beach.  We  want  to  be  picking 
bloody  quarrels  over  odd  words  in  our  sacred  text 
when  we  might  be  joining  hands  in  divine  service. 
Even  when  we  love  and  are  loved,  we  peck  and 
probe  to  assure  ourselves  that  this  love  affair  is 
not  merely  an  agreeable  human  relationship,  but 
a flawless  fusion  of  minds  in  eternal  devotion  — 
which  it  cannot  be. 

Man  is  adapted  to  a life  of  ceaseless  struggle 
against  an  unfriendly  environment.  When  the  en- 
vironment becomes  too  bland,  offers  too  little  re- 
sistance. he  is  at  a loss  to  get  satisfaction  out  of 
life.  Examine  your  own  life:  isn’t  it  true  that  the 
moments  you  look  back  to  with  most  pleasure, 
the  vindicating  moments  of  your  life,  include 
many  in  which  your  powers  have  been  taxed  to 
the  utmost  and  you  have  been  doing  something 
with  full  attention  and  all  of  your  ability  - — a 
difficult  rock  climb,  the  solution  of  a problem, 
the  contemplation  o-f  divine  truth,  or  the  best 
hours  of  a love  relationship. 

SELF-RESPECT  AN  ESSENTIAL  ELEMENT 

If  there  is  one  essential  element  in  a satisfying 
life,  it  is  self-respect,  and  self-respect  comes  from 
having  done  one’s  best,  having  lived  up  to  stand- 
ards which  one  thoughtfully  and  seriously  accepts. 

(Concluded  on  Page  531) 
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Regional  Interhospital  Approach  To 
The  Management  Of  The  Cancer  Patient 
Has  Demonstrated  Its  Usefulness 


By  Fred  H.  Yohr,  M.D. 

In  1970  the  Cancer  Study  Group  of  the  Rhode 
Island  Advisory  Committee  of  the  Tri-State  Re- 
gional Program  accepted  a report  recommending 
the  regional  approach  to  the  management  of  the 
patient  with  cancer.  Subsequently,  a contract  was 
awarded  to  Doctor  Louis  Leone,  Chief  of  Oncology 
at  Rhode  Island  Hospital,  for  the  purpose  of 
initiating  an  inter-hospital  cancer  program  that 
would  establish  a regional  approach  to  the  man- 
agement of  the  cancer  patient.  The  purpose  of  this 
article  is  to  review  the  program  after  its  initial 
year  of  operation.  The  original  objectives  of  the 
program  are  listed: 

1.  To  develop  relationships  among  hospitals  in 
Rhode  Island  and  southeastern  Massachusetts  as 
a basis  for  the  organization  of  a regional  program 
for  the  management  of  patients  with  cancer. 

2.  To  explore  and  suggest  the  organizational 
arrangements  and  utilization  of  resources  both 
intra-  and  inter-hospital  which  will  most  effectively 
provide  optimal  care  for  patients  with  cancer.  This 
specifically  included  the  integration  of  the  services 
of  surgery,  radio-therapy,  and  medical  oncology  in 
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the  center  hospital  for  optimal  use  by  the  com- 
munity hospitals. 

3.  To  determine  the  interest  of  community 
hospitals  in  Rhode  Island  and  southeastern  Massa- 
chusetts in  participating  in  a regional  program 
for  the  management  of  patients  with  all  forms  of 
neo-plastic  disease. 

4.  To  prepare  a proposal  for  a more  inclusive 
program  for  the  management  of  cancer  patients. 

The  objectives  of  the  program  were  planned  to 
be  carried  out  through: 

1.  Conferences  with  physicians  and  administra- 
tors at  participating  hospitals  centering  around  the 
intra-hospital  mechanisms  for  managing  cancer 
patients. 

2.  Regular  conferences  among  hospitals  involv- 
ing appropriate  specialists.  Specifically,  internists, 
oncologists,  surgeons,  radiotherapists,  and  related 
hospital  personnel  including  nursing  and  rehabili- 
tation components. 

In  addition,  consultations  by  telephone  and  in 
person  among  member  hospitals,  coordinated 
through  the  project  office,  and  for  cooperative  de- 
velopment of  treatment  protocols  by  physicians 
in  participating  hospitals. 

The  project  began  operation  in  April  1972,  and 
the  newlv-formed  group  became  the  Southern  New 
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England  Cancer  Group  (S.N.E.C.G.) . The  staff 
consists  of  Fred  Vohr,  M.D.,  Associate  Clinical 
Oncologist,  Rhode  Island  Hospital,  who  was  ap- 
pointed coordinator  of  the  program,  and  a full- 
time secretary  based  at  a central  office.  It  was 
anticipated  this  program  would  generate  new  ideas 
from  participating  hospitals  and  involve  increasing 
numbers  of  interested  physicians.  In  May  1972 
the  six  original  hospitals  were  approached  through 
their  administrators  or  through  known  oncologists 
or  physicians  interested  in  the  treatment  of  cancer 
patients,  and  a nucleus  was  formed.  This  included 
Morton  Hospital  in  Taunton,  Massachusetts;  Our 
Lady  of  Fatima  unit  of  St.  Joseph's  Hospital  in 
North  Providence,  Rhode  Island;  Rhode  Island 
Hospital;  Our  Lady  of  Providence  unit  of  St. 
Joseph’s  Hospital;  South  County  Hospital  in 
Wakefield,  Rhode  Island,  and  Truesdale  Hospital 
in  Fall  River,  Massachusetts.  The  first  meeting 
was  held  May  2,  1972  and  was  attended  by  10 
representatives  from  five  member  hospitals.  Meet- 
ings were  held  on  a monthly  basis  over  the  next 
12  months.  It  soon  became  apparent  that  a num- 
ber of  physicians  whose  primary  hospitals  did  not 
desire  formal  commitment  to  the  program  wished 
to  participate.  The  program  gradually  became 
more  physician  oriented  and  less  hospital  oriented. 
After  one  year  the  membership  increased  to  61 
participating  physicians  of  whom  approximately 
50  per  cent  were  very  active  in  the  program.  Cur- 
rently several  members  of  the  staffs  of  the  follow- 
ing hospitals  are  actively  involved  in  the  program: 
Cranston  General  Hospital;  Kent  County  Hospital; 
Memorial  Hospital  in  Pawtucket.  Rhode  Island; 
The  Miriam  Hospital  in  Providence,  Rhode  Island ; 
Morton  Hospital  in  Taunton,  Massachusetts; 
Newport  Hospital  in  Newport,  Rhode  Island; 
Notre  Dame  Hospital  in  Central  Falls,  Rhode  Is- 
land; Providence  Lying-In  Hospital;  Rhode  Is- 
land Hospital;  Rhode  Island  Medical  Center  Gen- 
eral Hospital  in  Howard,  Rhode  Island;  Roger 
Williams  General  Hospital  in  Providence;  St.  Jo- 
seph’s Hospital  (both  units);  South  County  Hos- 
pital; Truesdale  Hospital;  United  States  Naval 
Hospital  in  Newport,  Rhode  Island;  Providence 
Veterans  Administration  Hospital  at  Davis  Park, 
and  Westerly  Hospital. 

Meetings  are  rotated  among  the  participating 
hospitals  and  are  distributed  equally  among  in-city 
and  regional  hospitals  outside  of  Providence.  While 
greatest  attendance  is  by  members  of  the  South- 
ern New  England  Cancer  Group,  meetings  are 
open  to  the  entire  medical  community  through 


notification  of  staffs  of  participating  hospitals  and 
large  numbers  of  other  physicians  in  Rhode  Is- 
and  and  southern  Massachusetts.  A typical  meet- 
ing involves  a presentation  and  discusssicn  of  the 
current  mode  of  management  of  one  aspect  of 
cancer.  In  addition,  printed  material  dealing  with 
diagnosis  or  management  of  malignancy  is  dis- 
seminated regularly.  Some  subjects  that  have  been 
dealt  with  in  depth  are: 

1.  Management  of  carcinomas  of  the  gastro- 
intestinal tract  with  5 FU,  Cytoxan®,  and  radio- 
therapy; the  usefulness  of  predictive  tests  in  the 
diagnosis  and  management  of  cancer  patients;  the 
use  of  carcino  embryonic  antigen  (CEA)  test  made 
available  to  the  membership  by  Roger  Williams 
General  Hospital;  2.  the  chemotherapeutic  man- 
agement of  ovarian  carcinomas  and  specific  details 
for  a chemotherapy  program;  3.  the  management 
•of  carcinoma  of  the  breast  with  combined  chemo- 
therapy; 4.  a review  of  the  essential  points  of  the 
Seventh  National  Cancer  Conference  held  in  Los 
Angeles  in  the  fall  of  1972;  5.  leukemia  cell  cul- 
ture studies  offered  to  members  by  the  Roger  Wi- 
liams General  Hospital;  6.  current  management 
of  Hodgkin’s  Disease;  7.  the  usefulness  of  radio- 
isotope investigative  techniques  in  evaluating  the 
cancer  patient;  8.  the  management  of  acute  lymph- 
ocytic leukemia;  9.  the  management  of  oat  cell 
carcinoma  of  the  lung;  and  10.  combined  surgical 
and  chemotherapeutic  management  of  malignant 
melanoma. 

Guest  speakers  were  invited,  some  of  whom 
were  considered  to  be  exceptional  authorities  in 
their  fields.  The  operations  office  has  disseminated 
over  50  separate  items  of  printed  material  perti- 
nent to  treating  cancer  patients.  These  appear  to 
have  been  widely  accepted.  In  March  1973  a ques- 
tionnaire was  sent  to  participating  physicians  re- 
garding the  impact  of  the  Southern  New  England 
Cancer  Group.  The  average  number  of  cancer  pa- 
tients seen  in  a week  by  doctors  answering  the 
Questionnaire  was  18  with  a range  of  from  three 
to  50.  Most  felt  the  cancer  group  had  a significant 
influence  either  directly  or  indirectly  on  their 
management  of  patients.  Twenty  physicians  indi- 
cated that  the  Southern  New  England  Cancer 
Group  is  useful  in  ellucidating  the  regional  re- 
sources available  for  managing  cancer  patients. 

All  answering  physicians  stated  that  the  pro- 
gram should  be  continued  and  that  the  incorpora- 
tion of  a state-wide  computerized  cancer  registry 
would  be  useful. 

(Concluded  on  Page  532) 
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The  ‘-RIGHT'  Plan  or  the  WRONG  Plan 


In  his  recent  campaign  for  election  Governor 
Ph  lip  \ . Noel  promised  the  people  of  Rhode  Is- 
! nd  that  he  would  provide  for  protection  against 
the  costs  cf  dread  disease. 

At  a meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  on  October  3 a re- 
port was  approved  addressed  to  that  promise.  (See 
page  519  of  this  issue  of  the  Journal.) 

A group  organized  to  implement  that  promise 
was  designated  as  The  Governor’s  Task  Force  for 
Health  Finance.  As  the  Task  Force  got  underway 
one  began  to  sense  that  it  might  well  be  headed 
in  a different  direction. 

This  feeling  was  reinforced  when  there  appeared 
in  "The  National  Health  Insurance  Report,’'  volume 
3,  number  21.  October  22,  1973.  the  following: 
'Washington  Focus : Meanwhile  in  at  least  three 
states  a feeling  grows  that  they  can’t  wait  for 
Federal  Legislation.  They  are  considering  mini- 
Xational  Health  Insurance  programs  of  their  own 
in  order  to  gain  effective  regulatory  control  over 
health  costs. 

‘UNABLE  TO  WAIT  FOR  FEDERAL  LEGIS- 
LATION, MORE  STATES  DRAFT  HEALTH 
INSURANCE  PLANS. 

•‘Several  states  are  considering  legislating  their 
own  health  insurance  programs  without  waiting 
for  a national  health  insurance  bill  to  be  passed. 

"Almost  uniformly,  their  reasons  hinge  on  the 
fact  that  many  states  now  spend  more  on  health 
care  — with  greater  gaps  in  the  number  of  residents 
covered  — than  a comprehensive,  state-wide  health 
plan  would  cost. 

"For  example,  Governor  Philip  W.  Noel  (D)  of 
Rhode  Island  said  Rhode  Islanders  pay  almost 
$420  million  a year  for  Health  Care  while  many 
resid  nts  are  not  even  getting  basic  health  services. 

“That  sum,  he  said,  ‘is  enough  to  give  each  and 
every  Rhode  Islander  comprehensive  medical  cover- 
age." Currently  the  state  spends  about  $60  million 
for  health  services,  nearly  16  < of  its  total  budget. 

“Noel  said  he  plans  to  propose  a comprehensive 
health  insurance  bill  into  the  General  Assembly  in 
January.  Last  year,  he  urged  a dread  disease  in- 
surance program  providing  protection  against  cost 
of  long-term  illnesses  which  would  have  covered  all 


residents  with  Blue  Cioss.  Medicare  or  other  heUl.h 
insurance."’ 

If  this  report  is  accurate  it  goes  well  beyond  the 
Governor's  announced  purpose. 

The  legislation  under  consideration  as  of  this 
writing  may  well  compromise  job  opportunities 
within  the  state,  and  could  affect  or  abolish  jobs 
held  by  Rhode  Islanders  in  neighboring  states.  It 
could  jolt  the  insurance  industry  and  intrude  upon 
the  functions  of  the  Workmens  Compensation  Com- 
mission. It  could  cause  harm  to  the  Blue  Plans  of 
Rhode  Island,  among  the  finest,  if  not  the  finest, 
in  the  entire  nation.  The  loose  construction  of  the 
bill  could  well  create  confusion  in  the  medical  care 
delivery  system  of  Rhode  Island. 

Paradoxically,  this  could  be  a most  retrogressive 
piece  of  legislation  if  it  were  enacted  into  law. 
Imagine,  if  you  will,  fifty  independent,  uncoordin- 
ated. unrelated  state  controlled  systems  of  medicine 
in  one  country.  This  is  what  is  implied  in  the  con- 
cept of  state  control.  Washington  is  well  aware  of 
its  mandate  and  destiny  in  the  health  care  field. 
In  Rhode  Island  we  may  face  several  years  of  tur- 
moil and  the  prospect  of  having  the  results  of  that 
turmoil  washed  away  by  the  precedence  of  federal 
over  state  legislation. 

It  is  important  for  members  of  the  Rhode  Island 
medical  profession  to  become  aware  of  the  so-called 
“RIGHT  PLAN"  (The  Rhode  Island  Guaranteed 
Health  Treatment  Plan).  The  State  and  district 
medical  societies  will  furnish  information  to  their 
members  upon  request.  They  are  conversant  with 
the  proceedings  of  the  Task  Force. 

The  Rhode  Island  medical  profession  should 
evaluate  the  proposed  legislation  and  be  prepared 
to  react  constructively  when  its  contents  become 
public.  There  may  be  little  time  between  publica- 
tion and  the  opportunity  to  make  their  feelings 
known  to  the  Governor  and  to  their  legislative 
leaders,  state  representatives,  and  senators. 

We  are  sympathetic  with  the  Governor’s  goal 
of  lightening  the  financial  burden  of  the  seriously 
ill  of  Rhode  Island  and  trust  that  ultimately  his 
cause  will  be  embodied  in  sound  legislation.  The 
Rhode  Island  Medical  community  stands  ready  to 
assist  him  in  attaining  this  objective. 
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CONFIDENTIALITY 


The  confidential  relationship  of  patient  and  doc- 
tor has  had  a long  and  honorable  tradition  now 
undergoing  more  severe  erosion  than  at  any  past 
time.  Confidentiality  had  great  utility  for  both 
parties  when  it  existed.  The  oornerstone  afforded 
by  the  individual  medical  history  has  been  the 
beginning  of  all  art  and  science  in  medicine.  Clues 
to  all  further  medical  evaluation  began  with  the 
patient’s  history  and  the  confidential  character  im- 
plied in  its  discovery.  But  the  medicine  of  today 
with  its  scientific  accoutrements  has  changed 
things.  To  make  medical  science  widely  available 
and  affordable,  government  money  and  third  party 
insurance  have  been  inserted  into  medicine.  It  is 
this  incursion  that  has  split  the  old  one-to-one 
responsibility  of  doctor  and  patient. 

To  insure  accountability  for  their  dollar  spent, 
third  parties  now  have  legal  access  to  increasing 
details  of  patients’  histories  and  illnesses.  This  in- 
formation developed  by  medical  histories  that  sup- 
port diagnosis  and  treatment  is  increasingly 

THE  RHODE  ISLAND  UNIFORM 

(73-H  6369, 

The  Drug  Abuse  Committee  of  the  Rhode  Is- 
land Medical  Society  is  much  concerned  about  a 
major  piece  of  legislation  which  will  be  considered 
by  the  Senate  Judiciary  Committee  at  the  January. 
1974  Session  of  the  Rhode  Island  General  Assem- 
bly. 73-H  6369  (as  amended)  represents  a neces- 
sary effort  to  translate  the  Comprehensive  Drug 
Abuse  Prevention  and  Control  Act  of  1970,  a fed- 
eral statute,  into  a congruent  state  law. 

The  National  Conference  of  Commissioners  on 
Uniform  State  Laws  traditionally  suggests  to 
states  through  their  Uniform  Codes  how  each 
individual  state  can  accomplish  this  revision. 
Thirty-nine  states  have  already  adopted  these  reco- 
mmendations with  few  alterations  The  Bureau  of 
Narcotics  and  Dangerous  Drugs  has  promoted  this 
L'niform  Code  as  a model  act. 

In  January  of  1973,  the  Society’s  Drug  Abuse 
Committee  suggested  to  the  Rhode  Island  Depart- 
ment of  Mental  Health.  Retardation,  and  Hospitals 
legislative  recommendations  in  detail  for  its  con- 
sideration. This  activity  was  launched  because 
the  Committee  was  and  is  concerned  about 
the  legal  fate  of  abuses  and  the  rights  of  patients 

*See  Drug  Abuse  Report  on  Page  526. 


public  property,  removed  from  any  medical  super- 
vision or  control  and  subject  to  the  vagaries  of 
he  information  pipeline.  What  leaks  exist  in  this 
new  plumbing  is  a matter  for  conjecture.  But  the 
principle  of  accountability  seems  about  to  replace 
medical  confidentiality. 

Third  parties  to  the  physician-patient  contract 
insist  that  diagnosis  and  treatment  be  documented, 
reviewed,  and  controlled.  Consider  the  plight  of  a 
patient  with  hypertension,  bleeding  ulcer,  and 
business  reverses  who  has  failed  to  file  income  tax 
returns  for  five  years  now  exposed  to  third  parties, 
while  the  doctor  tries  to  determine  cause  and  ef- 
fect in  that  unhappy  situation.  When  patients  dis- 
cover this  involuntary  trade-off  of  accountability 
for  confidentiality,  their  medical  histories  neces- 
sarily will  become  reticent.  Doctors  have  already 
learned  to  write  their  records  for  an  unknown 
audience.  The  world  of  Orwellian  1984  seems  fast 
upon  us,  fostered  by  accountability  and  cost  ac- 
counting. 

CONTROLLED  SUBSTANCES  ACT 

as  amended  ) * 

and  physicians  along  with  general  societal  attention 
to  the  problems  of  drug  abuse. 

It  was  obvious  that  this  type  of  legislation 
affected  very  deeply  many  segments  of  the  com- 
munity and  deserved  close  consideration  if  equitable 
and  efficient  laws  were  to  be  enacted.  In  essence, 
the  Drug  Abuse  Committee  of  the  Society  recom- 
mended the  adoption  of  the  Uniform  Code. 

Unfortunately  these  original  suggestions  were 
altered  drastically  by  a subsequent  Task  Force 
consisting  mainly  of  enforcement  authorities  and 
pharmacists,  without  any  consultation  from  the 
Committee.  73-H  6369  (as  amended)  as  a result, 
we  believe,  is  a poor  piece  of  legislation  which  either 
needs  complete  rewriting  or  major  amendment. 

The  Drug  Abuse  Committee  views  the  serious 
abuser  as  sick  and  needing  concern  and  help  rather 
than  punishment.  We  view  the  trafficker,  on  the 
other  hand,  as  an  exploiter  who  should  be  punished 
severely.  We  further  feel  that  justice  demands  clear 
separation  in  the  penalty  structure  for  these  differ- 
ing types  of  individuals.  The  committee  along  with 
the  American  Medical  Association  and  the  American 
Bar  Association  and  the  National  Commission  on 
Marijuana  agree  that  penalties  for  marijuana  pos- 
( Continued  on  next  nage) 
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session  should  be  moderate  and  fair.  We  do  not  sug- 
gest legalization  but  eventual  decriminalization. 

73 -H  6369  (as  amended)  is  proposed  to  re- 
vamp statutes  which  at  present  are  the  second 
harshest  in  the  country.  A section  from  the 
Uniform  Code  in  73-H  6369  (as  amended) 
would  make  first-offense  simple  possession  a discre- 
tionary probationary  offense,  but  the  remainder  of 
the  bill,  with  all  its  twists  and  turns,  does  nothing 
to  bring  the  penalty  structure  in  line  with  present 
state  legislative  trends  throughout  the  nation. 

The  Drug  Abuse  Committee  is  further  concerned 
about  a section  of  73-H  6369  (as  amended)  which 
would  seriously  interfere  with  the  rights  of  pa- 
tients and  interfere  with  the  physician-patient 
relationship. 

Rhode  Island  state  law,  unlike  that  of  our  neigh- 
boring states,  requires  reporting  by  a pharmacist 
of  the  names  of  patients  receiving  narcotics  for 
any  reasons,  along  with  the  names  of  the  physicians 
prescribing  them.  The  physician  also  must  explain 
his  reasons  for  prescribing  them  for  a period  exceed- 
ing three  months.  The  Uniform  Code  has  never 
suggested  that  requirement.  73-H  6369  (as  amend- 
ed) proposes  drastically  to  increase  the  number  of 
patients  who  must  be  reported  by  requiring  that 
all  patients  receiving  any  Schedule  II  drug  be  in- 
cluded. Schedule  II  includes  amphetamines,  methyl- 


phenidate,  methaqualone,  and  several  short-acting 
barbiturates.  The  bureaucratic  rationale  is  that  it 
will  aid  in  preventing  forged  prescriptions  and  also 
will  prevent  misuse  of  prescribing  practices. 

Xo  federal  authority  has  ever  endorsed  this  con- 
trol method.  It  exists  in  only  four  states  and  in 
one  of  them  it  is  under  consideration  as  a consti- 
tutional challenge  because  of  its  invasion  of  pa- 
tients’ right  to  confidentiality. 

It  cannot  be  considered  seriously  as  preventing 
forgeries  since  it  is  a monthly  reporting  system. 
Apparently  federal  authorities  do  not  feel  that  it 
is  a meaningful  method  of  physician  surveillance 
either,  and  the  former  Director  of  the  Bureau  of 
Narcotics  and  Dangerous  Drugs  feels  that  it  only 
results  in  a glut  of  paper  work. 

73-H  6369  (as  amended)  would  also  require  an 
explanation  of  continued  prescribing  of  these  drugs 
after  three  months. 

We  feel,  as  does  the  American  Civil  Liberties 
Union  and  the  Association  for  Children  with  Learn- 
ing Disorders,  R.  I.  Chapter,  that  this  proposal  is 
a serious  invasion  of  patients'  rights. 

In  short,  we  strongly  recommend  that  Rhode 
Island  follow  the  lead  of  thirty-nine  other  states 
and  adopt  the  language  of  the  Uniform  Code  in 
translating  the  federal  law  of  1970  into  state  law. 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  486) 
in  the  development  of  effective  methods  for  evalu- 
ating drugs  used  primarily  to  alleviate  subjective 
symptoms,  or  drugs  for  which  controlled  clinical 
studies  seem  inappropriate;  and,  (4)  In  continu- 
ing to  work  closely  with  the  FDA,  make  efforts 
to  develop  an  effective  system  of  communicating 
the  views  of  practicing  physicians  and  medical 
specialty  societies  when  action  is  proposed  that 
may  result  in  removal  of  frequently  prescribed 
drugs  from  the  market. 

In  other  actions  affecting  the  relationship  of 
physicians  with  government  (and  third  parties), 
the  House: 

— Encouraged  continued  efforts  to  develop  a 
uniform  claim  form  for  insurance  claims. 

-Supported  the  on-going  efforts  to  educate 
physicians,  private  insurance  plans  and  gov- 
ernment agencies  as  to  the  advantages  of 
adopting  the  third  edition  of  Current  Pro- 


cedural Terminology  to  identify  and  report 
services  provided  by  physicians. 

— And  directed  the  Council  on  Medical  Service 
to  study  the  problems  presented  by  'prospec- 
tive admission”  of  hospital  patients  under 
Medicare  and  Medicaid,  "‘retrospective  de- 
nial'' of  benefits  and  report  its  findings  and 
recommendations  at  the  1973  Clinical  Meet- 
ing at  Anaheim.  California. 

Certificate  of  Xeed  Law:  Report  C of  the 
Council  on  Medical  Service  and  Resolution  73 
(Florida)  deal  with  mandatory  Certificate  of  Need 
Laws  at  the  state  level  which  regulate  planning 
for  health  facilities  and  personnel.  The  House 
adopted  a substitute  resolution  which  calls  for, 
( 1 ) Continued  AMA  support  for  voluntary  plan- 
ning that  preserves  decision-making  at  the  local 
level:  (2)  That  state  certificate  of  need  laws,  if 
enacted,  rest  final  authority  within  a board  which 
(Continued  on  page  517) 
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Who  knows  what  evil  lurks  in 
me  mucous  membranes? 


Each  Spansule- (brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin‘( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public's  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,”  etc  ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur 
Effect  on  PBI  Determination  and  Inl  Uptake : Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  1 131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


How  to  better  achieve  a smooth  "pill'Vesponse : 

A blueprint  for  introduce 

I.  If  one  "pill"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
Medical  history,  physical  examination 

Past  pill  experience 
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Known  special  hormonal  needs 
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he  pilfto  your  patient 


!.  Demulen,  3. 
a 50-mcg. 

"low-estrogen"  pill, 

is  a logical 
first  choice. 


If  your  patient  requires 
a different  hormonal  balance- 
temporarily  or  for  the 
long  term- 

Searle  offers  you  alternative; 


For  a'standard" 
50-mcg.  start 

- A 

When  slightly  more 
estrogenic  activity  is 
indicated 

[ 

Demulen 

Available  in  21-  and  28-pill  schedules. 

Each  white  tablet  contains:  ethynodiol 
diacetate  t mg. /ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Demulen-28»  is  a 
placebo,  containing  no  active  ingredients. 

' 

Ovulen' 

Available  in  20-.  21-  and  28-pill  schedules. 

Each  while  tablet  contains:  ethynodiol 
diacetate  1 mg.  mestranol  0 1 mg. 

Each  pink  tablet  in  Ovulen-28“  is  a placebo 
containing  no  active  ingredients. 

i 

A moderately 
progestogen-dominant 
combination  with  low 
estrogenic  activity.  * 

A centrally  balanced 

estrogen/progestogen 

combination* 

i 

1 SEARLE  1 producl  of  Searie  A Co. 

1 1 San  Juan.  Puerto  Rico  00936 

v.p.  F I Product  of  Soarie  A Co. 

San  Juan.  Puerto  Rico  00936 

. , .... - 

i 

For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestogens 

Enavid-E 

Available  in  20-  and  21-pill  schedules 
Each  tablet  contains:  norethynodrel  2.5 
mg.  mestranol  0.1  mg. 


An  estrogen-dominant 
combination  with  no 
androgenic  activity* 


SEARLE 


Product  ot  Sea  tie  Laboratories 

Division  of  G D Searle&  Co 
Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


I 


jrimarily  on  animal  studies 


I 

J 


Note:  Oral  contraceptives  are  complex  med^tions  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  full  prescribing  information. 
For  brief  summary  of  prescribing  information,  please  see  next  page 


If  one  "pill"  were  right  for  every  woman,  we'd  make  it. 


OVUlenP  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain  3 leading  to  this  conclusion,  and  one* 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates4  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  :s  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his- 
tory of  psychic  depression  should  be  carefully  observed  and  the 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig- 
nificant percentage  of  patients  on  oral  contraceptives.  The  mech- 
anism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulen 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac- 
tor, although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit- 
ted. Susceptible  women  may  experience  an  increase  in  blood  pres- 
sure following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  ad- 
verse reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol- 
lowing serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secre- 
tions, suppression  of  lactation  when  given  immediately  post  partum, 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres- 
sure in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up- 
take values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract. 
13:2 67-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene, 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracep- 
tives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90: 365-380  (Nov.)  1969. 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in 
refillable  Compack®  and  three-cycle  Triopak™ 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note.  Contraindications,  Warnings,  Precautions  and 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appli- 
cable to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  374 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  516) 
includes  representation  by  physicians  in  the  active 
practice  of  medicine;  and  (3)  That  these  recom- 
mendations be  forwarded  to  the  Secretary  of 
Health,  Education,  and  Welfare  with  the  request 
that  they  be  included  in  regulations  for  implemen- 
tation of  the  Comprehensive  Health  Planning  Act. 

Unions : The  House  adopted  Resolution  86 
(New  York)  which  reaffirms  the  tradition  of  the 
medical  profession  of  not  withholding  medical  serv- 
ices (withholding  services  is  a practice  of  most 
unions),  or  performing  any  act  interfering  with 
public  welfare.  The  House  also  approved  Report  F 
of  the  Board  of  Trustees  which  opposes  unionism 
among  self-employed  physicians.  The  report  also 
recognizes  that  physicians  in  employment  situa- 
tions need  assistance  and  support,  and  encourages 
the  Board  of  Trustees  to  maintain  its  interest  and 
concern  for  these  physicians.  The  report  also  af- 
firms the  no-withholding  of  services  principles. 

Malpractice : The  House  took  several  actions 
in  regard  to  medical  malpractice,  including  ap- 
proval of  Report  GG  of  the  Board  of  Trustees 
which  outlines  the  proposed  formation  of  a Medi- 
cal Liability  Commission  to  represent  health  care 
providers  in  dealing  with  medical  malpractice 
problems.  The  proposed  commission  was  outlined 


on  June  20  by  a planning  committee  consisting 
of  representatives  of  the  AMA,  AHA,  American 
College  of  Surgeons,  American  College  of  Physi- 
cians and  four  specialty  societies.  An  organizing 
meeting  for  the  proposed  commission  will  be  held 
in  Chicago  in  September.  The  House  also  adopted 
a resolution  commending  Dr.  Charles  A.  Hoffman, 
AMA  President,  for  his  service  on  NEW  Commis- 
sion on  Medical  Malpractice,  and  recommending 
wide  dissemination  of  Doctor  Hoffman’s  dissent- 
ing report. 

William  J.  MacDonald,  m.d. 

Delegate 

John  J.  Cunningham,  m.d. 

Alternate  Delegate 

DELIVERY  OF  MEDICAL  CARE  COMMITTEE 

The  history  of  the  Committee  on  the  Delivery 
of  Medical  Care  of  The  Rhode  Island  Medical 
Society  goes  back  about  two  years  when  it  became 
apparent  that  the  Society  should  no  longer,  and 
could  no  longer,  accept  the  status  quo  for  medical 
care  delivery  systems  in  Rhode  Island,  and  that 
it  could  and  should  begin  to  think  of  the  future 
in  terms  of  the  realities  which  surround  us. 

This  thinking  was  ably  summed  up  by  Dr. 
Robert  V.  Lewis,  when,  in  his  Rhode  Island  Medi- 
( Continued  on  next  page) 
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cal  Society  Presidential  Address,  he  said,  speak- 
ing about  identity,  “Identity  whether  of  an  in- 
dividual or  of  an  institution,  is  the  satisfactory 
integration  into  an  environment  over  which  one 
does  not  have  the  ultimate  control,  but  in  which 
one  may  make  an  accommodation  by  selectively 
choosing  alternatives  on  the  basis  of  one's  ex- 
perience and  attitudes." 

Quoting  from  my  Providence  Medical  Associa- 
tion Presidential  Address  I said,  “We  may  never 
see  a Xational  Health  Insurance  Program  as  it 
had  developed  in  other  countries,  but  we  may  well, 
and  probably  will,  see  the  Federal  Government 
buying  most  if  not  all  medical  care  dispensed  in 
this  country  . . . Legislative  and  administrative 
attitudes  have  already  begun  to  favor  systems  of 
delivery  offering  Health  Maintenance  Organiza- 
tion and  Pre-paid  concepts.  I doubt  the  govern- 
ment will  ever  ban  any  type  of  medical  care  de- 
livery, but  it  will  have  no  qualms  about  making 
some  systems  irresistably  more  attractive  to  con- 
sumers than  others,  and  it  has  the  clout  to  do 
this  . . . External  changes  take  place  whether  we 
want  them  or  not:  internal  changes  take  place 
only  if  we  want  them. 

The  Federal  Government  in  my  opinion  is  de- 
termined to  shift  to  the  purchase  of  medical  care 


INTER  NOS  . . . 

Just  between  us. 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


within  the  concept  of  HMO  and  Pre-paid  Plans, 
in  the  words  of  one  of  our  Senators,  “No  matter 
what  the  cost"’. 

Your  committee  began  as  a function  of  the 
Providence  Medical  Association,  and  Dr.  Robert 
\ . Lewis,  seeing  merit  in  its  goals,  expanded  the 
scope  of  the  committee  to  State  wide  proportions 
by  additional  members  from  all  the  County  Medi- 
cal Societies,  after  making  it  a Committee  of  the 
Rhode  Island  Medical  Society. 

Its  members  met  several  times  and  decided  the 
first  order  of  business  was  to  formulate  alterna- 
tives to  our  present  delivery  system,  and  to  sub- 
mit these  to  the  Society  at  large  in  the  form  of  a 
questionnaire  to  test  their  acceptance. 

Before  this  could  be  accomplished  along  came 
SEARCH  and  I)r.  H.  Denham  Scott,  with  money 
to  fund  such  an  endeavor.  Thus,  we  put  the  cart 
before  the  horse,  and  the  committee,  with  hard 
working  Doctor  Lewis  as  an  ever  present  member 
ex  officio,  with  Doctor  Scott's  help,  produced  the 
questionnaire  which  all  of  you  received. 

We  again  quote  Doctor  Lewis,  who  on  the  basis 
of  the  answers  said  “He  (The  Rhode  Island  Medi- 
cal Society  Member)  indicates  a willingness  to 
participate  in  total  prepayment  plans  sponsored 
by  Blue  Cross  and  Blue  Shield  as  the  agencies  of 
his  choice  . . . He  is  willing  to  enter  into  a capi- 
tation group  in  which  there  is  reasonable  equity 
of  distribution  and  professional  control.” 

Recently,  a questionnaire  was  sent  to  repre- 
sentative members  of  the  Business  Community  of 
the  State  of  Rhode  Island  by  staff  of  the  Blue 
plans  and  quoting  from  their  observation  after 
studying  the  response: 

“The  Plans  posture  on  who  should  be  respon- 
sible for  controlling  health  care  costs  appears  con- 
sistent with  the  businessmen’s  views,  in  that  the 
plans,  hospitals,  doctors,  and  the  government  have 
a joint  responsibility.  There  appears  to  be  a mar- 
ket for  more  comprehensive  coverage." 

With  this  background,  we  present  the  first  very 
rough  draft  of  a tentative  plan  worked  out  by 
your  committee  with  the  help  of  representatives 
from  the  Blue  Cross-Blue  Shield  staff. 

What  we  ask  for  tonight  is  no  more  than  a vote 
of  permission  to  proceed  with  further  work  on  the 
plan  for  your  consideration. 

We  earnestly  and  sincerely  solicit  comments, 
suggestions,  and  objections  from  all  the  members 
of  the  Rhode  Island  Medical  Society,  in  prose 
form,  as  a supplement  to  the  yes,  no.  and  check 
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mark  answers  contained  in  the  returned  question- 
naires. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  m.d. 

Chairman 

POSITION  STATEMENT  TO  BE  SUBMITTED  TO 
THE  GOVERNOR'S  HEALTH  TASK  FORCE  FROM 
THE  COMMITTEE  ON  THE  DELIVERY  OF  MEDICAL 
CARE  OF  THE  RHODE  ISLAND  MEDICAL 
SOCIETY 

The  Committee  on  the  Delivery  of  Medical 
Care  of  the  Rhode  Island  Medical  Society  sup- 
ports the  Governor’s  Task  Force  in  principle  be- 
cause its  mission  is  to  improve  the  Health  Care 
Delivery  system. 

As  we  view  the  current  activity  of  the  Task 
Force  it  is  in  the  stage  of  developing  alternative 
goals.  We  should  like  to  contribute  the  following: 

The  list  of  goals  should  be  open-ended,  for  there 
will  always  be  new  problems  arising  in  the  health 
care  delivery  system.  Goals  should  be  listed  in 
order  of  priority  and  the  Task  Force  should  limit 
itself  only  to  those  problems  which  it  can  reason- 
ably expect  to  solve. 

We  should  first  like  to  present  our  concept  of 
what  is  now  going  on  in  Rhode  Island  and  later, 
to  present  what  we  feel  ought  first  to  be  accom- 
plished by  the  Task  Force. 

December  of  1972  found  85  per  cent  of  Rhode 
Islanders  covered  by  Blue  Cross  and  Blue  Shield. 
Virtually  all  of  that  number  had  full  coverage 
for  hospitalization  in  a semi-private  room.  More 
than  60  per  cent  were  covered  by  Major  Medical 
Insurance  for  catastrophic  and  chronic  illness,  and 
accidental  injury. 

December  of  1972  found  85,000  Rhode  Island- 
ers eligible  for  the  Rhode  Island  Medical  Assist- 
ance Program. 

December  of  1972  found  thousands  of  Rhode 
Islanders  providing  for  their  health  insurance 
needs  through  other  private  corporations. 

December  of  1972  found  6,000  Rhode  Islanders 
qualified  for  the  State  Vocational  Rehabilitation 
Program,  and  a significant  number  of  these  eligible 
for  Rhode  Island  Medical  Assistance. 

December  of  1972  found  it  possible  in  most, 
if  not  all,  instances,  for  persons  in  need  of  medical 
care,  routine  or  catastrophic,  who  do  not  have 
medical  insurance  of  any  kind,  and  who  do  not 
have  personal  resources,  to  obtain  full  medical 
coverage  retroactively. 

December  of  1972  found  lively  experimentation 
in  the  health  care  delivery  system  in  several  quar- 


ters including  the  Committee  on  the  Delivery  of 
Health  Care  of  the  Rhode  Island  Medical  Society 
working  in  cooperation  with  the  Blue  plans. 

December  of  1972  found  a medical  school  estab- 
lished at  Brown  University  and  on  its  way  to  a 
leading  position  among  American  medical  schools. 

In  no  way  then,  do  we  subscribe  to  a “concept 
of  chaos’’  in  the  health  care  delivery  system,  de- 
veloped in  recent  years  and  found  so  often  in 
print. 

We  do  have  a system  and  it  works  very  well  I 

We  feel  that  an  attempt  to  restructure  our  sys- 
tem would  be  to  flirt  with  a maiden  of  medical 
and  administrative  disaster. 

In  no  way,  on  the  other  hand,  would  we  sup- 
port a concept  which  would  propose  that  the  sys- 
tem is  perfect,  requiring  no  changes. 

We  feel  that  the  first  efforts  of  the  Task  Force 
should  be  directed  toward  the  development  of  a 
minimal  health  care  package  with  special  atten- 
tion toward  that  component  of  such  a package 
which  might  be  described  as  “protection  against 
the  catastrophic  effects  of  illness”. 

We  feel  it  would  be  illogical  to  develop  a mini- 
mal health  care  package  without  a catastrophic 
provision,  and  just  as  illogical  to  develop  protec- 
tion against  the  catastrophic  effects  of  illness 
without  a minimum  health  care  package. 

With  regard  to  the  minimum  package,  we  would 
caution  the  Task  Force  to  stay  within  the  bounds 
of  medical  care  items.  It  should  avoid  assuming 
total  responsibility  for  the  person  who  has  entered 
the  health  care  system,  but  should  work  in  con- 
junction with  already  established  social  welfare 
agencies  to  provide  for  non-medical  needs.  Only 
in  this  way  can  the  public  know  what  is  being 
spent  on  medical  care. 

With  regard  to  the  “catastrophic  provision”  of 
the  minimal  health  care  package,  we  would  like 
to  see  emphasis  placed  on  all  the  catastrophic 
(Continued  on  next  oage) 
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effects  of  illness:  physical,  psychological,  social, 
and  financial.  The  Task  Force  should  avoid  the 
semantics  of  trying  to  define  a catastrophic  illness 
in  terms  of  its  medical  identity.  Again,  the  Task 
Force  should  concentrate  on  providing  only  for 
the  medical  needs  of  a catastrophe  arising  out  of 
illness,  and  should  cooperate  with  already  estab- 
lished social  welfare  agencies  to  provide  for  other 
catastrophic  effects  of  not  only  major  but  also 
minor  illness. 

It  is  our  opinion  that  the  Governor’s  Task  Force 
on  Health  should  give  “second”  or  “high"  prior- 
ity to  a study  of  ways  in  which  workers  tempo- 
rarily unemployed  may  have  continuance  of  their 
insurance  coverage. 

SUMMARY 

The  Committee  on  the  Delivery  of  Medical 
Care  of  the  Rhode  Island  Medical  Society  pledges 
support  of  and  cooperation  with  the  Governor's 
Task  Force  on  Health  Insurance. 

The  Committee  urges  the  Task  Force  to  place 
its  energies  and  resources  behind  limited  and 
probably  attainable  goals. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  m.d. 

Chairman 

COMMITTEE  ON  THE  DELIVERY  OF 
MEDICAL  CARE 

Introduction 

During  the  past  year,  the  Committee  has  ana- 
lyzed those  factors  surrounding  the  issue  of  the 
future  of  the  Delivery  of  Medical  Care  in  Rhode 
Island.  The  goal  has  been  to  develop  the  basic 
concepts  of  experimental  alternative  delivery  sys- 
tem that  would  both  incorporate  many  of  the 
principles  discussed  in  conjunction  with  Health 
Services  Organizations  yet  retain  the  opportunity 
for  active  participation  by  all  Rhode  Island  phy- 
sicians and  minimize  the  disruptive  aspects  usually 
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associated  with  closed  panel  prepaid  group  prac- 
tice. Y hile  many  details  remain  to  be  worked  out, 
general  principles  of  the  approach  and  the  broad 
outlines  of  the  program  are  available  for  discus- 
sion. The  experience  of  other  prepaid  open  panel 
plans  developed  in  other  areas  of  the  country  has 
been  drawn  on  to  develop  the  following  material. 

I.  A REVIEW  OF  THE  PROBLEMS 

The  nation’s  health  care  delivery  and  financing 
system  is  accused  of  many  deficiencies  by  its 
critics.  No  single  plan  could  attempt  to  answer 
them  all.  Specific  identification  of  the  problem 
situations  to  which  the  proposed  Health  Services 
Plan  is  addressed  may  prove  helpful  in  its  evalua- 
tion. 

No  Benefits  for  Primary  Care 

Benefits  for  primary  care,  such  as  office  calls, 
are  not  ordinarily  included  in  even  the  most  com- 
prehensive employee  group  policies.  It  is  claimed 
that  this  lack  of  coverage  may  discourage  9ome 
from  seeking  early  care  for  serious  progressive  ill- 
ness. In  any  event,  the  absence  of  such  coverage 
leaves  a sizeable  amount  of  care  to  be  patient  fi- 
nanced. Employers  and  insurers  are  usually  re- 
luctant to  include  these  benefits  because  of  concern 
over  the  possibility  of  over-utilization  and  because 
of  their  awareness  that  traditional  insurance  claim 
machinery  is  inefficient  in  the  processing  of  small 
claims.  The  cost  of  billing  and  paying  for  a low 
cost  service  often  exceeds  the  net  cost  of  the  serv- 
ices. 

Hospital  Utilization 

Both  national  and  local  statistics  show  that  an 
overwhelming  percentage  of  the  health  care  dollar 
is  paid  for  hospital  care.  In  1970.  the  average  cost 
in  the  United  States  for  each  patient  day  in  a 
community  hospital  was  more  than  $80!  Any  de- 
crease in  hospital  use  will  generate  significant 
savings  which  can  be  used  to  finance  alternative 
methods  of  delivery.  Data  from  closed  panel  plans 
and  hospital  admission  control  programs  suggest 
that  substantial  reductions  in  hospital  use  are 
possible  without  adversely  affecting  the  quality 
of  health  care.  To  the  extent  that  a high  quality 
of  care  can  be  delivered  efficiently  in  a less  ex- 
pensive setting,  health  care  is  more  costly  than 
it  need  be. 

No  System  to  Document  Office  Care 

Large  clinics  and  hospitals  have  systems  which 
guide  and  check  the  level  and  type  of  care  a pa- 
tient receives.  Closed  panel  plans  cite  these  sys- 
tems as  one  of  their  strongesst  advantages.  In  the 
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provision  of  primary  care  there  is  a contrast  be- 
tween the  closed  panel  plan  and  the  small  office 
practice.  A documented,  formal  system  for  con- 
sultation, referral  and  peer  review  in  the  small 
office  setting  is  ordinarily  unavailable.  While  the 
patients  may  be  receiving  excellent  care,  the  phy- 
sician is  not  equipped  to  demonstrate  this  to  the 
administrators,  public  and  private,  who  approve 
the  purchase  of  an  ever-increasing  proportion  of 
the  nation’s  medical  care.  As  a result,  small  office 
practice  is  made  to  appear  comparatively  less  de- 
sirable. In  the  opinion  of  the  Chairman  this  point 
is  very  cogent  and  important  and  is  precisely  the 
reason  why  we  have  to  get  into  the  field  of  medical 
care  in  the  manner  purchasers  want  to  buy  it. 

II.  SOME  ALTERNATIVES 

Closed  panel  plans  such  as  the  Kaiser  Plan, 
the  Puget  Sound  Co-op,  and  the  Rhode  Island 
Group  Health  Association  offer  ready  answers 
to  the  problems  just  reviewed.  For  this  reason, 
these  plans  are  very  appealing  to  the  administra- 
tors who  make  buying  decisions  about  health  care. 
There  seems  hope  in  some  quarters,  that,  if  these 
plans  are  talked  about  enough,  the  health  care 
delivery  system  will  remake  itself  in  their  image. 
But  there  are  some  practical  problems  that  the 
planners  don’t  like  to  talk  about. 

One  is  money.  These  central  facilities  are  ex- 
pensive to  build,  equip,  and  staff.  They  usually 
operate  at  a loss  on  an  indefnite  period.  Most 
communities  and  many  other  sources  of  monies 
are  not  so  dissatisfied  with  their  health  care  as 
to  be  ready  to  contribute  the  necessary  start-up 
funds,  estimated  to  be  several  million  dollars  per 
facility.  The  Federal  Government  seems  long  on 
encouragement  and  short  on  grant  money  at  this 
time.  It  is  presently  funding  modest  planning 
grants  only. 

Another  is  acceptance.  Many  patients  feel  that 
health  care  is  a personal  matter,  and  prefer  access 
to  the  delivery  system  through  someone  they  con- 
sider to  be  their  personal  physician.  Many  physi- 
cians feel  similarly,  and  would  prefer  not  to  prac- 
tice in  an  institutional  type  of  setting.  Even  in 
those  areas  where  closed  panel  plans  are  well  es- 
tablished, it  is  unusual  for  them  to  serve  either 
a majority  of  the  community  or  even  a majority 
of  an  employee  group.  The  comparatively  slow 
geographic  spread  of  the  closed  panel  plans  sug- 
gests the  lack  of  universal  appeal  to  patients  and 
physicians. 

An  alternative  solution  is  a physician-based 


Health  Services  Plan.  The  most  important  feature 
of  this  plan  is  that  the  problems  which  were  iden- 
tofied  earlier,  are  dealt  with  within  the  present 
health  care  delivery  system. 

The  Health  Services  Plan  provides  benefits  for 
primary  care.  Upon  joining  the  Plan,  the  patient 
identifies  a participating  physician  as  his  source 
for  primary  care.  Through  arrangements  made  be- 
tween this  source  and  the  Plan,  primary  care  for 
the  member  is  paid  for  on  an  efficient  basis.  Pay- 
ment is  largely  “in  advance”  with  an  obsolute 
minimum  of  paper  work.  These  benefits  encourage 
the  provision  of  care  in  the  setting  which  is  best 
for  the  patient,  and  most  economical  for  the  Plan. 

The  Health  Services  Plan  encourages  efficient 
use  of  hospital  facilities.  The  Plan  may  be  devised 
so  that  any  savings  which  result  from  more  effi- 
cient care  may  be  divided  between  the  patient  and 
the  physician.  The  availability  of  benefits  without 
restriction  on  where  the  services  are  provided,  is 
expected  to  complement  the  financial  incentive  to 
utilize  less  costly  settings  where  appropriate,  creat- 
ing a climate  in  which  the  efficient  delivery  of 
quality  care  is  encouraged  by  the  Plan. 

The  Health  Services  Plan  includes  a system 
which  will  provide  a demonstrable  data  base  for 
quality  review.  In  addition,  the  referral  system 
is  formalized  and  given  visibility.  In  combination, 
these  features  form  a documented,  formal  system 
for  the  physician  peer  group  to  monitor  primary 
care  delivered  in  the  small  office  setting. 

III.  HEALTH  SERVICES  PLAN  PRINCIPLES 

In  structuring  a plan  to  meet  this  challenge, 
that  is,  to  deal  with  the  problems  of  benefits  for 
primary  care,  efficient  use  of  hospitals,  control 
of  costs,  and  retention  of  quality  within  the  pres- 
ent delivery  system,  the  following  guiding  prin- 
ciples should  be  adopted: 

(Continued  on  next  page) 
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PEDIATRIC 

POSTGRADUATE 

COURSE 

AVAILABLE 

The  23rd  Animal  Postgraduate 
Course  in  Pediatries  of  The  Univer- 
sity of  Texas  Medical  Branch  will  be 
held  in  Galveston,  Texas,  March  14, 
and  15,  1974.  The  course  will  be  en- 
titled “Pediatric  Potpourri"  with  guest 
lecturers  Paul  Wehrle.  M.D.,  Elliott 
Ellis,  M.D.,  and  Marvin  Cornblath, 
M.D. 

Tli  is  program  is  acceptable  for  12 
prescribed  hours  by  the  American 
Academy  of  General  Practice  and  reg- 
istration fee  will  be  $75.00.  Further 
information  will  be  furnished  by  Lil- 
lian H.  Lockhart,  M.D.,  Chairman,  Pe- 
diatric Postgraduate  Committee,  The 
University  of  Texas  Medical  Branch, 
Galveston,  Texas  77550, 


A.  That  physicians  have  the  right  to  choose 
to  practice  alone,  in  small  groups,  or  in 
large  groups,  as  they  believe  best  suits  their 
professional  preference  and  the  needs  of 
their  patients. 

B.  That  the  referral  system  which  provides 
mutual  support  among  physicians  while  im- 
proving the  quality  of  patient  care  deserves 
formal  recognition  and  support. 

C.  That  the  present  free  choice  of  physician 
and  physician-patient  relationship  will  be 
maintained. 

D.  That  based  on  the  convenient  location  of 
the  physician,  the  public  can  determine  on 
an  individual  basis  whether  or  not  it  wishes 
to  participate  in  the  experiment.  The  ex- 
periment must  incorporate  the  concept  of 
dual  choice.  All  elements  of  program  design 
and  marketing  activities  must  be  developed 
to  give  each  potential  subscriber  complete 
and  accurate  information  on  which  he  may 
make  an  informed  choice.  This  means  that 
each  potential  subscriber  must  know  what 
services  will  be  available,  where  they  will 
be  available  and  by  whom  they  will  be 
performed.  The  present  restrictions  against 
public  education  on  the  specific  physicians 
participating  in  the  program  must  be  up- 
dated to  recognize  the  new  developments 
of  alternative  delivery  systems  and  the  new 
demands  of  the  marketplace.  Any  experi- 
ment sponsored  by  Blue  Cross  and  Blue 
Shield  with  the  Medical  Society  must  de- 
pend on  voluntary  participation  on  the  part 
of  the  subscriber.  Any  experiment  or  move 
in  this  direction  needs  full  approval  of  the 
Rhode  Island  Medical  Society.  As  is  true 
of  any  non-mandated  program,  each  aspect 
of  the  experiment  must  be  evaluated  in  light 
of  its  potential  for  subscriber  satisfaction 
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if  the  program  is  to  attain  any  acceptable 
level  of  marketing  success  and  sustained 
enrollment. 

E.  That  comprehensive  outpatient  benefits  will 
encourage  the  use  of  less  costly  settings  as 
an  alternative  to  inpatient  hospital  confine- 
ment, and  that  this  will  produce  savings 
for  the  program. 

F.  That  a more  efficient  financing  method  for 
basic  services  will  vastly  reduce  recording, 
reporting  and  payment  costs,  saving  office 
expense  for  both  the  physician  and  Blue 
Shield.  To  promote  the  most  economical 
results,  it  is  imperative  that  all  providers 
of  service  be  personally  involved  in  the  fi- 
nancial aspects  of  the  program.  Such  in- 
volvement is  intended  to  promote  the  most 
judicious  use  of  health  care  services  and 
to  promote  physician  interest  and  concern 
in  the  proper  use  of  facilities  and  time, 
prove  the  quality  of  care  provided  under 

G.  That  formalized  review  procedures  will  im- 
the  program,  and  may  also  reduce  costs 
through  careful  attention  to  service  and  set- 
tings. Any  experiment  involving  the  finan- 
cial elements  of  health  services  must  pre- 
sent an  open  forum  for  the  evaluation  of 
quality  in  all  aspects  of  health  care.  Unless 
community  standards  of  quality  are  main- 
tained or  surpassed,  economic  accomplish- 
ments are  meaningless. 

H.  That  any  savings  resulting  from  the  pro- 
gram may  be  shared  between  the  subscriber 
and  physicians  affiliated  with  the  program. 

I.  That  the  Health  Services  Plan  will  enable 
the  State  Medical  Society  and  Blue  Cross 
and  Blue  Shield  to  mutually  obtain  knowl- 
edge and  experience  with  this  type  of  health 
care  delivery  system  and  prepayment  mech- 
anism consistent  with  the  best  interests  of 
the  public  and  medicine.  Once  a program 
is  established,  there  will  be  a need  to  offer 
it  to  Medicare  recipients,  welfare  recipients, 
Federal  employees  and  any  other  people 
covered  by  Federal  Health  Programs.  To 
reduce  the  amount  of  program  modification 
necessary  for  Federal  acceptance,  certain 
essential  elements  such  as  centralized  rec- 
ord systems  and  required  statistical  report- 
ing should  be  included  in  the  original  pro- 
gram design. 


IV.  PROGRAM  DESIGN 

How  the  Plan  Might  Work — Patient  and,  Physician 

The  program  provides  comprehensive  out-of- 
hospital benefits  including  general  office  care,  well- 
baby  care,  and  benefits  for  out-of-hospital  con- 
sultation services  which  will  encourage  the  pro- 
viding of  care  in  outpatient  settings.  The  con- 
cept continues,  however,  to  honor  the  physician’s 
right  to  treat,  prescribe  or  recommend  any  services 
that  in  his  judgment  are  required  for  quality  medi- 
cal care. 

Some,  especially  General  Practitioners,  Intern- 
ists, Pediatricians,  and  Obstetricians  and  Gyne- 
cologists, will  want  to  participate  as  “Primary 
Physicians”  — - that  is,  to  provide  primary  health 
care  and  accept  responsibility  for  guiding  their 
patients  through  the  health  care  delivery  system. 
Others,  especially  those  specialists  who  care  largely 
for  referred  patients,  will  probably  prefer  to  par- 
ticipate as  “Affiliated  Physicians”:  without  re- 
sponsibility for  the  primary  health  care  of  spe- 
cific patients. 

In  preparation  for  the  enrollment  of  the  mem- 
bers who  will  receive  care  under  a Health  Services 
Plan,  a benefit  brochure  is  prepared.  In  addition 
to  the  benefits,  this  brochure  includes  “ground 
rules”  for  patients  and  a listing  of  the  physicians 
who  are  participating. 

How  the  Plan  Might  Work- — Payment  for  Care 

One  major  reason  primary  care  has  not  been 
included  in  the  traditional  health  insurance  poli- 
cies is  that  an  individual  claims  system  is  so  in- 
efficient. Simply,  problem  with  financing  primary 
care  is  that  the  unit  cost  of  recording,  processing 
and  collecting  on  an  individual  claim  basis  is  esti- 
mated to  be  at  least  half  of  the  total  cost  of  the 
benefit,  leaving  something  less  than  half  for  the 
professional  service.  The  challenge,  then,  seems 
to  be  one  of  how  to  pay  the  physician  for  pro- 
fessional service  without  incurring  wasteful  paper- 
work expense. 

One  possible  answer  is  the  prepayment  of  a 
“capitation”  to  the  Primary  Physician.  Under  this 
approach,  advance  payment  could  be  accomplished, 
based  on  the  number  of  members  who  had  chosen 
this  Primary  Physician,  and  the  services  he  or  she 
had  agreed  to  provide.  The  “Health  Services  Fee” 
for  all  members  could  be  paid  each  month  to  the 
Primary  Physician,  and  forwarded  together  with 
the  monthly  listing  of  members  eligible  for  care. 

Primary  Physicians  will  be  paid  on  the  basis 
(Continued  on  next  page) 
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of  an  advance  ‘‘Health  Services  Fee"  for  high  fre- 
quency, low  cost  services  in  the  interest  of  re- 
ducing paperwork  (by  50  per  cent  or  more),  and 
Fee-for-Service  for  low  frequency,  high  cost  serv- 
ices. The  actual  payment  for  individuals  will  be 
determined  and  mutually  agreed  upon  as  a result 
of  on-site  visits  to  identify  the  level  of  services 
customarily  provided.  This  will  be  related  to  sta- 
tistical analysis  of  presently  insured  Blue  Shield 
benefits  and  actuarial  consultation  for  presently 
un-insured  services  to  determine  total  payment 
of  Health  Services  Program  services.  Subscribers 
enrolled  in  the  Health  Services  Program  will  select 
their  participating  Primary  Physician  of  medical 
care.  Primary  care  may  include  the  evaluation  and 
management  of  early  complaints,  symptoms,  prob- 
lems and  the  chronic  intractable  aspects  of  dis- 
ease. Except  for  emergencies,  care  not  authorized 
by  a physician  participating  in  the  Health  Services 
Plan,  either  as  a Primary  Physician  or  as  an  Af- 
filiate, opts  the  member  out  of  Plan  benefits. 

Care  provided  by  Affiliated  Physicians  (i.e., 
Specialists)  on  the  basis  of  referral  would  be  re- 
imbursed on  the  basis  of  UCR  charges  agreed  to 
during  the  Plan  year.  Hospital  care  would  be  paid 
for  through  the  routine  Blue  Cross  mechanism 
although  special  accounting  procedures  would  be 
instituted  to  highlight  inpatient  savings  resulting 
from  the  Plan. 

Care,  which  is  truly  of  an  emergency  nature, 
roughly  described  as  “when  it  would  be  imprac- 
tical to  enter  the  delivery  system  through  the 
Primary  Physician,  because  of  distance,  unavail- 
ability, or  the  nature  of  the  illness  or  accident", 
will  be  covered  under  the  insured  benefits,  and 
would  not  opt  the  patient  out  of  the  Plan. 

The  key  to  the  financing  of  the  Plan  is  an  in- 
strument known  as  the  “Health  Services  Ac- 
count”. This  device  allows  the  Primary  Physician 
to  have  control  over  the  majority  of  the  resources 
available  for  patient  care. 

A Health  Services  Account  will  be  established 
for  all  members  enrolling  for  coverage.  The  HSA 
will  include  the  total  premium  paid  less  Blue  Cross 
and  Blue  Shield  administrative  fee,  the  premium 
for  out-of-area  claims  and  contingency  reserve  re- 
quirements. 

Payment  for  professional  services  including  the 
advance  Health  Services  Fee.  Fee-for-Service  pay- 
ments to  other  providers  of  services  or  supplies, 
and  Blue  Cross  premiums  will  be  charged  against 
the  HSA  on  a monthly  basis.  All  charges  made 


against  the  HSA  will  be  for  services  and  supplies, 
including  hospitalization,  recommended  or  pre- 
scribed by  physicians  affiliated  with  the  Plan. 

A HSA  pool  will  be  established  for  primary  phy- 
sicians and  medical  groups  designated  by  a small 
number  of  members  as  their  primary  providers  of 
medical  care.  A separate  TSA  will  be  established 
for  each  Primary  Physician  and  medical  group 
with  a sufficient  number  of  members  for  statistical 
credibility.  Large  medical  groups  annd  other  Pri- 
mary Physicians  with  their  own  separate  HSA 
wall  determine  the  division  of  their  own  excess 
funds.  The  formula  for  the  division  of  physician 
excess  funds  in  the  pooled  HSA’s  will  be  developed 
and  explained  to  those  physicians  involved. 

It  should  be  noted  that  the  HSA  would  include 
resources  covering  virtually  all  aspects  of  care, 
including  hospitalization.  Thus,  for  the  first  time, 
a mechanism  will  be  created  which  allows  the  phy- 
sicians to  share  in  the  benefits  resulting  from  the 
efficient  use  of  these  resources.  Physicians  affili- 
ated with  the  Plan  and  insured  groups  might  share 
in  any  annual  excess  accumulated  in  the  individual 
HSA’s,  with  the  physicians  incentive  payment  cal- 
culated and  paid  annually.  This  point  was  the 
subject  of  much  discussion  in  committee  for  the 
following  reasons: 

1.  The  concept  may  lead  to  underutilization. 

2.  The  Director  of  Business  Regulation  and  the 
Insurance  Commissioner  are  bound  to  con- 
fiscate such  overages  as  rightfully  belonging 
to  the  public. 

How  the  Plan  Might  Work — Professional  Review 

.An  effective  review  program  is  an  essential  com- 
ponent of  the  Health  Services  Plan.  To  implement 
such  a program  the  needed  data  must  be  identi- 
fied, collected,  and  analyzed  or  summarized.  In 
addition,  one  or  more  organized  and  motivated 
groups  of  professionals  must  be  involved  in  the 
review'  process. 

A model  data  collection  program  has  been  de- 
veloped by  Blue  Cross  and  Blue  Shield.  The  needed 
data  wall  be  recorded  from  the  Primary  Physician 
documentation  and  the  claim  forms  submitted  on 
referral  and  hospitalized  cases.  This  data  will  be 
classified  and  summarized,  allowing  patterns  of 
practice  to  be  identified.  These,  on  comparative 
rank  and  profile  form,  will  allow  each  physician 
providing  care  to  compare  his  statistics  with  other 
individuals  and  with  group  averages.  This  will 
certainly  stimulate  thought  and  discussion,  per- 
haps leading  to  more  uniform  and  theoretically 
(Continued  on  next  uage) 
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improved  care  by  physicians  in  primary  practice 

If  the  medical  community  is  sufficiently  close 
knit,  one  professional  review  grouping  is  ideal. 
More  than  one  grouping  can  he  utilized  if  needed. 
These  groups  would  exercise  the  leadership  re- 
sponsibilities involved  in  the  review  and  improve- 
ment of  the  performance  of  Primary  Physicians. 

“Utilization  Review”  is  another  key  to  efficient 
and  economical  care.  This  provides  a mechanism 
for  the  establishment  of  “standards”  and  the  com- 
parison of  services  provided  against  those  “stand- 
ards”. As  the  “standards”  represent  a level  be- 
yond which  over-utilization  is  a reasonable  possi- 
bility, services  which  do  not  comply  with  “stand- 
ards” are  investigated. 

The  precise  methods  required  for  effective  re- 
view will  be  developed  by  the  Medical  Society, 
perhaps  in  conjunction  with  the  PSRO  effort.  Simi- 
larly conceived  Blue  Shield  Programs  in  other  areas 
of  the  country  have  done  substantial  work  in  this 
area  and  could  serve  as  potential  models. 

Possible  Organization 

Precise  details  regarding  optimal  organizational 
structure  are  still  under  discussion.  One  alterna- 
tive is  sponsorship  by  Blue  Shield  of  Rhode  Island 
and  another  is  a separately  incorporated  and  iden- 
tifiable foundation.  In  any  case,  a physician 
oriented  governing  body  will  be  established  to 
provide  overall  guidance  to  the  program. 

Out  of  this  process  would  emerge  a Central 
State  Committee  which  would  serve  as  the  or- 
ganizing agency  for  the  providers  of  service.  The 
Committee  would  be  responsible  for  canvassing 
all  physicians  in  the  State  to  solicit  participation 
and  together  with  Blue  Cross  and  Blue  Shield 
would  work  with  the  interested  physicians  in  each 
area  of  the  State  to  develop  the  capabilities  nec- 
essary for  such  a Plan.  In  addition,  the  State 
Committee  would  be  directly  responsible  for  the 
administration  and  coordination  of  peer  review 
and  quality  review  activities. 

Since  access  and  availability  are  of  prime  con- 
cern to  the  subscribers’  acceptance  of  a program 
such  as  this,  it  would  be  impractical  to  form  one 
basic  medical  Plan  to  serve  the  entire  State.  Ac- 
cordingly, it  is  suggested  that  individual 
HSOWW’s  (Health  Service  Organizations  With- 
out Walls)  be  organized  independently  in  each 
medical  service  area  of  the  State.  The  Medical 
service  areas  of  the  State  have  typically  been  de- 
fined as:  Providence,  Pawtucket,  Woonsocket; 
Newport,  Bristol;  Kent  and  Westerly,  although 


this  could  be  easily  modified  to  meet  the  need 
of  individual  communities. 

Following  approval  of  the  Health  Services  Plan 
concept  by  the  appropriate  area  Medical  Society, 
the  first  step  in  implementation  is  individual  phy- 
sician contract.  Each  physician  is  called  upon  and 
invited  to  join  the  Plan.  The  Plan  concept  would 
be  reviewed,  and  the  type  and  scope  of  that  phy- 
sician’s practice  related  to  the  Health  Services 
Plan,  to  help  establish  whether  and  how  each  phy- 
sician will  participate  in  the  Plan.  Each  physician 
would  make  his  own  decision  regarding  the  por- 
tion of  his  practice  to  be  financed  by  prepayment. 
The  physician  may  elect  to  participate  either  as 
a Primary  Physician,  an  Affiliated  Specialist  or 
both.  A statewide  array  of  participating  specialists 
would  be  formed  to  be  available  for  referrals  from 
all  Primary  Physicians  in  order  to  minimize  in- 
terference with  traditional  referral  patterns. 

Technical  and  operational  support  for  selected 
aspects  of  the  program  would  be  delegated  to  Blue 
Cross  and  Blue  Shield  of  Rhode  Island.  This  would 
include: 

A.  Development  of  the  technical  details,  such 
as  budgeting  and  actuarial  support,  neces- 
sary to  meet  the  need  for  an  acceptable 
alternative  financing  and  delivery  system 
and  expertise  in  the  installation  of  this  sys- 
tem. 

B.  Marketing  experience  in  the  enrollment  of 
patient  members  to  assure  meaningful  num- 
bers with  probable  need  for  care  consistent 
with  the  cost  assumptions  made. 

C.  Administrative  expertise  in  developing  and 
maintenance  of  membership  roles  and  fi- 
nancial records,  and  in  claims  processing. 

D.  Statistical  and  data  processing  capacity  to 
efficiently  collect  the  needed  data,  organize 
and  analyze  this  data  and  provide  the  basis 
from  which  the  professional  review  process 
begins. 

E.  Skilled  program  management  including 
communications  with  non-cooperative  mem- 
bers, periodic  reenrollment,  recalculations 
of  the  various  price  and  cost  factors  and 
other  supporting  functions. 

F.  Insurance  support  in  terms  of  out-of-area 
services  and  alternate  or  conversion  types 
of  insured  Plans. 

V.  CONCLUSION 

The  program  being  proposed  is  specifically  struc- 
( Continued  on  next  page) 
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tured  to  allow  physicians  to  participate  in  a com- 
prehensive benefit  program  financed  by  a capita- 
tion arrangement  on  the  “group  practice  without 
walls”  approach. 

The  intent  is  to  financially  involve  participants 
in  the  health  services  being  rendered  in  order  to 
promote  more  judicious  use  of  the  alternative 
means  of  delivery  care.  It  seems  reasonable  that 
a Health  Services  Plan  may  develop  savings,  in 
addition  to  the  provision  of  more  comprehensive 
benefits.  Savings  appear  especially  possible  pri- 
marily through  reducing  inpatient  hospitalization. 
If  savings  occur  as  expected,  a system  for  their 
measurement  and  distribution  will  be  part  of  the 
Plan. 

The  physicians  may  participate  in  these  savings 
on  a basis  which  recognizes  their  varying  degrees 
of  contribution  to  these  savings.  The  remainder 
should  be  available  to  patient  participants  in  the 
program  through  expanded  benefits  of  stabilized 
premiums. 

A co-payment  feature  is  an  important  aspect 
to  prevent  overutilization  and  it  can  be  met  per- 
haps through  State  Welfare  Department  financing. 

Detailed  planning  to  flesh  out  the  concepts  out- 
lined above  will  be  the  highest  priority  of  the  Com- 
mittee during  the  upcoming  six  months.  It  is  the 
goal  of  the  Committee  to,  in  conjunction  with 
Blue  Cross  and  Blue  Shield,  develop  a full  opera- 
tional Plan  in  this  period.  Given  the  progress  made 
to  date  and  the  work  that  is  proceeding  in  other 
areas  of  the  country,  this  is  a realistic  and  attain- 
able goal. 

Respectfully  submitted: 

Joseph  E.  Caruolo,  m.d. 

Chairman 

DRUG  ABUSE  COMMITTEE 

The  Drug  Abuse  Committee  has  always  looked 
upon  this  phenomenon  from  a medical  perspec- 
tive, viewing  the  abuser  as  a person  with  prob- 
lems needing  help.  Because  of  this  we  have  sought 
to  influence  legislation  in  this  area  so  to  be  fair 
and  just  to  the  abuser  while  at  the  same  time  pro- 
tecting the  community. 

Shortly  after  the  beginning  of  this  past  legisla- 
tive year,  the  Committee  offered  to  the  State  Ad- 
ministration a model  comprehensive  dangerous 
drug  control  act.  The  Committee  had  been  study- 
ing this  legislation  for  approximately  two  years 
and  at  the  suggestion  of  the  President  of  the  So- 
ciety had  intensively  studied  all  past  legislation, 
federal  statutes  and  uniform  codes,  and  with  legal 


assistance  prepared  a model  act  in  time  for  presen- 
tation to  the  new  Governor  shortly  after  his  in- 
auguration. It  was  known  that  the  Administration 
had  no  bill  at  that  time.  The  reason  that  there 
had  to  be  new  legislation  in  this  area  is  that  the 
states  must  now  bring  their  laws  in  line  with 
existing  statute  adopted  by  the  Congress  in  1970. 

Subsequently,  it  appeared  to  us  that  the  De- 
partments of  Health  and  Mental  Health,  Hospitals, 
and  Retardation  had  accepted  our  version  which 
incorporated  the  penalty  structure  of  the  federal 
law  and  most  of  the  suggestions  of  the  Uniform 
Code  for  states.  Up  until  the  present  moment,  the 
State  of  Rhode  Island  has  the  second  most  strin- 
gent drug  laws  in  the  country. 

We  wish  to  emphasize  that  this  legislation  was 
not  just  another  ‘‘drug  bill’'.  It  was  the  major 
total  revamping  of  all  state  laws  in  this  area.  The 
number  of  the  R.  I.  Uniform  Controlled  Substances 
bill  is  73-H  6369  (as  amended). 

We  also  assumed  since  we  had  stimulated  con- 
sideration of  this  type  of  legislation  that  we  would 
be  made  aware  of  any  substantial  changes  that 
would  be  made  by  other  divisions  of  State  Gov- 
ernment prior  to  submission  by  the  Administration 
to  the  Legislature.  Unfortunately,  this  did  not 
occur.  Several  areas  of  the  basic  bill  were  modified 
by  a task  force  heavily  influenced  by  an  enforce- 
ment philosophy.  These  additions  eventually 
caused  the  demise  of  the  legislation  for  this  ses- 
sion. 

The  Committee  subsequently  held  lengthy  dis- 
cussions with  sponsors  and  Administration  per- 
sonnel while  the  bill  was  being  processed,  pointing 
out  what  we  felt  were  negative  aspects.  These 
were  mainly  centered  around  areas  which  seemed 
to  be  unfair  and  unjust  to  accused  users  by  favor- 
ing enforcement,  unfair  to  physicians  by  creating 
needless  paper  work,  unfair  to  manufacturers  by 
interposing  what  seemed  to  be  unnecessary  influ- 
ences on  prescribing  practices  of  prescription  prod- 
ucts, and  finally,  grossly  unfair  to  patients  and 
citizens  in  general  by  invading  their  privacy.  All 
these  inequities  were  caused  by  task  force  modi- 
fications of  our  original  model  bill  inserted  with- 
out any  notification  to  our  Committee  and  thus 
changing  our  proposal  to  a fairly  objectionable 
bill  on  summation.  All  of  the  discussions  were  held 
to  no  avail. 

We  had  to  make  a decision  on  whether  to  with- 
draw our  support.  Our  decision,  after  much  con- 
sideration, was  support  the  bill  despite  our  ob- 
jections because  of  its  just  penalty  structure.  We 
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felt  that  amendments  could  later  modify  the  ob- 
jectionable elements.  Immediately  after  the  bill 
died  in  the  Senate  Judiciary  Committee,  we  wrote 
to  the  Governor  recapitulating  the  course  of  the 
legislation.  Again  reiterating  its  importance  of  our 
desire  to  see  an  equitable  piece  of  legislation  which 
was  sensible,  effective,  and  yet  fair  to  all  parties. 
We  pointed  out  the  recent  fiasco  in  Massachusetts 
in  which  all  prescription  drugs  were  put  under 
control  necessitating  special  prescriptions.  We 
made  a strong  suggestion  that  a small  group  of 
the  disparate  interests  be  gathered  for  a confer- 
ence in  an  attempt  to  iron  out  differences  prior 
to  the  new  legislature.  We  felt  that  now  was  the 
time  to  at  least  discuss  the  new  disparate  feelings 
about  the  bill.  Again  it  appeared  that  our  sug- 
gestion met  with  approval  of  the  Governor’s  office 
of  his  legislative  assistant,  Air.  McKenna.  We 
have  learned  recently,  however,  that  the  current 
strategy  is  to  merely  iron  out  the  specific  objec- 
tions of  the  Senate  Judiciary  Committee  which 
appeared  to  be  mostly  legalistic  and  to  let  the  bill 
then  be  presented  as  it  stands  to  the  Senate  for 
passage.  Apparently  our  concerns,  the  concerns 
of  the  American  Civil  Liberties  LTnion,  and  the 
R.  I.  Association  for  Children  with  Learning  Dis- 
abilities, concerning  the  invasion  of  privacy  and 
the  manufacturers'  concern  about  unproductive 
restriction  of  trade  will  only  surface  in  public 
hearings  if  they  are  held.  Politically  this  usually 
does  not  result  in  much  real  change  in  the  legis- 
lation. 

We  regret  the  situation  has  developed  and  feel 
that  the  Society  has  not  been  treated  fairly  in  its 
concerns  by  the  Administration.  We  realize  that 
the  community  has  necessary  enforcement  con- 
cerns but  we  feel  we  have  been  repeatedly  ignored 
in  counterbalancing  concern.  This  is  particularly 
galling  because  we  provided  them  with  the  basic 
legislation. 

We  also  feel  the  Administration  was  unrealistic 
in  only  providing  for  one  representative  of  the 
Society  on  the  Governor's  Permanent  Advisory 
Council  on  Drug  Abuse  Control  which  has  a total 
of  approximately  23  members. 

Governor  Noel  has  always  replied  very  cour- 
teously to  our  communications,  but  apparently  ha? 
turned  over  all  drug  abuse-related  state  govern 
ment  involvement  to  his  administrativee  assistant. 
We  are  not  too  hopeful  of  any  meaningful  co- 
operation. 

Apparently,  it  is  well  nigh  impossible  for  poli- 


ticians to  conceive  of  physicians  having  anything 
other  than  self-enhancing  concerns. 

* * * 

The  Committee  is  much  concerned  about  forged 
and  stolen  prescriptions  and  the  misuse  of  pre- 
scribing practice  by  physicians  as  a factor  in  di- 
version of  drugs  which  can  then  be  abused.  No  one 
knows  how  much  a factor  this  is  in  the  overall 
Rhode  Island  abuse  picture. 

Even  if  it  is  eventually  shown  to  be  a minor 
contributor  as  we  suspect  we  would  still  welcome 
a proven  control  mechanism.  The  reason  we  in- 
sist on  a proven  and  logistically  possible  mechan- 
ism is  that  such  a method  must  invariably  invade 
patients’  privacy  and  interfere  with  the  patient- 
physician  relationship.  This  could  only  be  justi- 
fied, therefore,  if  the  benefit  to  society  as  a whole 
could  be  demonstrated  by  utilizing  an  efficient 
and  logistically  possible  procedure. 

Prescribing  practices  are  at  present  regulated 
under  the  old  Harrison  Act  and  narcotics  only  are 
truly  controlled.  The  pharmacist  is  required  to 
copy  a narcotic  prescription,  keep  the  original  on 
file  and  send  a listing  of  all  his  narcotic  prescrip- 
tions, including  physicians’  annd  patients’  names, 
to  the  Department  of  Health  once  a month.  Under 
the  control  mechanism  included  in  the  legislation 
we  are  referring  to  (which  was  inserted  by  the 
task  force  and  not  the  Society)  the  paper  work 
aspect  is  removed  from  the  pharmacist. 

The  physician  fills  out  a special  State  prescrip- 
tion form  (either  supplied  or  sold  to  him  by  the 
State)  which  would  be  in  triplicate,  and  be  serially 
numbered.  This  would  be  filled  out  for  all  Class  II 
drugs  including  amphetamines,  methvlphenidate 
and  soon  several  short  acting  barbiturates.  The 
physician  would  retain  a copy  and  the  patient 
would  take  two  of  these  special  prescriptions  to 
the  pharmacist  who  would  keep  one  on  file  for  a 
number  of  years  and  send  the  other  carbon  copy 
of  the  original  to  the  Department  of  Health,  once 
again  once  a month.  The  benefit  to  the  pharmacist 
is  obvious  in  that  he  would  not  have  to  copy  the 
prescriptions.  Theoretically,  he  also  might  be  able 
to  better  detect  a forged  prescription  in  that  all 
Class  II  drugs  would  have  to  be  on  a special  pre- 
scription form.  However,  obviously  these  forms 
could  also  be  stolen  and  forged  so  the  only  benefits 
really  might  be  the  elimination  of  paper  work  by 
the  pharmacist  — transferring  it  to  the  physician. 

It  is  not  difficult  to  understand  why  the  ACLU 
(Continued  on  Next  Page) 
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and  ACLD  object  to  this  aspect  because  of  the 
data  bank  features  involving  non  offending  pa- 
tients and  even  children  on  psychoactive  stimu- 
lant medication  for  learning  or  behavior  problems. 
We  emphasize  that  under  the  present  law  only 
patients  on  narcotics  have  their  names  on  file.  In 
any  translation  of  a federal  statute  in  toto  all  Class 
II  drugs  which  presently  include  the  aforemen- 
tioned under  the  proposed  State  law  would  be 
placed  under  a triplicate  feature  and  thus,  all 
patients  on  these  additional  medications  would 
be  filed  with  the  Department  of  Health.  Logis- 
tically,  this  also  would  obviously  multiply  the 
number  of  prescriptions  which  would  have  to  be 
processed  by  the  responsible  division  in  the  De- 
partment of  Health.  The  Civil  Liberties  aspect 
of  this  type  of  provision  has  been  considered  seri- 
ously enough  in  New'  York  that  three  judge  ap- 
pellate court  is  as  of  this  writing  considering  the 
case  of  multiple  objectors.  The  courts  have  taken  it 
seriously  enough  to  pass  it  from  a lower  court 
to  a higher  court.  So  there  appears  to  be  a con- 
siderable question  on  constitutional  challenge  of 
this  type  of  law.  It  has  been  defeated  in  most 
states  where  it  has  been  presented,  and  at  the 
present  time,  only  four  to  five  states  have  it  on 
their  books. 

Some  of  the  manufacturers  have  a concern  that 
this  special  prescription  would  cause  physicians 
to  avoid  their  products. 

Our  Committee  is  very  concerned  about  the  in- 
vasion of  privacy  aspects  and  the  very  definite 
interposition  of  the  state  between  the  patient  and 
the  physician.  We  concede  that  there  might  pos- 
sibly be  some  validity  to  the  manufacturers'  con- 
cern. 

It  appears  to  us  that  in  order  even  to  consider 
this  interference  that  there  must  be  evidence  of 
the  effectiveness  of  such  a method.  It  has  been 
used,  as  mentioned,  in  only  four  states.  It  has 
been  rejected  by  most  legislatures.  The  states  in- 
volved are  really  unable  to  determine  if  it  has 
had  any  effect  on  drug  abuse  in  any  “hard  data’’ 
way.  We  have  on  file  a letter  from  the  new  over- 
all federal  agency  on  drug  abuse  with  a statement 
by  the  director  that  the  federal  government  has 
no  way  of  having  any  opinion  on  this  method’s 
effectiveness  because  apparently  of  the  lack  of  any 
valid  statistics. 

It  is  rather  hard  to  conceive  of  the  effective- 
ness of  a method  which  required  the  submission 
of  prescriptions  on  a once  a month  basis  bringing 
about  any  effect  on  prosecution  of  abusers  who 


forge  or  steal  prescriptions.  Apparently,  even  with 
the  current  influx  of  lists  from  pharmacists,  there 
is  a backlog  both  in  the  pharmacies  and  at  the 
Department  of  Health.  This  is  on  a relatively 
small  scale  as  compared  to  what  they  wrould  re- 
ceive under  the  new  law.  There  is  no  appropriation 
for  the  purpose  of  enlarging  staff  capability  in- 
cluded in  legislation.  There  is  no  way  at  present 
of  estimating  volume  of  prescriptions  effected  but 
it  obviously  will  be  many  times  what  now  are 
processed. 

In  this  State  our  Administration  seems  uncon- 
cerned about  the  confidentiality  of  ordinary  pa- 
tients. It  is  very  difficult  for  our  Committee  to 
condone  the  invasion  of  privacy  and  interference 
with  traditional  patient-physician  relations  which 
this  method  entails  with  the  courts  seriously  ques- 
tioning its  constitutionality.  There  does  not  seem 
to  be  any  indication  that  this  method  would  be 
an  efficient  control  mechanism.  If  it  were  prop- 
erly back  stopped  by  staff,  it  would  be  inor- 
dinately expensive. 

All  of  the  above  would  take  place  in  an  effort 
to  control  a diversion,  the  scope  of  which  has 
only  been  intimated  and  not  defined.  We  believe 
efforts  could  more  logically  be  directed  at  known 
areas  of  diversion,  mainly  wholesale  transfer,  and 
better  police  protection  of  pharmacies. 

We  intend  to  present  our  concerns  to  key  legis- 
lative representatives  prior  to  the  public  hearings. 
Depending  on  the  response  we  get,  we  will  then 
decide  whether  to  recommend  continuing  support 
of  the  legislation  or  mounting  opposition  to  it. 
It  is  ironic  that  in  our  neighboring  state  of  Massa- 
chusetts. the  Governor  and  Mayor  of  Boston  had 
turned  down  $8  million  because  it  would  invade 
the  privacy  of  addicts. 

The  concerns  about  the  legislative  aspect  of  drug 
abuse  has  taken  most  of  the  time  of  the  Commit- 
tee during  the  past  nine  months.  Recently  we  have 
mailed  to  Society  members  a wall  poster  which 
invites  patients  to  talk  to  their  physicians  about 
problems  of  drug  abuse  in  their  families.  A news- 
letter for  emergency  rooms  with  contemporary  data 
on  drug  treatment  is  being  prepared.  Periodic 
communications  will  be  published  periodically  in 
the  Journal. 

As  we  have  mentioned,  the  Committee  is  very 
concerned  about  possibilities  of  misuse  of  pre- 
scribing practices  by  physicians  in  our  State.  We 
hope  to  try  and  find  out  whether  the  situation 
truly  exists,  and  if  so.  what  the  extent  of  it  is, 
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anw  how  the  Society  might  help  enforcement  per- 
sonnel to  cope  with  this  problem. 

* * * 

The  AMA  has  testified  before  Congress  that 
it  too  is  concerned  with  anotheer  aspect  of  the 
physician-patient  drug  interface;  that  is  the  im- 
precise prescribing  of  habituating  drugs.  They 
have  stated  that  they  will  shortly  come  out  with 
guidelines  on  barbiturate  prescriptions.  In  the 
meantime,  a special  committee  of  the  Medical 
Society,  which  has  been  in  existence  for  the  past 
year,  is  in  the  process  of  drawing  up  guidelines 
for  the  usage  of  psychostimulant  medication  in 
children.  Our  Committee,  over  the  next  several 
months,  will  also  consider  the  possibility  of  offer- 
ing guidelines  in  amphetamine  treatment  of  obesity 
for  Society  members.  We  welcome  any  comments 
of  interested  Society  members  on  any  subjects 
which  they  feel  are  pertinent  in  the  field  of  drug 
abuse. 

Respectfully  submitted: 

John  E.  Farley,  Jr.,  m.d. 

Chairman 

MEDICAL  ASPECT  OF  SPORTS  COMMITTEE 

The  Committee  on  the  Medical  Aspect  of  Sports 
is  very  happy  to  report  that  a very  successful  con- 
ference was  held  on  July  26  and  27,  1973,  at  the 
University  of  Rhode  Island.  Registrants  from  17 
different  states  attended  the  meeting.  The  states 
represented  included  Massachusetts,  Pennsylvania, 
New  York,  Virginia,  Rhode  Island,  Connecticut, 
New  Jersey,  New  Hampshire,  Ohio,  Wisconsin, 
Arizona,  Montana,  Maine,  Colorado,  Illinois, 
Georgia  and  Michigan. 

A total  of  130  registrants  attended  the  Confer- 
ence which  was  featured  by  three  different  talks 
by  the  nationally-known  coach  of  Pennsylvania 
State  University,  Joseph  Paterno.  Other  well  known 
speakers  included  Head  Trainer  Lindsy  McLean 
of  the  University  of  Michigan  Department  of  In- 
tercollegiate Athletics;  Dr.  Royer  Collins,  Chief 
of  the  Sports  Department  of  the  Cleveland  Clinic; 
Fred  Allman,  nationally-known  Orthopedic  Sur- 
geon on  Sports  Medicine;  Robert  Leach,  Profes- 
sor of  Orthopedic  Surgery  of  Boston  University 
Medical  School;  Joseph  Torg,  M.D.,  Professor  of 
Orthopedic  Surgery  at  Temple  University  Medi- 
cal School,  and  many  other  people  well  versed  in 
sports  medicine.  The  Conference  as  a whole  was 
very  well  received  with  favorable  comments  being 
sent  to  us  by  just  about  each  and  every  registrant. 


The  Conference  was  considered  so  successful  that 
we  are  already  thinking  about  conducting  another 
Conference  next  year. 

Respectfully  submitted: 

A.  A.  Savastano,  m.d. 

Chairman 

LIAISON  COMMITTEE  OF  THE  MEDICAL  SOCIETY 
WITH  BROWN  UNIVERSITY 

The  M.D.  Program  at  Brown  University  was  im- 
plemented in  January  of  1973.  Dr.  Stanley  Aron- 
son serves  as  Dean  of  Medical  Affairs.  A full 
class  of  60  students  began  their  clinical  component 
of  the  M.D.  Program  on  August  1,  1973. 

Approximately  120  part-time,  voluntary  mem- 
bers were  added  to  the  faculty,  which  makes  a 
part-time  cliiical  faculty  of  over  20  doctors,  which 
is  close  to  20  per  cent  of  the  practicing  physicians 
in  Rhode  Island. 

In  January  of  1973,  the  Brown  program  of  medi- 
cine entered  into  formal  affiliation  with  the  Provi- 
dence Veterans’  Administration  Hospital.  An  agree- 
ment with  Bradley  Hospital  is  also  beiig  arranged. 
Additional  associations  are  now  being  worked  on 
with  the  Newport  Hospital,  the  Hussey  City  Hos- 
pital, Truesdale  Clinic  in  Fall  River,  and  the 
Rhode  Island  State  Health  Department. 

Twenty  members  of  the  Medical  Society,  from 
as  far  abroad  as  Kingston  and  Newport,  inter- 
viewed candidates  in  the  spring  of  1973  for  ad- 
mission to  medical  school  at  Brown.  The  Rhode 
Island  Medical  Journal  now  features  a regular 
editorial  column,  which  allows  officials  of  the 
medical  program  to  share  their  problems  with  the 
medical  community  and  keep  it  informed. 

Three  classes  of  60  students  are  now  enrolled 
in  the  program  in  medicine.  Of  the  total,  25  per 
cent  are  women  and  22  per  cent  are  Rhode  Is- 
landers. Brown  is  also  discussing  early  identifica- 
tion of  distinguished  college  freshmen  in  the  pre- 
medical programs  at  Providence  College  and  the 
LYiiversity  of  Rhode  Island  in  order  to  facilitate 
access  to  the  Brown  program  in  medicine  to  State 
residents  enrolled  at  those  institutions. 

The  Liaison  Committee  is  still  functioning,  but 
at  this  time,  is  more  in  an  advisory  role  and  is 
attempting  to  keep  the  Medical  Society  informed 
of  changes  and  developments  at  Brown.  Two  mem- 
bers of  the  Committee  appointed  by  Brown  are 
on  leave  of  absence,  and  to  replace  them  for  the 
remainder  of  their  absence,  Dr.  Galletti  has  ap- 
( Continued  on  Next  Page) 


House  of  Delegates  Report 


529 


pointed  Dr.  A1  Senft  and  Dr.  Stan  Aronson  to 
serve  in  their  places. 

Respectfully  submitted: 

Richard  P.  Sexton,  m.d. 

Chairman 

MATERNAL  HEALTH  COMMITTEE 

The  Maternal  Health  Committee  met  on  August 
29,  1973  at  6 p.m.  at  the  residence  of  Dr.  Her- 
bert Ebner.  The  members  present  were  Dr.  Her- 
bert Ebner,  Dr.  John  Wood.  Dr.  Harold  Beddoe, 
Dr.  Jack  Beezer,  Dr.  Stanley  Davies,  Dr.  George 
Anderson,  Dr.  William  MacDonald,  Dr.  William 
Reid,  Dr.  Bertram  Buxton,  Jr.,  Dr.  A1  Gendreau, 
Dr.  Joseph  O’Neill,  Dr.  John  Carey  and  Dr.  John 
Evrard. 

The  first  item  of  business  was  the  consideration 
of  appointment  of  new  members  to  the  Committee. 
It  was  felt  that  new  members  should  be  added, 
one  from  Woonsocket  Hospital  and  one  from 
Pawtucket  Hospital;  Dr.  William  MacDonald  will 
ascertain  the  nominal  head  of  the  Obstetrical  De- 
partment at  Woonsocket  and  Dr.  John  Evrard 
w'ill  contact  Dr.  Ed  Horan  to  determine  the  chief 
at  Pawtucket.  They  will  make  their  recommenda- 
tions to  the  Chairman. 

The  Chairman  read  a letter  from  the  Rhode 
Island  Medical  Society  regarding  the  handling  of 
rape  cases.  He  said  that  all  hospitals  had  been 
contacted  and  advised  to  follow  the  procedures 
for  treating  victims  as  recommended  in  the  Amer- 
ican College  of  Obstetrics  and  Gynecologist  Tech- 
nical Bulletin  No.  14,  1970  on  “Suspected  Rape’’. 

The  Committee  discussed  the  reporting  of  birth 
certificates  and  fetal  death  certificates  on  abor- 
tuses. Great  objection  to  this  procedure  by  sev- 
eral members  was  voiced  when  this  involved  spon- 
taneous abortions  of  less  than  20  wreeks  gestation. 
Doctor  Buxton  pointed  out  that  the  ruling  had 
always  been  in  effect  but  was  not  followed.  With 
therapeutic  terminations,  the  Committee  felt  that 
reporting  was  necessary,  but  it  should  be  in  an 
anonymous  fashion.  An  Ad  Hoc  Committee  of  Dr. 
John  Carey,  Dr.  Bertram  Buxton.  Jr.,  and  Dr. 
John  Evrard  was  appointed  to  meet  either  with 
Dr.  Joseph  Cannon  or  Dr.  Alex  Burgess  to  resolve 
the  problem.  Doctor  Buxton  suggested,  perhaps 
it  would  be  wise  for  the  group  to  speak  to  Mrs. 
O'Hara  in  Vital  Statistics  to  learn  of  the  inherent 
problems  before  seeing  Doctor  Cannon  or  Doctor 
Burgess. 

Protocols  on  the  deaths  presented  were  discussed 


and  though  seemingly  adequate  often  delete  essen- 
tial material.  The  Committee  unanimously  voted 
that  in  the  future  the  interviewer  would  request 
from  the  attending  physician  and  hospital  a photo- 
copy of  the  entire  record.  This  record  would  be 
under  the  direct  surveillance  of  the  Chairman  of 
the  Committee  after  it  was  acquired  and  would 
be  totally  destroyed  or  returned  to  the  hospital 
if  that  were  their  desire. 

There  were  two  maternal  mortality  cases  in 
Rhode  Island  since  the  last  meeting  approximately 
one  year  ago.  Detailed  summaries  have  been  pre- 
pared. 

The  first  was  a direct  obstetric  death.  The  diag- 
nosis was  placenta  accreta  with  hemorrhage  as  the 
cause  of  death. 

The  seoond  case  was  a woman  whose  cause  of 
death  was  listed  as  thrombotic  thrombocytopenic 
puerpera.  It  was  classified  as  an  indirect  obstetric 
death. 

Respectfully  submitted: 

Stanley  D.  Davies,  m.d. 

Chairman 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Physicians  and  Carriers  Workmen's  Com- 
pensation Committee  has  not  had  any  cases  come 
before  it  during  the  past  year  and  there  are  no 
cases  waiting  to  come  before  it. 

Respectfully  submitted: 

Walter  C.  Cotter,  m.d. 

Chairman 

MEDICAL  ECONOMICS  COMMITTEE 

The  Committee  has  been  informed  that  the 
Blue  Cross-Blue  Shield  rates  for  1973-74  for  the 
subscribers  to  the  Medical  Society  have  been  re- 
duced for  the  first  time  in  a number  of  years. 

There  have  been  inquiries  from  members  of  the 
Society  requesting  that  the  Medical  Society  pro- 
gram include  Blue  Shield  Plan  100.  We  have  polled 
the  committee,  a majority  of  whom  favor  offering 
the  Plan  100  in  the  group  package.  The  Plan  100 
will  be  made  available  on  November  1.  1973  pro- 
vided 50  per  cent  of  those  presently  covered 
through  the  Society  elect  the  coverage. 

Respectfully  submitted: 

Kenneth  Liffmann,  m.d. 

Chairman 

(To  be  Continued  in  January,  1974  Issue) 
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PERIPATETICS 

(Concluded  from  page  487) 
and  JOHX  T.  MAZZEO,  Surgery-Emergency 
Room  Service. 

* * * 

Appointed  to  the  new  position  of  Chief  of  the 
Division  of  Pulmonary  Medicine  at  St.  Josephs 
Hospital  is  JAMES  F.  VALICENTL  Doctor  Vali- 
centi  began  his  new  duties  November  1.  His  re- 
sponsibilities will  encompass  respiratory  therapy 
and  pulmonary  function  testing. 

Three  Miriam  Hospital  physicians  are  involved 
in  a program  at  St.  Maria  Goretti  Women's  Club 
in  Pawtucket.  LCUIS  and  Mrs.  FUCH  presented  a 
travelogue  on  Tunisia;  WILLIAM  WEXLER  dis- 
cussed the  hazards  of  smoking,  and  MELVYX 
JOHNSON’S  clinical  staff  presented  a family  group 
therapy  program  on  family  communications. 

* * * 

Appointed  to  the  active  staff  of  the  Division 
of  Psychiatry  at  The  Miriam  Hospital  has  been 
DAVID  J.  KASS.  Doctor  Kass  will  work  part  time 
at  The  Miriam  Hospital  and  part  time  at  Butler 
Hospital. 


MOTILITY  DISTURBANCES  OF 
THE  ESOPHAGUS 

(Concluded  from  page  499) 
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AMERICA'S  NO.  1 CRISIS 

(Concluded  from  page  511) 

It  is  only  in  this  way  that  life  can  be  justified, 
despite  its  pains  and  disappointments.  To  think 
well  of  myself  for  having  more  money  or  a bigger 
car  or  bigger  house  or  a nicer  neighborhood  than 
my  friends  is  all  very  well  whiie  it  lasts,  but  it 
vanishes  as  soon  as  one  of  my  friends  goes  one 
better.  But  the  satisfaction  of  having  done  what 
I thought  right  can  last  for  life  and  depends  on 
nobody  but  myself.  Thus,  the  moral  ideal  I here 
affirm  is  one  which  puts  emphasis  on  self-discipline 
and  acceptance  of  standards;  the  social  system  I 
hope  for  is  one  which  provides  encouragement  and 
opportunity  for  these  vital  elements.  If  we  promote 
these  essential  ingredients  for  a life  worth  living, 
the  moral  crisis  we  face  today  may  be  a turning 
point  for  the  better  rather  than  for  the  worse. 


ONE  SENTENCE  ESSAY 

Most  of  us  are  sensible  enough  to  realize  that 
socialized  medicine  means  turning  doctors  intc 
politicians  and  politics  into  a medical  specialty. 

. . . Congressman  Jerry  L.  Pettis  of  California. 

± ± ± 


"MANUAL  OF  ROUTINE  ORDERS  FOR 
MEDCAL  AND  SURGICAL  EMERGENCIES" 

NEW  CONCEPT  IN  TREATMENT 
OF  EMERGENCIES 


AVOID  MALPRACTICE  SUITS 


WARREN  GREEN,  INC. 

10  SOUTH  BRENTWOOD  BLVD. 
ST.  LOUIS,  MISSOURI  63105 


Df.cfmber,  1973 
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(Concluded  from  page  506) 
the  district  societies  was  first  published  in  the 
1905  Transactions.  The  six  district  societies  were: 
Kent,  Newport,  Pawtucket,  Providence,  Washing- 
ton, and  Woonsocket.82 

The  1905  Report  of  the  Committee  on  the  Li- 
brary reported  that  the  total  number  of  bound 
volumes  was  approaching  20.000.83  The  report  also 
contained  a statement  that  Miss  Grace  Dickerman 
had  been  appointed  as  Assistant  Librarian  to  the 
Society.  Actually,  her  work  as  an  attendant  had 
started  in  1903  and  was  to  continue  until  1965. 84 

The  final  volume  of  the  Transactions  was  the 
eighth,  published  in  three  parts  from  1910  to  1912 
and  consisting  of  311  pages.  At  the  quarterly  meet- 
ing held  on  March  3,  1910  Doctor  George  D.  Her- 
sey  presented  a paper  on  “Some  of  the  Earlier 
Anatomists  with  Exhibition  of  Their  Work'”.85 
Books  by  Vesalius  and  Eustachius,  among  others, 
were  on  display.86  In  the  same  issue  appeared  the 
report  by  Robert  F.  Noyes  on  “The  Proposed 
Building  for  the  Rhode  Island  Medical  Society.”87 
The  report  covers  the  actions  taken  by  the  Society 
on  this  matter  between  the  years  1908  and  1910. 

The  1911  issue  of  the  Transactions  contained 
“The  Laying  of  the  Corner-Stone  of  the  Library 
Building,  June  1,  1911”  and  included  Doctor 
Frank  L.  Day’s  address.88  The  Annual  Address, 
delivered  on  the  same  day  by  G.  Alder  Blumer, 
was  titled  “A  Plea  for  the  Medical  Library”.89 

Addresses  related  to  libraries  continued  to  ap- 
pear. At  the  Centennial  -Meeting  of  June  13,  1912 
Abraham  Jacobi  presented  “The  Educational  Value 
of  Medical  Societies  and  Libraries”.90  Of  particu- 
lar interest  in  the  final  volume  of  the  Transactions 
was  the  paper  by  Frank  T.  Fulton  and  Carl  D. 
Sawyer  titled  “The  Treatment  of  Syphilis  with 
Ehrlich’s  Salvarsan,  with  Observations  on  its  Ef- 
fect upon  the  Serum  Test  and  upon  the  Spiro- 
chetes”.91 

CONCLUSION 

This  paper  has  been  a descriptive  study  of  the 
first  official  journal  of  the  Rhode  Island  Medical 
Society.  Between  the  years  1859  and  1912  eight 
volumes  of  the  Transactions  of  the  Rhode  Island 
Medical  Society  were  issued.  Essentially,  it  was 
the  foundation  and  growth  of  the  Society  that 
promoted  the  development  of  this  journal. 

Later  parts  in  this  series  will  examine  in  similar 
detail  the  other  medical  journals  of  Rhode  Island 


including  the  current  one.  For  now,  though,  the 
following  quotation  appears  particularly  appro- 
priate to  the  paper  in  hand: 

“There  is  a dead  medical  literature,  and  there 
is  a live  one.  The  dead  is  not  all  ancient,  the  live 
is  not  all  modern.  There  is  none,  modern  or  an- 
cient, which,  if  it  has  no  living  value  for  the 
student,  will  not  teach  him  something  by  its 
autopsy.” 

REFERENCES 

A list  of  the  references  for  the  three  installments 
may  be  obtained  from  the  Rhode  Island  Medical  So- 
ciety Library 


SOUTHERN  NEW  ENGLAND 
CANCER  GROUP 

(Concluded  from  page  513) 

SUMMARY 

The  Southern  New  England  Cancer  Group 
started  in  April  1972,  one  year  prior  to  this  report, 
with  a small  nucleus  of  participating  hospitals  and 
physicians  for  the  purpose  of  improving  the  care 
of  the  cancer  patient  in  southern  New  England.  It 
has  grown  to  include  over  60  member  physicians 
and  17  participating  hospitals.  Continuation  of  the 
Southern  New  England  Cancer  Group  is  contin- 
gent upon  federal  funding  programs,  and  inasmuch 
as  these  have  not  yet  been  delineated  by  the  Gov- 
ernment, the  future  of  the  Southern  New  England 
Cancer  Group  is  uncertain.  It  is  our  opinion  that 
the  program  has  demonstrated  the  usefulness  of  a 
regional,  inter-hospital  approach  to  the  manage- 
ment of  the  cancer  patient.  Although  the  program 
is  no  longer  federally  funded,  it  will,  if  feasible, 
bo  continued  as  a permanent  medical  service  in 
Rhode  Island. 

593  Eddy  Street 

Providence,  Rhode  Island  02902 

t t z 

CAPE  COD-HOUSE  FOR  SALE 
Dennis  on  the  Bay 

Lovely  split-level  year  around  furnished 
home.  5 bedrooms,  2 baths,  2 fireplaces,  sun- 
deck  and  many  extras.  Landscaped,  5 min- 
utes walk  to  beautiful  private  beach.  Ideal 
for  large  family. 

Excellent  investment  possibilities.  Middle 
$50's. 

CALL  (401)  738-9692 
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ANNUAL  MEETING 

of  the 

Providence  Medical 
Association 

FRIDAY,  JANUARY  11,  1974 

at 

COLONIAL  HILTON  INN 

Route  1-A,  Cranston,  R.  I. 


SOCIAL  HOUR  - 6:30  p.m. 
DINNER  - 7:30  p.m. 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriunf  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when  ' 
anxiety  is  sei'ere.  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  upto  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and_ 
debilitated  should  not  exceed  20  mg.  When  sJL^BRAfRY 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entir^^j  g ^ jgjQ 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  w'ho  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, it  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 


